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

Electronically Delivered
March 2, 2022

Administrator

Edgewood Hermantown | Sr Lvg
4195 Westberg Road

Duluth, MN 55811

RE: Project Number(s) SL30824015
Dear Administrator:

On February 23, 2022, the Minnesota Department of Health completed a follow-up evaluation of your facility
to determine correction of orders found on the evaluation completed on October 7, 2021. The follow-up
evaluation determined your agency had corrected all of the state licensing orders issued pursuant to the
October 7, 2021 evaluation.

Also, at the time of this follow-up evaluation completed on February 23, 2022, we identified the following
violation:

0970-Waivers Of Liability Prohibited-144.50 Subd. 5

The details of the violation(s) noted at the time of this follow-up evaluation are delineated on the attached
State Form. Only the ID Prefix Tag in the left hand column without brackets will identify these licensing orders.
It is not necessary to develop a plan of correction.

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

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), by the correction order date, the licensee must
document in the provider's records any action taken to comply with the correction order by the correction
order date. The commissioner may request a copy of this documentation and the assisted living facility's action
to respond to the correction orders in future evaluations, upon a complaint investigation, and as otherwise
needed.

IMPOSITION OF FINES:

Level 1: no fines or enforcement.

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

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

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

In accordance with Minn. Stat. § 144G.32, Subd. 2, you have one opportunity to challenge the correction order
issued, including the level and scope, and any fine assessed through the correction order reconsideration
process. This written request must be received by the Department of Health within 15 calendar days of the
correction order receipt date. Please send your written request via email to the following:

Reconsideration Unit

Health Regulation Division
Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place

St. Paul, MN 55164-0970
Health.HRD.Appeals@state.mn.us

We urge you to review these orders carefully. If you have questions, please contact at.

Please note, it is your responsibility to share the information contained in this letter and the results of this visit
with the President of your facility's Governing Body.

Sincerely,

fis iy

Jessie Chenze, Interim Supervisor

Health Regulation Division

State Evaluation Team

85 East Seventh Place, Suite 220

P.O. Box 3879

St. Paul, MN 55101-3879

Email: Jessica.Chenze@state.mn.us
Phone: 651-508-2791| Fax: 218-332-5196
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Minnesota State Statutes for Assisted
In accordance with Minnesota Statutes, section Living License Providers. The assigned
144G.08 to 144G.95 this correction order(s) has tag number appears in the far-left column
been issued pursuant to a survey. entitled "ID Prefix Tag." The state Statute
number and the corresponding text of the
Determination of whether a violation has been state Statute out of compliance is listed in
corrected requires compliance with all the "Summary Statement of Deficiencies”
requirements provided at the Statute number column. This column also includes the
indicated below. When Minnesota Statute findings which are in violation of the state
contains several items, failure to comply with any requirement after the statement, "This
of the items will be considered lack of Minnesota requirement is not met as
compliance. evidenced by." Following the surveyors'
findings is the Time Period for Correction.
INITIAL COMMENTS:
Project # SL 300824015 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On February 23, 2022, the Minnesota STATES,"PROVIDER'S PLAN OF
Department of Health conducted a revisit at the CORRECTION." THIS APPLIES TO
above provider to follow-up on orders issued FEDERAL DEFICIENCIES ONLY. THIS
pursuant to a survey completed on October 7, WILL APPEAR ON EACH PAGE.
2021, and a revisit on January 5, 2022. At the
time of the survey, there were 165 residents THERE IS NO REQUIREMENT TO
receiving services under the Assisted Living with SUBMIT A PLAN OF CORRECTION FOR
Dementia Care license. As a result of the revisit, VIOLATIONS OF MINNESOTA STATE
the following order was issued. 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.
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physical environment

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
7511, and:

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

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

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

(iii) provide smoke alarms on each story
within a dwelling unit, including basements, but
not including crawl spaces and unoccupied attics;

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGCTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
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{0 480} | Continued From page 1 {0 480}
(13) offer to provide or make available at least the
following services to residents:
(i) at least three nutritious meals daily with snacks
available seven days per week, according to the
recommended dietary allowances in the United
States Department of Agriculture (USDA)
guidelines, including seasonal fresh fruit and
fresh vegetables. The following apply:
(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:
No further action required.
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SS=D

Minnesota Department of Health

STATE FORM

6899 B8S313

If continuation sheet 2 of 6




Minnesota Department of Health

PRINTED: 03/02/2022
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

30824

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X8) DATE SURVEY
COMPLETED

R
02/23/2022

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

4195 WESTBERG ROAD

EDGEWOOD HERMANTOWN | SR LVG DULUTH,

MN 55811

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

{0 780}

{0 800}
SS=F

{0 810}
SS=F

Continued From page 2

(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

(v) ensure the power supply for existing
smoke alarms complies with the State Fire Code,
except that newly introduced smoke alarms in
existing buildings may be battery operated;

This MN Requirement is not met as evidenced
by:
No further action required.

144G.45 Subd. 2 (a) (4) Fire protection and
physical environment

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

This MN Requirement is not met as evidenced
by:
No further action required.

144G.45 Subd. 2 (b)-(f) Fire protection and
physical environment

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

(1) location and number of resident sleeping
rooms;

(2) employee actions to be taken in the event of

{0 780}

{0 800}
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a fire or similar emergency;

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.
(f) Evacuation drills are required for employees
twice per year per shift with at least one
evacuation drill every other month. Evacuation of
the residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.

This MN Requirement is not met as evidenced
by:
No further action required.

144.50 Subd. 5 Waivers of liability prohibited

The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor

{0810}
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include any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the contract did not
include language waiving the facility's liability for
health, safety, or personal property of a resident.
This had the potential to affect all residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

The findings include:

R12 was admitted on February 3, 2022, to
receive services under the facilities assisted living
dementia care license.

R12's Resident Agreement dated September 3,
2022, included a clause that indicated the
community is not liable to resident for any injury,
death or property damage occurring in the
apartment or on the community premises unless
such injury, death or property damage occurs as
the result of an equipment malfunction or
hazardous conditions within the building not
caused by resident or resident's guests. The
contract further indicated "...resident agrees to
hold the community harmless from any and all
claims for injuries, property damage or any other
loss resulting from an accident or other
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occurrence in the apartment or on the community
premises."

On February 23, 2022, at approximately 12:30
p.m., licensed assisted living director (LALD)-A
confirmed R12 and all other residents' Resident
Agreements included the language as indicated
above.

A policy on content of assisted living contracts
was requested, but not provided.

No further information was provided.

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

144G.81 Subdivision 1 Fire protection and
physical environment

An assisted living facility with dementia care that
has a secured dementia care unit must meet the
requirements of section 144G.45 and the
following additional requirements:

(1) a hazard vulnerability assessment or safety
risk must be performed on and around the
property. The hazards indicated on the
assessment must be assessed and mitigated to
protect the residents from harm; and

(2) the facility shall be protected throughout by an
approved supervised automatic sprinkler system
by August 1, 2029.

This MN Requirement is not met as evidenced
by:
No further action required.
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m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
January 31, 2022

Administrator

Edgewood Hermantown Senior Living
4195 Westberg Road

Duluth, MN 55811

RE: Project Number(s) SL30824015
Dear Administrator:

On January 5, 2022, the Minnesota Department of Health completed a follow-up evaluation of your facility to
determine correction of orders found on the evaluation completed on October 7, 2021. The follow-up
evaluation determined your agency had not corrected all of the state licensing orders issued pursuant to the
October 7, 2021 evaluation.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state licensing orders issued pursuant to the
last evaluation completed on October 7, 2021, found not corrected at the time of the January 5, 2022
follow-up evaluation and subject to penalty assessment are as follows:

0250-Conditions-144g.20 Subdivision 1 = $500.00

0430-Uniform Checklist Disclosure Of Services-144g.40 Subd. 2 = $500.00
0460-Minimum Requirements-144g.41 Subdivision 1 = $500.00

0470-Minimum Requirements-144g.41 Subdivision 1 = $500.00

0510-Infection Control Program-144g.41 Subd. 3 = $500.00

0580-Quality Management-144g.42 Subd. 2 = $500.00

0660-Tuberculosis Prevention And Control-144g.42 Subd. 9 = $500.00
0680-Disaster Planning And Emergency Preparedness-144g.42 Subd. 10 = $500.00
1470-Content Of Required Orientation-144g.63 Subd. 2 = $500.00
1790-Medication Management For Residents Who Will-144g.71 Subd. 10 = $500.00
2110-Policies-144g.82 Subd. 3 - $500.00

The details of the violations noted at the time of this follow-up evaluation completed on January 5, 2022
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand column, e.g.,
{2 ----} will identify the uncorrected tags.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $5,500.00. You will be invoiced after 15 days of the receipt of this notice, subject to
appeal.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), by the correction order date, the licensee must
document in the provider's records any action taken to comply with the correction order by the
correction order date. The commissioner may request a copy of this documentation and the assisted

An equal opportunity employer 8GKP HC Reuvisit



Edgewood Hermantown Senior Living
January 31, 2022
Page 2

living facility's action to respond to the correction orders in future evaluations, upon a complaint
investigation, and as otherwise needed.

IMPOSITION OF FINES:

Level 1: no fines or enforcement.

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

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

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

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you have one opportunity to challenge the
correction order issued, including the level and scope, and any fine assessed through the correction
order reconsideration process. This written request must be received by the Department of Health
within 15 calendar days of the correction order receipt date. Please send your written request via
email to the following:

Reconsideration Unit

Health Regulation Division
Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place

St. Paul, MN 55164-0970
Health.HRD.Appeals@state.mn.us

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that
has been assessed a fine under this subdivision has a right to a reconsideration or a hearing under
this section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. Requests for hearing may be emailed to
Health.HRD.Appeals@state.mn.us.

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both.

We urge you to review these orders carefully. If you have questions, please contact Jeri Cummins at
218-302-6193.
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Please note, it is your responsibility to share the information contained in this letter and the results
of this visit with the President of your facility's Governing Body.

Sincerely,

Jeri Cummins, Supervisor

Health Regulation Division

State Evaluation Team

85 East Seventh Place, Suite 220

P.O. Box 3879

St. Paul, MN 55101-3879

Telephone: 218-302-6193 Fax: 651-215-9697

pmb
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provisional license, refuse to grant a license as a
result of a change in ownership, refuse to renew
a license, suspend or revoke a license, or impose
a conditional license if the owner, controlling
individual, or employee of an assisted living
facility:

(1) is in violation of, or during the term of the
license has violated, any of the requirements in
this chapter or adopted rules;

(2) permits, aids, or abets the commission of any
illegal act in the provision of assisted living
services;

(3) performs any act detrimental to the health,
safety, and welfare of a resident;

(4) obtains the license by fraud or
misrepresentation;

(5) knowingly makes a false statement of a
material fact in the application for a license or in
any other record or report required by this
chapter;

(6) denies representatives of the department
access to any part of the facility's books, records,
files, or employees;

(7) interferes with or impedes a representative of
the department in contacting the facility's
residents;

(8) interferes with or impedes ombudsman
access according to section 256.9742,
subdivision 4;

(9) interferes with or impedes a representative of
the department in the enforcement of this chapter
or fails to fully cooperate with an inspection,
survey, or investigation by the department;

(10) destroys or makes unavailable any records
or other evidence relating to the assisted living
facility's compliance with this chapter;

(11) refuses to initiate a background study under
section 144.057 or 245A.04;

(12) fails to timely pay any fines assessed by the
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commissioner;

(13) violates any local, city, or township ordinance
relating to housing or assisted living services;
(14) has repeated incidents of personnel
performing services beyond their competency
level; or

(15) has operated beyond the scope of the
assisted living facility's license category.

(b) A violation by a contractor providing the
assisted living services of the facility is a violation
by the facility.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to show they met the requirements
of licensure by attesting the managerial officials
who were in charge of the day-to-day operations
developed and implemented current policies and
procedures as required with records reviewed.
This had the potential to affect all 159 residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

During the entrance conference on January 4,
2022, at approximately 12:40 p.m., licensed
assisted living director (LALD)-B and Registered
Nurse (RN)-B stated they were somewhat familiar
with the Assisted Living with Dementia Care
statutes.
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The licensee's "Application for Assisted Living
License," section titled, "Official Verification of
Owner or Authorized Agent" (page four and five of
the application), identified, "I certify | have read
and understand the following:" [a check mark was
placed before each of the following]:

- | have read and fully understand Minn.
[Minnesota] Stat. [statute] sect. [section] 144G.45
, my building(s) must comply with subdivisions
1-3 of the section, as applicable section Laws
2020, 7th Spec. [special] Sess [session]., chpt.
[chapter] 1. art. [article] 6, sect. 17

- | have read and fully understand Minn. Stat.
sect. 144G.80-144G.81 and Laws 2020, 7th
Spec. Sess., chpt. 1, art. 6, sect. 22 , my
building(s) must comply with these sections if
applicable.

- Assisted Living Licensure statutes in Minn. Stat.
chpt. 144G

- Assisted Living Licensure rules in Minnesota
Rules, chpt. 4659 (proposed and not final)

- Reporting of Maltreatment of Vulnerable Adults
- Electronic Monitoring in Certain Facilities

- "l declare that, as the owner or authorized
agent, | attest that | have read Minn. Stat.
Chapter 144G and Minnesota Rules, chapter
4659 (proposed and not final) governing the
provision of assisted living facilities, and
understand as the licensee | am legally
responsible for the management, control, and
operation of the facility, regardless of the
existence of a management agreement or
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subcontract."”

- "I have examined this application and all
attachments, and checked the above boxes
indicating my review and understanding of
Minnesota Statutes, Rules, and requirements
related to assisted living licensure. To the best of
my knowledge and believe, this information is
true, correct and complete. | will notify MDH, in
writing, of any changes to this information as
required."

- | attest to have all required policies and
procedures of Minn. Stat. chapter 144G and
Minn. Rules chapter 4659 (proposed and not
final) in place upon licensure and to keep them
current as applicable."

Page five was electronically signed by the owner
on May 10, 2021.

The licensee failed to ensure the following
policies and procedures were in place and kept
current:

- orientation, training, and competency
evaluations of staff, and a process for evaluating
staff performance;

- infection control practices;

- conducting appropriate screenings, or
documentation of prior screenings, to show that
staff are free of tuberculosis, consistent with
current United States Centers for Disease Control
and Prevention standards;

Refer to licensing order at Statute 144G.41,
Subd. 3. The licensee failed to establish and
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maintain an infection control program that
complied with accepted health care, medical and
nursing standards for infection control and current
recommendations for COVID-19. This had the
potential to affect all residents and staff.

Refer to licensing order at Statute 144G.42,
Subd. 9. the licensee failed to maintain a
tuberculosis (TB) prevention and control program
based on the most current guidelines issued by
the Centers for Disease Control and Prevention
(CDC). The licensee failed to complete a TB risk
assessment every two years. In addition, the
licensee failed to ensure history and symptom
screenings were completed and documented for
two of five employees (unlicensed personnel
(ULP)-J and ULP-K) with employee records
reviewed.

Refer to licensing order at Statute 144G.63,
Subd. 2. the licensee failed to ensure employees
received orientation to assisted living facility
licensing requirements and regulations for three
of three employees (ULP-F, ULP-J, and ULP-K)
with records reviewed.

Ten (10) correction orders were reissued, which
indicated the licensee's understanding of the
Minnesota statutes were limited or not evident for
compliance with Minnesota Statutes, section
144G.08 to 144G.95.

No further information was provided.

144G.40 Subd. 2 Uniform checklist disclosure of
services

(a) All assisted living facilities must provide to
prospective residents:

{0 250}

{0 430}
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(1) a disclosure of the categories of assisted
living licenses available and the category of
license held by the facility;

(2) a written checklist listing all services permitted
under the facility's license, identifying all services
the facility offers to provide under the assisted
living facility contract, and identifying all services
allowed under the license that the facility does not
provide; and

(3) an oral explanation of the services offered
under the contract.

(b) The requirements of paragraph (a) must be
completed prior to the execution of the assisted
living contract.

(c) The commissioner must, in consultation with
all interested stakeholders, design the uniform
checklist disclosure form for use as provided
under paragraph (a).

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the uniform checklist of
disclosure of services included the required
content was provided to six of six residents (R1,
R5, R11, R4, R9 and R10), This had the potential
to affect all 159 residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:
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During the entrance conference on January 4,
2021, at approximately 12:40 p.m., licensed
assisted living director (LALD)-A stated the
uniform checklist of disclosure of services was
updated to include the disclosure of the
categories of assisted living licenses available
and the category of license held by the facility. A
copy was provided.

The uniform checklist of disclosure of services
provided to R1, R5, R11, R4, R9 and R10 did not
include the disclosure of the categories of
assisted living licenses available and the category
of license held by the facility.

R1's diagnoses included bipolar disorder, Type Il
diabetes, obesity, and hypertension.

R1's signed service plan dated October 28, 2021,
indicated R1 received services, which included
medication administration, blood glucose
monitoring, and shower assistance.

R1's record indicated the updated uniform
checklist of disclosure of services was mailed to
R1's representative on October 28, 2021, for
signature and had not been returned to the
facility. The uniform checklist of disclosure of
services mailed to R1's representative was not
the updated version.

R5's diagnoses included Myasthenia Gravis (a
weakness and rapid fatigue of muscles under
voluntary control).

R5's service plan dated December 15, 2021,
indicated R5 received services, which included
medication administration and shower
assistance.
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R5's record indicated the updated uniform
checklist of disclosure of services was mailed to
R5's representative on October 15, 2021, for
signature and had not been returned to the
facility. The uniform checklist of disclosure of
services mailed to R5's representative was not
the updated version.

R11's diagnoses included diabetes.

R11's service plan dated December 19, 2021,
indicated RS received services, which included
medication administration, assistance with
activities of daily living, blood glucose monitoring,
and application of ace wraps.

R11's record indicated on December 19, 2021,
R11 received the uniform checklist of disclosure
of services. The uniform checklist of disclosure of
services provided indicated the licensee had a
comprehensive home care license.

R4's diagnoses included vascular dementia
(condition caused by the lack of blood that carries
oxygen and nutrient to a part of the brain),
diabetes mellitus 1l (metabolic disorder in which
the body has high sugar levels for prolonged
periods of time), dysphasia (difficulty in
swallowing), Rhabdomyolysis (muscle injury
where the muscles break down), and seizures
(sudden, uncontrolled electrical disturbance in the
brain which can cause changes in behavior,
movements, feelings, and consciousness).

R4's signed service plan dated November 24,
2021, indicated R4 received services which
included medication administration, oxygen
monitoring, dressing, grooming and shower
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assistance.

R4's record contained an incorrect, updated
uniform checklist of disclosure of services that
was signed November 24, 2021, by R4 and her
representative.

R9's diagnoses included frontotemporal dementia
(several disorders that affect the frontal and
temporal lobes of the brain that causes changes
in personality and behavior), peripheral
neuropathy, gastroesophageal reflux disease and
aortic arteriosclerosis ( arteries become narrowed
and hardened due to buildup of plaque (fats) in
the artery wall).

R9's signed service plan dated November 30,
2021, indicated R9 received services which
included medication administration, dressing,
grooming, and shower assistance.

R9's record contained a incorrect, updated
uniform checklist of disclosure of services that
was signed by R9's representative on November
30, 2021.

R10's diagnoses included Alzheimer, dementia,
incontinence, major depressive disorder and
bilateral thoracic back pain.

R10's signed service plan dated November 22,
2021, indicated R10 received services which
included medication administration, oxygen
monitoring, dressing, grooming, incontinence
care and shower assistance.

R10's record contained a incorrect, updated
uniform checklist of disclosure of services that
was signed by R9's representative on November
30, 2021.
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On January 4, 2021, at 3:50 p.m. LALD-A
confirmed R1, R5, R11, and all other residents
receiving services under the assisted living with
dementia care license had not received a
complete version of the uniform checklist of
disclosure of services.
The licensee lacked policies to include the
uniform checklist of disclosure of services
requirements, effective August 1, 2021.
No further information was provided.
{0460} 144G.41 Subdivision 1 Minimum requirements {0 460}
SS=F

(5) provide a means for residents to request
assistance for health and safety needs 24 hours
per day, seven days per week;

(6) allow residents the ability to furnish and
decorate the resident's unit within the terms of the
assisted living contract;

(7) permit residents access to food at any time;
(8) allow residents to choose the resident's
visitors and times of visits;

(9) allow the resident the right to choose a
roommate if sharing a unit;

(10) notify the resident of the resident's right to
have and use a lockable door to the resident's
unit. The licensee shall provide the locks on the
unit. Only a staff member with a specific need to
enter the unit shall have keys, and advance
notice must be given to the resident before
entrance, when possible. An assisted living
facility must not lock a resident in the resident's
unit;

This MN Requirement is not met as evidenced
by:
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Based on interview and record review, the
licensee failed to provide a means for residents to
request assistance for health and safety needs as
required for three of three memory care residents
(R4, R9 and R10) with records reviewed. The
licensee did not have a system in place in
memory care for residents at the facility to
request assistance for health and safety needs 24
hours a day, seven days a week. This had the
potential to affect all residents residing in memory
care (The Lodge).

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:

R4's diagnoses included vascular dementia
(condition caused by the lack of blood that carries
oxygen and nutrient to a part of the brain),
diabetes mellitis || (metabolic disorder in which
the body has high sugar levels for prolonged
periods of time), dysphagia (difficulty in
swallowing), rhabdomyolysis (muscle injury where
the muscles break down), and seizures (sudden,
uncontrolled electrical disturbance in the brain
which can cause changes in behavior,
movements, feelings, and consciousness).

R9's diagnoses included frontotemporal dementia
(several disorders that affect the frontal and
temporal lobes of the brain that causes changes
in personality and behaviour), peripheral
neuropathy, gastroesophageal reflux disease and
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Continued From page 12

aortic atherosclerosis ( arteries become narrowed
and hardened due to buildup of plaque (fats) in
the artery wall).

R10's diagnoses included Alzheimer's disease
(brain disorder that causes problems with
memory, thinking and behavior. This is a
gradually progressive condition), dementia,
incontinence, major depressive disorder and
bilateral thoracic back pain.

During the entrance conference on January 4,
2022, at approximately 12:40 p.m., Registered
Nurse (RN)-B and licensed assisted living director
(LALD)-A confirmed licensee had a seperate
memory care unit that was detached from the
main building. At approximately 12:40 p.m.,
LALD-A and RN-B were asked what was done to
provide a call system for residents in memory
care since the survey conducted on October 7,
2021. LALD-A stated, "Nothing so far. Those
systems cost a lot of money."

On January 5, 2022, at approximately 12:40 p.m.,
LALD-A and RN-B confirmed memory care does
not have a system in place for residents to
request assistance for health and safety needs 24
hours a day, seven days a week.

Licensee's policy titled, Admission and Discharge,
dated August, 2020, indicated memory care
residents are observed every 30 minutes for
safety.

No further information was provided.

144G.41 Subdivision 1 Minimum requirements

(11) develop and implement a staffing plan for
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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;

(i) 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;

(i) 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;

This MN Requirement is not met as evidenced
by:

Based on observation, and record review, the
licensee failed to ensure the required staffing plan
was developed and posted. This had the potential
to affect all 159 residents in the assisted living
facility, staff and any visitors of 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
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cause serious injury, impairment, or death), and
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

During the entrance conference on January 4,
2022, at approximately 12:40 p.m., licensed
assisted living director (LALD)-A and registered
nurse (RN)-B were asked if the licensee
developed and posted a staffing plan since the
survey conducted on October 7, 2021. LALD-A
and RN-B both stated a staffing plan had not
been developed, and the staffing plan was posted
in the employee break room.

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;

- identify the direct-care staff member's resident
assignments or work location; and

-posted after redacting direct-care staff member's
resident assignments at the beginning of each
work shift in a central location in each building.

The licensee lacked policies to include the new
Assisted Living Licensure requirements, effective
August 1, 2021.

No further information was provided.

144G.41 Subd 1 (13) (i) (B) Minimum
requirements

{0 470}

{0 480}

Minnesota Department of Health

STATE FORM

6899 B8S312

If continuation sheet 15 of 44




Minnesota Department of Health

PRINTED: 01/31/2022
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

30824

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED

R
B. WING 01/05/2022

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

4195 WESTBERG ROAD

EDGEWOOD HERMANTOWN | SR LVG DULUTH,

MN 55811

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

{0 480}

{0510}
SS=F

Continued From page 15

(13) offer to provide or make available at least the
following services to residents:

(i) at least three nutritious meals daily with snacks
available seven days per week, according to the
recommended dietary allowances in the United
States Department of Agriculture (USDA)
guidelines, including seasonal fresh fruit and
fresh vegetables. The following apply:

(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:
No further action required.

144G.41 Subd. 3 Infection control program

(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b)The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.

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

This MN Requirement is not met as evidenced
by:
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Based on observation, interview and record
review, the licensee failed to establish and
maintain an infection control program that
complied with accepted health care, medical and
nursing standards for infection control and current
recommendations for COVID-19. This had the
potential to affect all 159 residents and staff.

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:
Resident Screening

The licensee failed to ensure residents were
screened for COVID-19.

The Minnesota Department of Health (MDH)
guidance titled, "COVID-19 Toolkit," dated March
8, 2021, indicated all residents should be actively
screened for fever and respiratory symptoms at
least daily. Daily pulse oximeter screening was
recommended, as well as charting all clinical
measurements and symptoms for each resident.

During the entrance conference on January 4,
2022, at approximately 12:40 p.m., licensed
assisted living director (LALD)-A and registered
nurse (RN)-B indicated all residents are screened
for COVID-19 daily on the afternoon shift. The RN
managers are responsible to assure the residents
are screened for COVID-19 daily.
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On January 4, 2022, at approximately 2:00 p.m.,
RN-B provided documentation of resident
COVID-19 screenings for the assisted living
building for December 13, 2021, through January
4,2022. Review of the documentation revealed
the following:

- from December 13, 2021, to January 4, 2022,
there was no documentation of COVID-19
resident screenings performed on eight of the 23
days for any residents in the assisted living
building.

- from December 13, 2021, to January 4, 2022,
there was no documentation of COVID-19
resident screenings performed on 21 of the 23
days for any residents in the memory care.

On January 5, 2021, at approximately 2:30 p.m.,
licensed assisted living director (LALD)-A
confirmed residents in the assisted living building
were not monitored daily for COVID-19.

The licensee's COVID-19 Infection Prevention
policy last revised August 10, 2021, indicated all
residents in the community will have their
temperature and oxygen saturation monitored
daily.

Employee Screening

The licensee failed to ensure employees followed
employee COVID-19 screening procedures.

On January 5, 2022, at approximately 9:37 a.m.,
the beautician (B)-X was observed setting a
resident's hair in the memory care beauty shop.
B-X was observed wearing a mask and eye
protection. B-X was questioned as to whether or
not she was screened for COVID-19 when she
entered the building. B-X stated she was not
screened and was unaware of the need to screen
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for COVID-19 when she entered the building.

The licensee's COVID-19 Infection Prevention
policy last reviewed August 10, 2020, indicated
staff would complete hand hygiene upon entrance
to the community. The policy further indicated
staff would have a temperature taken, would be
screened for current signs and symptoms of
cough, shortness of breath, fever, or any other
signs of illness.

Personal Protective Equipment

The licensee failed to ensure staff wore personal
protective equipment (PPE) per the Centers for
Disease Control and Prevention (CDC) and the
MDH guidelines.

The MDH COVID-19 Personal Protective
Equipment (PPE) Grid for Congregate Care
Settings dated June 30, 2021, instructed health
care workers (HCW) with face-to-face contact
with COVID-19 negative residents to wear a
medical grade, well-fitting facemask and eye
protection.

The MDH Infection Prevention and Control:
COVID-19 Electronic Guidance for Infection
Prevention and Control in Health Care Settings,
dated August 2, 2021, indicated MDH
recommends eye protection for all HCWs in all
resident care areas and when providing direct
care.

On January 4, 2022, at approximately 2:45 p.m.,
cook (C)-V was observed walking down the
hallway not wearing eye protection.. C-V
confirmed she was not wearing eye protection
and stated C-V's eye protection was in the
kitchen.
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On January 4, 2022, at approximately 2:55 p.m.,
physical therapist (PT)-W was observed walking
with a resident down the hallway. PT-W was not
wearing eye protection. PT-W stated he should
have my eye protection on, but his eye protection
was back in the office.

On January 4, 2022, at approximately 3:05 p.m.,
unlicensed personnel (ULP)-Y was observed
walking out of a resident's room wearing a cloth
mask.

On January 5, 2022, at approximately 9:52 a.m.,
registered nurse (RN)-T was observed talking
with staff in the hallway not wearing eye
protection. RN-T walked into her office to talk
with surveyors still not wear eye protection until
the surveyor questioned RN-T about not wearing
eye protection. RN-T stated, "I had them off
because | have a hard time reading with eye
protection on."

On January 4, 2022, at approximately 12:40 p.m.,
licensed assisted living director (LALD)-A and
RN-B both stated it was a struggle enforcing upon
employees wearing eye protection. RN-B stated
she addresses the lack of not wearing eye
protection when she sees employees not wearing
eye protection.

On January 5, 2022, at approximately 11:00 a.m.
LALD-A and RN-B both confirmed employees
were supposed to wear eye protection.

The licensee's COVID-19 Infection Prevention
policy last revised August 10, 2020, indicated
masks will be worn throughout the shift except
when eating/drinking in a designated community
break area or when leaving the building for a
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break. The policy did not address the need to
wear eye protection.

COVID-19 Testing for Residents and Employees
and Hand Hygiene

On January 4, 2021, at approximately 12:40 p.m.,
LALD-A stated the facility will be performing
COVID-19 testing on staff and residents on
January 5, 2022.

On January 5, 2022, at approximately 10:15 a.m.,
RN-T stated she would be performing COVID-19
testing on the residents in the memory care
building that day. RN-T was questioned about the
procedure used when performing COVID-19
testing. RN-T stated she completes the testing in
the residents' rooms. RN-T wears eye protection,
mask and gloves. RN-T stated she does not
change gloves in between residents. RN-T uses
hand sanitizer on gloved hands in between
residents.

On January 5, 2022, at approximately 11:00 a.m.,
LALD-A and RN-B stated nurses performing
COVID-19 testing do not change their gloves in
between performing COVID-19 testing to
residents. LALD-A stated they use hand sanitizer
on their gloves in between each resident and do
not change gloves. LALD-A stated they do not
have a written policy regarding performing
COVID-19 testing.

No further information was provided.

144G.42 Subd. 2 Quality management

The facility shall engage in quality management
appropriate to the size of the facility and relevant
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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.

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 of the facility and relevant
to the type of services provided. This had the
potential to affect all 159 residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

During the entrance conference on January 4,
2022, at approximately 12:40 p.m., licensed
assisted living director (LALD)-A and registered
nurse (RN)-B were asked if a quality
management program had been developed since
the survey conducted on October 7, 2021.
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LALD-A stated they have a committee, but no
quality improvement projects were in place at this
time.
The licensee's Quality Assurance policy dated
August 2020 indicated each community will have
at least one documented quality improvement
project in place at all times and retain records of
such projects for at least two years.
No further information was provided.
{0660} 144G.42 Subd. 9 Tuberculosis prevention and {0 660}
SS=F | control

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

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to maintain a tuberculosis (TB)
prevention and control program based on the
most current guidelines issued by the Centers for
Disease Control and Prevention (CDC). The
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licensee failed to complete a TB risk assessment
every two years. In addition, the licensee failed to
ensure history and symptom screenings were
completed and documented for two of five
employees (unlicensed personnel (ULP)-J and
ULP-K) with employee records reviewed. This
had the potential to affect all 159 residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety), and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

TB FACILITY RISK ASSESSMENT

On January 4, 2022, at approximately 12:50 p.m.,
a facility TB risk assessment was requested by
the Minnesota Department of Health (MDH)
surveyor. Licensed assisted living director
(LALD)-A stated, "We haven't done anything with
that since the last survey." The TB risk
assessment provided by LALD-A dated October
1, 2019, indicated low risk; however, the TB risk
assessment had exceeded the two year cycle
and was no longer valid.

The Minnesota Department of Health (MDH)
guidelines, Regulations for Tuberculosis Control
in Minnesota Health Care Settings, dated July
2013 and CDC guidelines indicated a TB infection
control program should include a facility TB risk
assessment.

TB EMPLOYEE HISTORY AND SYMPTOM
SCREENING
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ULP-J and ULP-K's employee records lacked
documentation ULP-J and ULP-K completed a
TB history and symptom screening.

ULP-J and ULP-K began providing assisted living
services on August 1, 2021.

On January 5, 2022, at approximately 10:05 a.m.,
registered nurse (RN)-B stated, "No, they have
not been done" and confirmed ULP-J and
ULP-K's TB history and symptom screenings
were not completed and in the employee files as
required.

The licensee's Tuberculosis policy dated August
2020 indicated the licensee would establish and
maintain a TB infection control program, a TB risk
assessment, a written infection control plan and
screening of all employees.

No further information was provided.

144G.42 Subd. 10 Disaster planning and
emergency preparedness

(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

{0 660}

{0 680}

Minnesota Department of Health
STATE FORM

6899 B8S312

If continuation sheet 25 of 44




PRINTED: 01/31/2022

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
30824 B. WING 01/05/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4195 WESTBERG ROAD
EDGEWOOD HERMANTOWN | SR LVG
DULUTH, MN 55811
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{0 680} Continued From page 25 {0 680}

(5) have a written policy and procedure regarding
missing tenant residents.

(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.

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

This MN Requirement is not met as evidenced
by:

Based on interview, the licensee failed to have a
written emergency disaster plan that included all
required content and failed to post an emergency
plan prominently. This had the potential to affect
all 159 residents, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety), and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

The findings include:

During the entrance conference on January 4,
2022, at approximately 12:40 p.m., licensed
assisted living director (LALD)-A and registered
nurse (RN)-B were asked if a emergency disaster
plan was developed since the survey conducted
on October 7, 2021. LALD-A stated the licensee
did not have a emergency disaster plan for the
facility. LALD-A also verified the required
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information regarding the licensee's emergency
plan was not posted in the main assisted living
building, the memory care main entrance or
elsewhere in the facility.
No further information was provided.
{0 730} 144G.43 Subd. 3 Contents of resident record {0 730}
SS=E

Contents of a resident record include the
following for each resident:

(1) identifying information, including the resident's
name, date of birth, address, and telephone
number;

(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and designated representative;
(3) names, addresses, and telephone numbers of
the resident's health and medical service
providers, if known;

(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records;

(5) the resident's advance directives, if any;

(6) copies of any health care directives,
guardianships, powers of attorney, or
conservatorships;

(7) the facility's current and previous
assessments and service plans;

(8) all records of communications pertinent to the
resident's services;

(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;

(10) documentation of incidents involving the
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resident and actions taken in response to the
needs of the resident, including reporting to the
appropriate supervisor or health care
professional;

(11) documentation that services have been
provided as identified in the service plan;

(12) documentation that the resident has received
and reviewed the assisted living bill of rights;
(13) documentation of complaints received and
any resolution;

(14) a discharge summary, including service
termination notice and related documentation,
when applicable; and

(15) other documentation required under this
chapter and relevant to the resident's services or
status.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to document 30 minute safety
checks in the resident record for three of three
residents (R4, R9 and R10) in memory care with
records reviewed.

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

The findings include:

During the entrance conference on January 4,
2022, at approximately 12:45 p.m., licensed
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assisted living director (LALD)-A and registered
nurse (RN)-B stated all memory care residents
are provided 30 minute safety checks and
completed services are logged on the safety
check sheets by staff. LALD-A and RN-B stated
there were no changes made to the 30 minute
safety check process used in memory care since
the last survey on October 7, 2021.

R4, R9 and R10's records lacked documentation
of services provided by staff.

R4's diagnoses included vascular dementia
(condition caused by the lack of blood that carries
oxygen and nutrient to a part of the brain),
diabetes mellitis | (metabolic disorder in which
the body has high sugar levels for prolonged
periods of time), dysphagia (difficulty in
swallowing), rhabdomyolysis (muscle injury where
the muscles break down), and seizures (sudden,
uncontrolled electrical disturbance in the brain
which can cause changes in behavior,
movements, feelings, and consciousness).

R4's signed service plan dated November 24,
2021, indicated R4 received services which
included medication administration, oxygen
monitoring, dressing, grooming and shower
assistance.

R4's resident record failed to include
documentation for completion of 30-minute safety
check services as follows:

- January 1 and 2, 2022, were not completed; and
- December 1, 2021 through December 31, 2021,
were not completed.

R9's diagnoses included frontotemporal dementia
(several disorders that affect the frontal and
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temporal lobes of the brain that causes changes
in personality and behaviour), peripheral
neuropathy, gastroesophageal reflux disease and
aortic atherosclerosis ( arteries become narrowed
and hardened due to buildup of plaque (fats) in
the artery wall).

R9's signed service plan dated November 30,
2021, indicated R9 received services which
included medication administration, dressing,
grooming, and shower assistance.

R9's resident record failed to include
documentation for completion of 30-minute safety
check services as follows:

- January 1 and 2, 2022, were not completed; and
- December 1, 2021 through December 31, 2021,
were not completed.

R10's diagnoses included Alzheimer's disease,
dementia, incontinence, major depressive
disorder and bilateral thoracic back pain.

R10's signed service plan dated November 22,
2021, indicated R10 received services which
included medication administration, oxygen
monitoring, dressing, grooming, incontinence
care and shower assistance.

R10's resident record failed to include
documentation for completion of 30-minute safety
check services as follows:

- January 1 and 2, 2022, were not completed; and
- December 1, 2021 through December 31, 2021,
were not completed.

On January 5, 2022, at approximately 9:55 a.m.,
Registered Nurse (RN)-T confirmed safety check
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flowsheets were not completed by staff and
entered into resident records for R4, R9 or R10.
The licensee's Admission and Discharge policy
dated August, 2020 indicated memory care
residents were observed every 30 minutes for
safety. The licensee's Documentation policy
dated August 2020 indicated that the resident's
record provided completed documentation of the
services provided to residents.
No further information was provided.
{0780} 144G.45 Subd. 2 (a) (1) Fire protection and {0 780}
SS=D

physical environment

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
7511, and:

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

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

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

(iii) provide smoke alarms on each story
within a dwelling unit, including basements, but
not including crawl spaces and unoccupied attics;

(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

(v) ensure the power supply for existing
smoke alarms complies with the State Fire Code,
except that newly introduced smoke alarms in
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existing buildings may be battery operated;

This MN Requirement is not met as evidenced
by:
No further action required.

144G .45 Subd. 2 (a) (4) Fire protection and
physical environment

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

This MN Requirement is not met as evidenced
by:
No further action required.

144G.45 Subd. 2 (b)-(f) Fire protection and
physical environment

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

(1) location and number of resident sleeping
rooms;

(2) employee actions to be taken in the event of
a fire or similar emergency;

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall

{0 780}

{0 800}

{0 810}
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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.

This MN Requirement is not met as evidenced
by:
No further action required.

144G.63 Subd. 2 Content of required orientation

(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

{0 810}
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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
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
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access in real time, and closed captions.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employees received
orientation to assisted living facility licensing
requirements and regulations for three of three
unlicensed personnel (ULP)-F, ULP-J, and
ULP-K) with records reviewed. This had the
potential to affect all 159 residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety), and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

The findings include:

During the entrance conference on January 4,
2021, at approximately 12:40 p.m. licensed
assisted living director (LALD)-A stated
orientation to assisted living facility licensing
requirements and regulations had not been
completed since the survey on October 7, 2021.
LALD-A state they plan to complete the all staff
orientation training during the first quart of their
annual training.

ULP-F, ULP-J, and ULP-K's employee records
lacked evidence they had received orientation to
144G licensing requirements in the following
areas:

- an overview of this chapter;

- introduction and review of all the providers
policies and procedures related to the provision of
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assisted living services under 144G statutes; and
- principles of person-centered planning and
service delivery and how they apply to direct
support services provided by the staff person.

ULP-F started employment on April 15, 2003,
under the comprehensive home care license and
began providing assisted living services on
August 1, 2021.

ULP-J started employment on September 6,
2013, under the comprehensive home care
license and began providing assisted living
services on August 1, 2021.

ULP-K started employment on June 22, 2001,
under the comprehensive home care license and
began providing assisted living services on
August 1, 2021.

On January 5, 2022, at approximately 11:37 a.m.
registered nurse (RN)-B confirmed ULP-F,
ULP-J, and ULP-K had not received orientation to
144G licensing requirements as indicated above.

The licensee's policy titled, Staff Training, dated
August 2020 did not include overview of 144G
statutes, review of the provider's policies and
procedures related to provision of assisted living
services under 144G statutes and principles of
person centered planning and service delivery.

No further information was provided.

144G.71 Subd. 10 Medication management for
residents who will

(2) for unplanned time away, when the pharmacy
is not able to provide the medications, a licensed

{01470}

{01790}
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nurse or unlicensed personnel shall provide
medications in amounts and dosages needed for
the length of the anticipated absence, not to
exceed seven calendar days;

(3) the resident must be provided written
information on medications, including any special
instructions for administering or handling the
medications, including controlled substances; and
(4) the medications must be placed in a
medication container or containers appropriate to
the provider's medication system and must be
labeled with the resident's name and the dates
and times that the medications are scheduled.
(b) For unplanned time away when the licensed
nurse is not available, the registered nurse may
delegate this task to unlicensed personnel if;

(1) the registered nurse has trained the
unlicensed staff and determined the unlicensed
staff is competent to follow the procedures for
giving medications to residents; and

(2) the registered nurse has developed written
procedures for the unlicensed personnel,
including any special instructions or procedures
regarding controlled substances that are
prescribed for the resident. The procedures must
address:

(i) the type of container or containers to be used
for the medications appropriate to the provider's
medication system;

(ii) how the container or containers must be
labeled;

(iii) written information about the medications to
be provided;

(iv) how the unlicensed staff must document in
the resident's record that medications have been
provided, including documenting the date the
medications were provided and who received the
medications, the person who provided the
medications to the resident, the number of
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medications that were provided to the resident,
and other required information;

(v) how the registered nurse shall be notified that
medications have been provided and whether the
registered nurse needs to be contacted before
the medications are given to the resident or the
designated representative;

(vi) a review by the registered nurse of the
completion of this task to verify that this task was
completed accurately by the unlicensed
personnel; and

(vii) how the unlicensed personnel must
document in the resident's record any unused
medications that are returned to the facility,
including the name of each medication and the
doses of each returned medication.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the
Registered Nurse (RN) developed written
procedures for unplanned time away from home.
In addition, the licensee failed to ensure three of
three unlicensed personnel (ULP)-F, ULP-H, and
ULP-J) were trained and had demonstrated
competency to prepare and give medications for
clients having unplanned time away. This had the
potential to affect all 159 residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety), and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

The findings include:

A. BUILDING:
30824 B. WING 01/05/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4195 WESTBERG ROAD
EDGEWOOD HERMANTOWN | SR LVG
DULUTH, MN 55811
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{01790} | Continued From page 37 {01790}

Minnesota Department of Health
STATE FORM

6899

B8S312

If continuation sheet 38 of 44




PRINTED: 01/31/2022

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
R
30824 B. WING 01/05/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4195 WESTBERG ROAD
EDGEWOOD HERMANTOWN | SR LVG
DULUTH, MN 55811
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
{01790} Continued From page 38 {01790}

During the entrance conference on January 4,
2021, at approximately 12:40 p.m. RN-B stated
the RN had not developed a written procedure for
unplanned time away from home and ULP had
not been trained and demonstrated competency
to prepare and give medications for clients having
unplanned time away from home since the survey
on October 7, 2021.

UNPLANNED TIMES AWAY POLICY AND
PROCEDURE FOR ULP

The licensee failed to developed and implement a
written procedure for the ULP providing
medications for clients having unplanned times
away.

The licensee's Resident Leave Medication policy
dated August 2020, indicated for unplanned time
away, when the pharmacy is not able to provide
the medications, a licensed nurse or ULP shall
give the resident's representatives medications in
amounts and dosages needed for the length of
the anticipated absence, not to exceed 120
hours.

The licensee's policy lacked a written procedure
to include:

-providing the resident with written information on
medications, including any specific instructions
for administering or handling the medications,
including controlled substance;

-the type of container or containers to be used for
the medications appropriate to the provider's
medication system;

-how the container or containers must be labeled'
-written information about the medications to be
provided; and

-how the RN would be notified that the
medications have been provided and whether the
RN needed to be contacted before the
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medications are given to the resident or the
designated representative.

TRAINING AND COMPETENCY EVALUATIONS
ULP-F started employment on April 15, 2003,
under the comprehensive home care license and
began providing assisted living services on
August 1, 2021.

ULP-J started employment on September 6,
2013, under the comprehensive home care
license and began providing assisted living
services on August 1, 2021.

ULP-K started employment on June 22, 2001,
under the comprehensive home care license and
began providing assisted living services on
August 1, 2021.

ULP-F, ULP-J and ULP-K's record lacked
evidence to indicate ULP-F, ULP-J and ULP-K
had been trained and had demonstrated
competency to prepare and provide medications
to residents for unplanned times away from
home.

On January 5, 2021, at approximately 11:37 a.m.
RN-B confirmed ULP-F, ULP-J and ULP-K had
not been trained and had not demonstrated
competency to prepare and provide medications
to residents for unplanned times away from
home.

The licensee's Resident Leave Medication policy
dated August 2020, noted for unplanned time
away when the licensed nurse is not available,
the registered nurse may delegate this task to
unlicensed personnel as long as the registered
nurse had trained and determined the unlicensed
staff was competent to give medications to clients
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and there were written procedures for unlicensed
personnel.

No further information was provided.

144G.81 Subdivision 1 Fire protection and
physical environment

An assisted living facility with dementia care that
has a secured dementia care unit must meet the
requirements of section 144G.45 and the
following additional requirements:

(1) a hazard vulnerability assessment or safety
risk must be performed on and around the
property. The hazards indicated on the
assessment must be assessed and mitigated to
protect the residents from harm; and

(2) the facility shall be protected throughout by an
approved supervised automatic sprinkler system
by August 1, 2029.

This MN Requirement is not met as evidenced
by:
No further action required.

144G.82 Subd. 3 Policies

(a) In addition to the policies and procedures
required in the licensing of all facilities, the
assisted living facility with dementia care licensee
must develop and implement policies and
procedures that address the:

(1) philosophy of how services are provided
based upon the assisted living facility licensee's
values, mission, and promotion of
person-centered care and how the philosophy
shall be implemented;

(2) evaluation of behavioral symptoms and
design of supports for intervention plans,

{01790}

{02040}

{02110}
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including nonpharmacological practices that are
person-centered and evidence-informed;

(3) wandering and egress prevention that
provides detailed instructions to staff in the event
a resident elopes;

(4) medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications;

(5) staff training specific to dementia care;

(6) description of life enrichment programs and
how activities are implemented;

(7) description of family support programs and
efforts to keep the family engaged;

(8) limiting the use of public address and
intercom systems for emergencies and
evacuation drills only;

(9) transportation coordination and assistance to
and from outside medical appointments; and
(10) safekeeping of residents' possessions.

(b) The policies and procedures must be provided
to residents and the residents' legal and
designated representatives at the time of
move-in.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, licensee
failed to ensure policies and procedures required
in the licensing of assisted living facilities with
dementia care were developed and failed to
provided the policies and procedures to residents
and the residents' legal and designated
representatives at the time of move-in. This had
the potential to affect all 159 residents in the
memory care units.

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
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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:

The licensee failed to develop and implement
policies and procedures that addressed:

- philosophy of how services are provided based
upon the assisted living facility licensee's values,
mission, and

promotion of person-centered care and how the
philosophy shall be implemented;

- evaluation of behavioral symptoms and design
of supports for intervention plans, including
nonpharmacological practices that are
person-centered and evidence-informed;

- wandering and egress prevention that provides
detailed instructions to staff in the event a
resident elopes;

- medication management, including an
assessment of residents for the use and effects
of medication, including psychotropic
medications;

- staff training specific to dementia care;

- description of life enrichment programs and how
activities are implemented;

- description of family support programs and
efforts to keep the family engaged;

- limiting the use of public address and intercom
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systems for emergencies and evacuation drills
only;

- transportation coordination and assistance to
and fro outside medication appointments; and

- safekeeping of resident's possessions.

On January 4, 2022, at approximately 1:38 p.m.,
licensed assisted living director (LALD)-A
confirmed the licensee had not developed the
policies and procedures and had not given them
to the residents. Additionally, LALD-A stated the
policies are a "work in progress."

No further information was provided.
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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
November 16, 2021

Administrator

Edgewood Hermantown | Sr Lvg
4195 Westberg Road

Duluth, MN 55811

RE: Project Number(s) SL30824015
Dear Administrator:

The Minnesota Department of Health completed an evaluation on October 7, 2021, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the evaluation,
the Minnesota Department of Health noted violations of the laws pursuant to Minnesota Statute,
Chapter 144G, Minnesota Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572
and/or Minnesota Statute Chapter 260E.

The enclosed State Form documents the state licensing orders. The Department of Health documents
state licensing correction orders using federal software. Tag numbers are assigned to Minnesota
state statutes for Home Care 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 are listed in the "Summary Statement of Deficiencies" column. This column also
includes the findings that are in violation of the state statute after the statement, "This MN
Requirement is not met as evidenced by . . ."

IMPOSITION OF FINES

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

Level 1: no fines or enforcement.

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

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

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

In accordance with Minn. Stat. § 144G.20, Subd. 4 (a)(5), the Department of Health imposes fine
amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.

The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021
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that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572. subds. 2,
9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated
maltreatment violation consisting of sexual assault, death, or abuse resulting in serious injury.

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

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

St - 0-0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00

The total amount you are assessed is $500.00. You will be invoiced after 15 days of the receipt of
this notice, subject to appeal.

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:

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

e |dentify how the area(s) of noncompliance was corrected for all of the provider’s
clients/employees that may be affected by the noncompliance.

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

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by the Department of
Health within 15 calendar days.

A state licensing order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat.
§ 626.557. Please email general reconsideration requests to: Health.HRD.Appeals@state.mn.us.
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Please address your cover letter for general
reconsideration requests to:
Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

REQUESTING A HEARING

Free from Maltreatment reconsideration
requests should addressed to:
Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that
has been assessed a fine under this subdivision has a right to a reconsideration or a hearing under
this section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14, a request for a hearing must
be in writing and received by the Department of Health within 15 calendar days. Requests for
hearing may be emailed to Health.HRD.Appeals@state.mn.us.

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both.

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

Sincerely,

Jeri Cummins, Supervisor

Health Regulation Division

State Evaluation Team

85 East Seventh Place, Suite 220

P.O. Box 3879

St. Paul, MN 55101-3879

Email: jeri.cummins@state.mn.us
Telephone: 218-302-6193 Fax: 651-215-9697

HHH
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0 000| Initial Comments 0000
Initial comments
e ATTENTION > Minnesota Department of Health is
documenting the State Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER(S) Tag numbers have been assigned to
Minnesota State Statutes for Assisted
In accordance with Minnesota Statutes, section Living License Providers. The assigned
144G.01 to 144G.95, these correction orders are tag number appears in the far-left column
issued pursuant to a survey. entitled "ID Prefix Tag." The state Statute
number and the corresponding text of the
Determination of whether violations are corrected state Statute out of compliance is listed in
requires compliance with all requirements the "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings is the Time Period for Correction.
SL#30824015
PLEASE DISREGARD THE HEADING OF
On, October 4, 2021, through October 7, 2021, THE FOURTH COLUMN WHICH
the Minnesota Department of Health conducted a STATES, "PROVIDER ' S PLAN OF
survey ath the above provider, and the following CORRECTION." THIS APPLIES TO
correction orders are issued. At the time of the FEDERAL DEFICIENCIES ONLY. THIS
survey, there were 174 residents receiving WILL APPEAR ON EACH PAGE.
services under the provider's Assisted Living with
Dementia Care license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
In addition, MDH investigated complaint VIOLATIONS OF MINNESOTA STATE
HL30824001C. STATUTES.
The letter in the left column is used for
There was no licensing order issued related to tracking purposes and reflects the scope
HL30824001C. and level issued pursuant to 144G.31
subd. 1,2 and 3
S0825F0 144G.20 Subdivision 1. Conditions 0250
(a) The commissioner may refuse to grant a
provisional license, refuse to grant a license as a
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0250 | Continued From page 1 0250

result of a change in ownership, refuse to renew
a license, suspend or revoke a license, or impose
a conditional license if the owner, controlling
individual, or employee of an assisted living
facility:

(1) is in violation of, or during the term of the
license has violated, any of the requirements in
this chapter or adopted rules;

(2) permits, aids, or abets the commission of any
illegal act in the provision of assisted living
services;

(3) performs any act detrimental to the health,
safety, and welfare of a resident;

(4) obtains the license by fraud or
misrepresentation;

(5) knowingly makes a false statement of a
material fact in the application for a license or in
any other record or report required by this
chapter;

(6) denies representatives of the department
access to any part of the facility's books, records,
files, or employees;

(7) interferes with or impedes a representative of
the department in contacting the facility's
residents;

(8) interferes with or impedes ombudsman
access according to section 256.9742,
subdivision 4;

(9) interferes with or impedes a representative of
the department in the enforcement of this chapter
or fails to fully cooperate with an inspection,
survey, or investigation by the department;

(10) destroys or makes unavailable any records
or other evidence relating to the assisted living
facility's compliance with this chapter;

(11) refuses to initiate a background study under
section 144.057 or 245A.04;

(12) fails to timely pay any fines assessed by the
commissioner;

Minnesota Department of Health
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0250 Continued From page 2 0250

(13) violates any local, city, or township ordinance
relating to housing or assisted living services;
(14) has repeated incidents of personnel
performing services beyond their competency
level; or

(15) has operated beyond the scope of the
assisted living facility's license category.

(b) A violation by a contractor providing the
assisted living services of the facility is a violation
by the facility.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to show they met the requirements
of licensure by attesting the managerial officials
who were in charge of the day-to-day operations
developed and implemented current policies and
procedures as required with records reviewed.
This had the potential to affect all residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

During the entrance conference on October 4,
2021, at approximately 10:30 a.m., licensed
assisted living director (LALD)-B and Registered
Nurse (RN)-B stated they were somewhat familiar
with the Assisted Living with Dementia Care
statutes.
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0250 Continued From page 3 0250

The licensee's "Application for Assisted Living
License," section titled, "Official Verification of
Owner or Authorized Agent" (page four and five of
the application), identified, "l certify | have read
and understand the following:" [a check mark was
placed before each of the following]:

- I have read and fully understand Minn.
[Minnesota] Stat. [statute] sect. [section] 144G.45
, my building(s) must comply with subdivisions
1-3 of the section, as applicable section Laws
2020, 7th Spec. [special] Sess [session]., chpt.
[chapter] 1. art. [article] 6, sect. 17

- I have read and fully understand Minn. Stat.
sect. 144G.80 144G.81 and Laws 2020, 7th
Spec. Sess., chpt. 1, art. 6, sect. 22 , my
building(s) must comply with these sections if
applicable.

- Assisted Living Licensure statutes in Minn. Stat.
chpt. 144G

- Assisted Living Licensure rules in Minnesota
Rules, chpt. 4659 (proposed and not final)

- Reporting of Maltreatment of Vulnerable Adults
- Electronic Monitoring in Certain Facilities

- "l declare that, as the owner or authorized
agent, | attest that | have read Minn. Stat.
Chapter 144G and Minnesota Rules, chapter
4659 (proposed and not final) governing the
provision of assisted living facilities, and
understand as the licensee | am legally
responsible for the management, control, and
operation of the facility, regardless of the
existence of a management agreement or
subcontract.”
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0250 Continued From page 4 0250

- "l have examined this application and all
attachments, and checked the above boxes
indicating my review and understanding of
Minnesota Statutes, Rules, and requirements
related to assisted living licensure. To the best of
my knowledge and believe, this information is
true, correct and complete. | will notify MDH, in
writing, of any changes to this information as
required."

- | attest to have all required policies and
procedures of Minn. Stat. chapter 144G and
Minn. Rules chapter 4659 (proposed and not
final) in place upon licensure and to keep them
current as applicable.”

Page five was electronically signed by the owner
on May 10, 2021.

The licensee failed to ensure the following
policies and procedures were in place and kept
current:

- orientation, training, and competency
evaluations of staff, and a process for evaluating
staff performance;

- conducting initial and ongoing resident
evaluations and assessments of resident needs,
including assessments by a registered nurse or
appropriate licensed health professional, and how
changes in a resident's condition are identified,
managed, and communicated to staff and other
health care providers as appropriate;

- orientation to and implementation of the
assisted living bill of rights;

- infection control practices;
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- conducting appropriate screenings, or
documentation of prior screenings, to show that
staff are free of tuberculosis, consistent with
current United States Centers for Disease Control
and Prevention standards;

- medication and treatment management.

Refer to licensing order at Statute 144G.41,
Subd. 3. The licensee failed to establish and
maintain an effective infection control program to
comply with accepted health care, medical, and
nursing standards for infection control and current
recommendations for COVID-19.

Refer to licensing order at Statute 144G.41,
Subd. 7. The licensee failed to post in a
conspicuous place, information about the facilities
grievance procedure, and the name, telephone
number, and e-mail contact information for the
individuals who are responsible for handling
resident grievances. The notice must also have
the contact information for the state and
applicable regional Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities,
and must have information for reporting
suspected maltreatment to the Minnesota Adult
Abuse Reporting Center.

Refer to licensing order at Statute 144G.42,
Subd. 7. The licensee failed to support protection
and safety by not posting information and phone
numbers for reporting to the Minnesota Adult
Abuse Reporting Center and failed to post the
911 emergency number in common areas and
near telephones provided by the assisted living
facility.
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Refer to licensing order at Statute 144G.42,
Subd. 9. The licensee failed to maintain a
tuberculosis (TB) prevention and control program,
based on the most current guidelines issued by
the Centers for Disease Control and Prevention
(CDC). The licensee failed to complete a TB
Risk assessment every two years. Additionally,
the licensee failed to ensure history and
symptoms screenings were completed and
documented for three of five employees
unlicensed personal (ULP)-J, ULP-K, and ULP-I
with employee records reviewed.

Refer to licensing order at Statute 144G.63,
Subd. 2. The licensee failed to ensure employees
received orientation to assisted living facility
licensing requirements and regulations for five of
six employees ULP-F, ULP-I, ULP-J, and ULP-K
with records reviewed.

Refer to licensing order at Statute 144G.70,
Subd. 2. The licensee failed to ensure the
registered nurse (RN) completed a
comprehensive re-assessment following a
change of condition for two of six residents (R3
and R4) with records reviewed.

Refer to licensing order at Statute 144G.71,
Subd. 3. The licensee failed to reassess the
resident's medication management services
when the medication related issues were
identified for one of one resident (R9) with
records reviewed.

Refer to licensing order at Statute 144G.71,
Subd. 5. The licensee failed to ensure individual
medication management plans contain all the
required content for two of eight residents (R3
and R4) with records reviewed.
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Refer to licensing order at Statute 144G.71,
Subd. 7. The licensee failed to ensure one of four
ULP-I followed written protocols pertaining to
insulin pens, eye drops, and . nebulizers. In
addition, the licensee failed to ensure written
instructions pertaining to insulin pens, eye drops,
and nebulizers were in two of six resident (R1 and
R2) records with records reviewed.

Refer to licensing order at Statute 144G.71,
Subd.8. The licensee failed to ensure
medications were documented after
administration for one of six residents (R2), failed
to ensure medications were administered as
ordered for three of six residents (R4, R9 and
R10), and failed to ensure the effectiveness of as
needed (PRN) medications were documented in
one of six residents (R10) with records reviewed.

Refer to licensing order at Statute 144G.72,
Subd.3. The licensee failed to develop a
treatment management plan to include all
required content for one of six residents (R4) with
oxygen.

Refer to licensing order at Statute 144G.72,
Subd. 4. The licensee failed to ensure the RN
specified, in writing, specific instructions for one
of six residents (R4) receiving treatment
management services.

Refer to licensing order at Statute 144G.72,
Subd. 5. The licensee failed to document
treatments for one of six residents (R3) with
records reviewed.

Thirty-Nine (39) correction orders were issued,
which indicated the licensee's understanding of
the Minnesota statutes were limited or not evident
for compliance with Minnesota Statutes, section
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(a) All assisted living facilities must provide to
prospective residents:

(1) a disclosure of the categories of assisted
living licenses available and the category of
license held by the facility;

(2) a written checklist listing all services permitted
under the facility's license, identifying all services
the facility offers to provide under the assisted
living facility contract, and identifying all services
allowed under the license that the facility does not
provide; and

(8) an oral explanation of the services offered
under the contract.

(b) The requirements of paragraph (a) must be
completed prior to the execution of the assisted
living contract.

(c) The commissioner must, in consultation with
all interested stakeholders, design the uniform
checklist disclosure form for use as provided
under paragraph (a).

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the uniform checklist of
disclosure of services included the required
content, was provided to four of four residents
(R5, R6, R1, and R2), and failed to ensure two of
six residents (R3 and R4) received the uniform
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144G.01 to 144G.95.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-One
(21) days
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checklist of disclosure services. This had the
potential to affect all residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

The uniform checklist of disclosure of services
provided to R5, R6, R1, and R2 did not include
the disclosure of the categories of assisted living
licenses available and the category of license
held by the facility.

R5

R5's diagnoses included, but were not limited to,
Myasthenia Gravis (a weakness and rapid fatigue
of muscles under voluntary control).

R5's service plan dated September 23, 2021,
indicated R5 received services which included
medication administration and shower
assistance.

On October 5, 2021, at approximately 7:30 a.m.,
unlicensed personnel (ULP)-G was observed
administering R5 his scheduled morning
medications.

R6
R6's diagnoses included, but were not limited to,
heart failure.

Minnesota Department of Health
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R6's service plan dated September 3, 2021,
indicated R6 received services which included
medication administration, showers, dressing,
and transfer assistance.

On October 5, 2021, at approximately 7:00 a.m.,
ULP-F was observed administering R6 his
scheduled morning medications.

R1
R1's diagnoses included, but were not limited to,
type Il diabetes, obesity, and hypertension.

R1's signed service plan dated April 8, 2021,
indicated R1 received services which included
medication administration, blood glucose
monitoring, and shower assistance.

On October 5, 2021, at approximately 6:30 a.m.,
ULP-I was observed administering medication to
R1 and checking R1's blood glucose.

R2
R2's diagnoses included, but were not limited to,
lung cancer.

R2's service plan dated September 16, 2021,
indicated R2 received services which included
medication administration, blood glucose
monitoring, nebulizer treatments, dressing,
grooming, toileting, and transfer assistance.

On October 5, 2021, at approximately 6:55 a.m.,
ULP-I was observed administering oral
medications and a nebulizer treatment to R2 and
checked R2's blood glucose.

On October 6, 2021, at approximately 10:00
a.m., licensed assisted living director (LALD)-A
confirmed R5, R6, R1, R2, and all other

Minnesota Department of Health
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residents receiving services under the facility's
license had not received a disclosure of the

categories of assisted living licenses available
and the category of license held by the facility.

R3 and R4's records lacked evidence they
received a uniform checklist disclosure of
services.

R3
R3's diagnoses included, but were not limited to,
dementia

R3's service agreement dated November 22,
2020, indicated the resident received services
which included medication administration,
dressing, hygiene, toileting, catheter care,
bathing, anticoagulation, housekeeping and
laundry assistance.

On October 5, 2021, at approximately 7:23 a.m.,
Licensed Practical Nurse (LPN)-V was observed
assisting R3 with ambulation, hearing aide
placement and eyeglasses

R4

R4's diagnoses included, but were not limited to,
vascular dementia (condition caused by the lack
of blood that carries oxygen and nutrient to a part
of the brain), diabetes mellitus Il (results from
insufficient production of insulin, causing high
blood sugar), and hypertension (high blood
pressure).

R4's service agreement dated July 1, 2021,
indicated the resident received services which
included medication administration, wound care,
and assistance with bathing, dressing, grooming,
toileting and safety checks.

Minnesota Department of Health
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(5) provide a means for residents to request
assistance for health and safety needs 24 hours
per day, seven days per week;

(6) allow residents the ability to furnish and
decorate the resident's unit within the terms of the
assisted living contract;

(7) permit residents access to food at any time;
(8) allow residents to choose the resident's
visitors and times of visits;

(9) allow the resident the right to choose a
roommate if sharing a unit;

(10) notify the resident of the resident's right to
have and use a lockable door to the resident's
unit. The licensee shall provide the locks on the
unit. Only a staff member with a specific need to
enter the unit shall have keys, and advance
notice must be given to the resident before
entrance, when possible. An assisted living
facility must not lock a resident in the resident's
unit;
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On October 5, 2021, at approximately 7:50 a.m.,
LPN-V was observed assisting R4 with dressing,
grooming, a brief change and peri-care.
On October 6, 2021, at approximately 10:00 a.m.,
LALD-A confirmed R3 and R4 had not received a
uniform checklist disclosure of services.
The licensee lacked policies to include the new
Assisted Living Licensure requirements, effective
August 1, 2021.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0460 144G.41 Subdivision 1 Minimum requirements 0 460
SS=F
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This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to provide a means for
residents to request assistance for health and
safety needs as required for two of two memory
care residents (R3, R4) with records reviewed.
The licensee did not have a system in place in
memory care for residents at the facility to
request assistance for health and safety needs 24
hours a day, seven days a week. This had the
potential to affect all 34 residents residing in
memory care (The Lodge) at 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
of the residents).

The findings include:

During the entrance conference on October 4,
2021, at approximately 10:50 a.m., Registered
Nurse (RN)-B and licensed assisted living director
(LALD)-A confirmed the facility had a seperate
memory care unit that was detached from the
main building (4195) that did not have a call
system for residents to request assistance.

R3

R3's diagnoses included, but were not limited to,
vascular dementia (condition caused by the lack
of blood that carries oxygen and nutrient to a part
of the brain), hypertension (high blood pressure),
macular degeneration (vision impairment
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resulting from deterioration of the central part of
retina), and focal, partial symptomatic epilepsy
with simple partial seizures (when the seizure
begins in one side of the brain and the person
has a change in their level of awareness during
some or all of it).

R3 resided in a secure unit. On October 5, 2021,
at approximately 7:23 a.m., R3 was observed
dressed and ambulating in his room from the
bathroom to the main area. R3 was noted not to
have a call pendant or any other device on his
person or in his room to call staff for assistance, if
needed.

R4

R4's diagnoses included, but were not limited to,
vascular dementia (condition caused by the lack
of blood that carries oxygen and nutrient to a part
of the brain), diabetes mellitis Il (metabolic
disorder in which the body has high sugar levels
for prolonged periods of time), dysphagia
(difficulty in swallowing), rhabdomyolysis (muscle
injury where the muscles break down), and
seizures (sudden, uncontrolled electrical
disturbance in the brain which can cause
changes in behavior, movements, feelings, and
consciousness).

R4 resided in a secure unit. On October 5, 2021,
at approximately 7:10 a.m., R4 was observed
being assisted by staff with a brief change,
grooming and dressing. R4 was noted not to
have a call pendant in her room, on her person or
any other device available to call staff for
assistance, if needed.

On October 7, 2021, at approximately 9:45 a.m.,
RN-B confirmed a system for residents to access
staff 24 hours a day, seven days a week to
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request assistance for health and safety needs
was not in place. RN-B confirmed assessments
had not been completed to determine the
cognitive level of residents residing in the secure
memory care unit for use of a call pendant and
stated, "We've looked at cow bells being an
option for the cognitive residents, but there are
just no one using them now."

Licensees policy titled, Admission and Discharge,
dated August, 2020, indicated memory care
residents are observed every 30 minutes for
safety.

No further information was provided.

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

80847F0 144G.41 Subdivision 1 Minimum requirements
(11) develop and implement a staffing plan for
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;

(i) 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

0460
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safety needs. Such persons must be:
(i) awake;

(i) 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;

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure the required
staffing plan was developed and posted. This had
the potential to affect all residents in the assisted
living facility, staff and any visitors of 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
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

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;

- identify the direct-care staff member's resident
assignments or work location; and

- be posted after redacting direct-care staff
member's resident assignments at the beginning

Minnesota Department of Health
STATE FORM 6899 B8S311 If continuation sheet 17 of 130



PRINTED: 11/16/2021

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
30824 B. WING 10/07/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4195 WESTBERG ROAD
EDGEWOOD HERMANTOWN I SR LVG
DULUTH, MN 55811
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
0470| Continued From page 17 0470
of each work shift in a central location in each
building.

On October 4, 2021, at approximately 10:30 a.m.,
Registered Nurse (RN)-B confirmed a staffing
plan had not been developed or a schedule
posted as required.

On October 4, 2021, at approximately 1:45 p.m.
during the tour of the facility, all units in the
assisted living building and the memory care
building lacked a posting of daily staffing
scheduled.

The licensee lacked policies to include the new
Assisted Living Licensure requirements, effective
August 1, 2021.

No further information was provided.

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

0480 144G.41 Subd 1 (13) (i) (B) Minimum 0 480
SS=F | requirements

(13) offer to provide or make available at least the
following services to residents:

(i) at least three nutritious meals daily with snacks
available seven days per week, according to the
recommended dietary allowances in the United
States Department of Agriculture (USDA)
guidelines, including seasonal fresh fruit and
fresh vegetables. The following apply:

(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and
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This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to comply with
Minnesota Food Code, Chapter 4626. This had
the potential to affect all residents.

This practice resulted in a level two violation (a
violation that did not harm a client'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:

Please refer to the included document titled, Food
and Beverage Establishment Inspection Report
dated October 5, 2021, for the specific
Minnesota Food Code deficiencies.

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

S0851F0 144G.41 Subd. 3 Infection control program
(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b)The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
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assisted living facilities.
(c) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to establish and
maintain an infection control program that
complied with accepted health care, medical and
nursing standards for infection control and current
recommendations for COVID-19. This had the
potential to affect all residents and staff.

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:
Resident Screening

The facility failed to ensure residents were
screened for COVID-19.

The Minnesota Department of Health (MDH)
guidance titled, "COVID-19 Toolkit," dated March
8, 2021, indicated all residents should be actively
screened for fever and respiratory symptoms at
least daily. Daily pulse oximeter screening was
recommended. Chart all clinical measurements
and symptoms for each resident.

On October 5, 2021, at approximately 8:27 a.m.,
unlicensed personnel (ULP)-K was asked where
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documentation was kept and how COVID-19
screening for residents was conducted in the
memory care units. ULP-K stated, " No daily
screening is done. If there's a symptom, we
would tell the nurse."

On October 5, 2021, at approximately 2:00 p.m.,
COVID-19 screening documentation was
requested from licensed assisted living director
(LALD)-A for the detached memory care units.

On October 5, 2021, at approximately 2:30 p.m.,
LALD-A stated, "There are no screening logs
available for memory care; they haven't done
any."

The licensee's COVID-19 Infection Prevention
policy last revised August 10, 2021, indicated all
residents in the community will have their
temperature and oxygen saturation monitored
daily.

Employee Screening

The facility failed to ensure employees followed
employee COVID-19 screening procedures.

On October 5, 2021, at approximately 5:53 a.m.,
a staff person arrived at the main entrance of the
assisted living building, proceeded to the
reception desk in the main entrance, took their
temperature with a thermometer that was sitting
on the desk, and signed the employee screening
sheet. The staff person set the thermometer on
the desk after using, without cleaning, the
thermometer. The surveyor was waiting at the
desk to be screened. Registered Nurse (RN)-B
arrived and with the same thermometer took the
surveyor's temperature. RN-B set the
thermometer on the desk without cleaning the
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thermometer. Another staff person coming on
duty picked up the same thermometer and took
their temperature. There were no supplies on the
desk to clean the thermometer. RN-B confirmed
the thermometer was not cleaned in between
uses and that there was no cleaning supplies on
the desk. RN-B got disinfectant wipes and
cleaned the thermometer and left the wipes on
the desk. RN-B stated the thermometer should
be cleaned in between uses.

On October 5, 2021, at approximately 7:52 a.m.,
the beautician (B)-A was observed to walk in door
11, the outside door in the back dining room of
the main building. B-A did not screen herself at
the door, was not wearing a face mask or eye
protection, and walked down the hallway to the
beauty shop. At 8:15 a.m., B-A was observed
washing a resident's hair in the beauty shop. B-A
was not wearing a face mask or eye protection.
At approximately 8:20 a.m., licensed assisted
living director (LALD)-A confirmed B-A had not
been screened for COVID-19, and B-A was not
wearing a face mask or eye protection while
washing a resident's hair.

The licensee's COVID-19 Infection Prevention
policy last reviewed August 10, 2020, indicated
staff would complete hand hygiene upon entrance
to the community. The policy further indicated
staff would have a temperature taken, would be
screened for current signs and symptoms of
cough, shortness of breath, fever, or any other
signs of illness. The policy did not address
cleaning the thermometer in between uses.

Personal Protective Equipment

The facility failed to ensure staff wore personal
protective equipment (PPE) per CDC and the
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MDH guidelines.

The MDH COVID-19 Personal Protective
Equipment (PPE) Grid for Congregate Care
Settings dated June 30, 2021, instructed health
care workers (HCW) with face-to-face contact
with COVID-19 negative residents to wear a
medical grade well fitting facemask and eye
protection.

The MDH Infection Prevention and Control:
COVID-19 Electronic Guidance for Infection
Prevention and Control in Health Care Settings,
dated August 2, 2021, indicated MDH
recommends eye protection for all health care
workers (HCW) in all resident care areas and
when providing direct care.

On October 4, 2021, at approximately 1:40 p.m.,
housekeeper (H)-Q was observed sitting at the
reception desk in the lobby. H-Q wore a
facemask and did not have on eye protection
while she spoke with a resident.

On October 4, 2021, at approximately 1:50 p.m.,
unlicensed personnel (ULP)-G was observed at a
medication cart; ULP-G wore a facemask and did
not have on eye protection.

On October 4, 2021, at approximately 1:50 p.m.,
ULP-G wore her facemask below her nose as
she spoke to the surveyor. She said her
facemask kept falling. She stated she passed
medications to residents. When asked if she
wore eye protection, ULP-G retrieved eye
protection hanging off her scrub top uniform and
put eye protection on.

On October 4, 2021, at approximately 2:00 p.m.,
22 residents were observed participating in a
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worship and communion activity located in the
chapel. One resident wore a cloth face covering,
21 residents did not have on facemasks.

On October 4, 2021, at approximately 2:10 p.m.,
two ULPs were observed at a medication cart in a
hallway. Both ULPs wore facemasks; ULP-L did
not have on eye protection.

On October 4, 2021, at approximately 2:10 p.m.,
ULP-L stated she did not need to wear eye
protection because she wore eyeglasses.

On October 4, 2021, at approximately 2:10 p.m.,
Registered Nurse (RN)-B stated all staff had
received eye protection, and the facility had eye
protection available for staff use.

On October 4, 2021, at approximately 2:15 p.m.,
upon entrance into the memory care dining room,
Licensed Practical Nurse (LPN)-M was observed
at a medication cart wearing a facemask and did
not have on eye protection. In the dining room,
two residents were observed playing cards at a
table. A third resident sat at another table, and a
fourth resident sat at a different table. All
residents did not have on facemasks. Upon
surveyors' approach, LPN-M put on eye
protection.

On October 4, 2021, at approximately 2:15 p.m.,
LPN-M verified he did not have on eye protection
and stated he was supposed to wear eye
protection.

On October 4, 2021, at approximately 2:20 p.m.
in the memory care, housekeeper (H)-N wore a
cloth face covering.

On October 4, 2021, at approximately 2:20 p.m.,
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H-N stated it did not matter if she wore a cloth
face covering or medical grade facemask. RN-B
instructed H-N to put on a medical grade
facemask.

On October 4, 2021, at approximately 2:20 p.m.,
the memory care building was divided into three
separate living areas identified as PODS, which
included POD A, POD B, and POD C.

During an observation on October 4, 2021, at
approximately 2:25 p.m., ULP-O walked past
residents through POD A, POD B, and POD C, to
a medication cart located in POD C. ULP-O wore
a facemask and did not have on eye protection.

On October 4, 2021, at approximately 2:25 p.m.,
ULP-O verified she was not wearing eye
protection and said she was supposed to wear
eye protection.

On October 4, 2021, at approximately 2:25 p.m.
ULP-P was observed only wearing a facemask
and did not have on eye protection.

On October 4, 2021, at approximately 2:25 p.m.,
ULP-P stated he passed medications and
provided direct care. ULP-P said he misplaced
his eye protection and verified he wore a cloth
face covering.

On October 4, 2021, at approximately 2:30 p.m.
in memory care, ULP-K was observed wearing a
cloth source face covering.

On October 4, 2021, at approximately 2:30 p.m.,
ULP-K verified she was not wearing a medical
grade facemask. She said her cloth face covering
had four layers. She said she forgot her medical
grade facemask at home.
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On October 4, 2021, at approximately 3:30 p.m.,
H-Q sat at the reception desk in the lobby. H-Q
verified she worked at the reception desk during
her shift on October 4, 2021. H-Q verified she did
not wear eye protection when she spoke to
residents at the desk. H-Q said she was
instructed to wear eye protection; however, she
did not have eye protection on during her shift.

The licensee's COVID-19 Infection Prevention
policy last revised August 10, 2020, indicated
masks will be worn throughout the shift except
when eating/drinking in a designated community
break area or when leaving the building for a
break. The policy does not address the need to
wear eye protection.

Hand Hygiene During Medication Administration

R1
R1's diagnoses included, but were not limited to,
type Il diabetes, obesity, and hypertension.

R1's signed service plan dated April 8, 2021,
indicated R1 received services which included
medication administration, blood glucose
monitoring, and shower assistance.

R1's Individualized Medication Management Plan
dated September 19, 2021, indicated R1 received
medication management services, including
assistance with oral medications, eye drops, and
injectable medications.

R1's prescriber orders dated January 21, 2021,
included, but not was not limited to, Tresiba 200,
200 unit/milliliters (ml) suspension; inject 50 units
under the skin daily in the AM and sterile lubricant
eye drops instill two drops in both eyes daily.
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On October 5, 2021, at approximately 6:20 a.m.,
unlicensed personnel (ULP)-I prepared
medications for R1, which included oral
medications, eye drops, and use of an insulin
pen. ULP-I performed hand hygiene, removed,
prepared, and placed R1's oral medications into a
medication cup. ULP-l removed R1's Systane
eyedrops (sterile lubricant), and R1's Tresiba
insulin pen from the medication cart. ULP-| dialed
up 50 units of Tresiba without priming the pen.
ULP-I put a pair of gloves into her scrub uniform
pocket along with R1's Systane eye drops and
Tresiba insulin pen. ULP-I took R1's medication
cup of oral medications, left the medication cart,
and went to R1's apartment. In R1's apartment,
ULP-1 handed the medication cup of oral
medications to R1. R1 swallowed pills followed by
a drink of water. ULP-I removed R1's Systane
eye drops from her pocket and instilled two drops
into each eye, ULP-I did not perform hand
hygiene, did not wear gloves and did not instill
eye drops into the conjunctival sac of R1's eyes.
ULP-I did not perform hand hygiene and put on
her gloves and checked R1's blood glucose
(pricked a finger with a lancet [device that has a
small, sharp needle] and obtain a drop of blood.).
Following R1's blood glucose check and insulin
administration, ULP-I removed gloves, put on
new gloves, discarded R1's insulin needle and
lancet into sharps, removed gloves, and
performed hand hygiene.

R2
R2's diagnoses included, but were not limited to,
lung cancer.

R2's service plan dated September 16, 2021,
indicated R2 received services which included
medication administration, blood glucose
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monitoring, nebulizer treatments, dressing,
grooming, toileting, and transfer assistance.

R2's Individualized Medication Management Plan,
undated, indicated R2 received medication
management services including assistance with
oral medications and nebulizer treatment.

R2's prescriber orders dated September 15,
2021, included, but was not limited to, orders for
ipratropium albuterol 0.5- 2.5 milligrams (mg)
nebulizer 3 milliliters (ml) into the lungs every six
hours.

On October 5, 2021, at approximately 6:45 a.m.,
ULP-I performed hand hygiene and prepared
medications for R2, which included oral
medications and nebulizer medication. ULP-I
removed oral medications for R2 and put into a
medication cup. ULP-I removed one ipratropium
albuterol 0.5-2.5 mg 3 ml dose vial from the
medication cart. ULP-I put a pair of gloves into
her scrub uniform pocket, left the medication cart
and took R1's medication cup of oral medications
and one ipratropium albuterol 0.5-2.5 mg dose
vial into R2's apartment. ULP-1 handed the
medication cup of oral medications to R2. R2
swallowed pills followed by a drink of water. ULP-I
put on her gloves, checked R2's blood glucose
(pricked a finger with a lancet [device that has a
small, sharp needle] and obtain a drop of blood.)
ULP-I did not remove gloves or perform hand
hygiene after checking R2's blood glucose. Using
the same gloved hands ULP-I| added the
ipratropium albuterol 0.5-2.5 mg dose vial into the
nebulizer mouthpiece treatment reservoir. ULP-I
told R2 the nebulizer treatment was all set for her
to self-administer and told R2 she would be back
in 20 minutes to check in. ULP-I removed gloves,
returned to the medication cart and documented
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administration of R2's ipratropium albuterol
0.5-2.5 mg 3 ml dose. ULP-I performed hand
hygiene.

On October 6, 2021, at approximately 2:30 p.m.,
RN-B stated it was an expectation staff perform
hand hygiene and wear gloves when
administering eye drops. RN-B stated it was an
expectation staff perform hand hygiene before
putting on gloves and after removal of gloves.
RN-B stated it was an expectation staff removed
gloves and performed hand hygiene after
checking blood glucose. RN-B stated the staff
member should not have used the same gloves
to check a blood glucose and afterwards set up a
nebulizer treatment.

A policy for hand washing was requested but not
provided.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0550 144G.41 Subd. 7 Resident grievances; reporting | 0550
SS=F | maltreatment

All facilities must post in a conspicuous place
information about the facilities' grievance
procedure, and the name, telephone number, and
e-mail contact information for the individuals who
are responsible for handling resident grievances.
The notice must also have the contact
information for the state and applicable regional
Office of Ombudsman for Long-Term Care and
the Office of Ombudsman for Mental Health and
Developmental Disabilities, and must have
information for reporting suspected maltreatment
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0550 | Continued From page 29 0550
to the Minnesota Adult Abuse Reporting Center.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to post in a conspicuous place, information
about the facility's grievance procedure and the
name, telephone number, and e-mail contact
information for the individuals who are
responsible for handling resident grievances.
This had the potential to affect all residents.

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

On October 4, 2021, at approximately 1:30 p.m.
during the facility wide tour, the surveyor
observed the licensee lacked a posting of the
grievance procedure, the name, telephone
number, and e-mail contact information for the
individuals who are responsible for handling
resident grievances. There was no evidence of
the contact information for the state and
applicable regional Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities,
or any information for reporting suspected
maltreatment to the Minnesota Adult Abuse
Reporting Center (MAARC).

On October 4, 2021, at approximately 1:30 p.m.,
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SS=C
The original current license must be displayed at
the main entrance of each assisted living facility.
The facility must provide a copy of the license to
any person who requests it.

This MN Requirement is not met as evidenced
by:

Based on observation, and interview, the licensee
failed to display the current assisted living with
dementia license at the main entrance of one of
two assisted living buildings.

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety), and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all of
the residents).

The findings include:

On October 4, 2021, at approximately 10:30 a.m.,
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licensed assisted living director (LALD)-A
confirmed the licensee had not posted the
required postings of the grievance procedure and
information related to reporting suspected
maltreatment to MAARC.
The licensee lacked policies to include the new
Assisted Living Licensure requirements, effective
August 1, 2021.
No further information was provided.
TIME PERIOD FOR CORRECTION:
Twenty-One (21) days
0570/ 144G.42 Subdivision 1 Display of license 0570
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upon entering the facility, the current license was
not observed to be posted at the facility entrance
of the main assisted living building as required.
On October 4, 2021, at approximately 1:30 p.m.,
licensed assisted living director (LALD)-A
confirmed the license was not posted at the
facility entrance in the assisted living building or
the memory care building .

The licensee lacked policies to include the new
Assisted Living Licensure requirements, effective
August 1, 2021.

No further information provided.

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

80858F0 144G.42 Subd. 2 Quality management 0580
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.

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 of the facility and relevant
to the type of services provided. This had the
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potential to affect all residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

On October 4, 2021, at approximately 10:30 a.m.
during the entrance conference, licensed assisted
living director(LALD)-A stated he was not aware
of the need for quality management activities.

The licensee's Quality Assurance policy dated
August 2020 indicated each community will have
at least one documented quality improvement
project in place at all times and retain records of
such projects for at least two years.

No further information was provided.

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

0 640 144G.42 Subd. 7 Posting information for 0 640
SS=F | reporting suspected ¢

The facility shall support protection and safety
through access to the state's systems for
reporting suspected criminal activity and
suspected vulnerable adult maltreatment by:

(1) posting the 911 emergency number in
common areas and near telephones provided by
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the assisted living facility;

(2) posting information and the reporting number
for the Minnesota Adult Abuse Reporting Center
to report suspected maltreatment of a vulnerable
adult under section 626.557; and

(3) providing reasonable accommodations with
information and notices in plain language.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to support protection and safety by not
posting information and phone numbers for
reporting to the Minnesota Adult Abuse Reporting
Center (MAARC) and failed to post the 911
emergency number in common areas and near
telephones provided by the assisted living facility.
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
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

During a tour of the main assisted living building
on October 4, 2021, at approximately 1:30 p.m.,
surveyors observed the common areas did not
have the required MAARC and (11 information
posted. At approximately 2:20 p.m. during a tour
of the memory care building, surveyors observed
the common areas did not have the required
MAARC and 911 information posted.
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On October 4, 2021, at approximately 2:20 p.m.,
licensed assisted living director (LALD)-A
confirmed the above required posted information
was not posted in either the assisted living or
memory care buildings.

The licensee lacked policies to include the new
Assisted Living Licensure requirements, effective
August 1, 2021.

No further information was provided.

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

0660 144G.42 Subd. 9 Tuberculosis prevention and 0660
SS=F | control

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

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

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
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review, the licensee failed to maintain a
tuberculosis (TB) prevention and control program
based on the most current guidelines issued by
the Centers for Disease Control and Prevention
(CDC). The licensee failed to complete a TB risk
assessment every two years. In addition, the
licensee failed to ensure history and symptom
screenings were completed and documented for
two of five unlicensed personnel ((ULP)-J, and
ULP-K,) with employee records reviewed.

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

TB FACILITY RISK ASSESSMENT

On October 4, 2021, at approximately 1:05 p.m.,
a facility TB risk assessment was requested and
reviewed. The TB risk assessment provided by
the licensed assisted living director (LALD)-A
dated October 1, 2019, indicated low risk;
however, the TB risk assessment had exceeded
the two year cycle and was no longer valid.

The Minnesota Department of Health (MDH)
guidelines, Regulations for Tuberculosis Control
in Minnesota Health Care Settings, dated July
2013 and CDC guidelines indicated a TB infection
control program should include a facility TB risk
assessment.

TB EMPLOYEE HISTORY AND SYMPTOM
SCREENING
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ULP-K and ULP-J's employee records lacked
evidence a TB history and symptom screening
had been completed.

ULP-K and ULP-J began providing assisted living
services on August 1, 2021.

On October 5, 2021, at approximately 6:30 a.m.,
ULP-K was observed providing a two-person
transfer, grooming, peri-care and dressing
assistance to resident (R)11.

On October 5, 2021, at approximately 8:37 a.m.,
ULP-J was observed administering medications
to R10.

On October 6, 2021, at approximately 10:45 a.m.,
Registered Nurse (RN)-B confirmed ULP-K and
ULP-J's TB history and symptom screenings had
not been completed and were not in the
employee files as required.

The licensee's Tuberculosis policy dated August
2020 indicated the licensee would establish and
maintain a TB infection control program, a TB risk
assessment, a written infection control plan and
screening of all employees.

No further information was provided.

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

144G.42 Subd. 10 Disaster planning and
emergency preparedness

(a) The facility must meet the following
requirements:

0 660

0680
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(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 tenant residents.

(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to have a written
emergency disaster plan that included all
required content and failed to post an emergency
plan prominently. 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
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
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of the residents).
The findings include:

During the entrance conference on October 4,
2021, at approximately 10:30 a.m., a request was
made to view the licensee's emergency
preparedness plan, which was provided and
reviewed by the surveyor.

On October 4, 2021, at approximately 1:30 p.m.,
during tour of the facility, licensed assisted living
director (LALD)-A and Registered Nurse (RN)-B
verifed the required information regarding the
licensee's emergency plan was not posted in the
main assisted living building, the memory care
main entrances or elsewhere in the facility.

The licensee's emergency plan titled Emergency
Preparedness/Disaster Plan, dated 2021,
appeared to be an incomplete template that did
not contain the required content.

On October 6, 2021, at approximately 10:00 a.m.,
LALD-A confirmed the licensee had not fully
developed or implemented the facility's
emergency preparedness plan. In addition,
LALD-A confirmed staff were not familiar with
Appendix Z (a section of the Centers for
Medicare and Medicaid Services [CMS] State
Operations Manual which includes the
emergency preparedness guidelines).

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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0690| 144G.43 Subdivision 1 Resident record 0690
SS=F

(a) Assisted living facilities must maintain records
for each resident for whom it is providing
services. Entries in the resident records must be
current, legible, permanently recorded, dated,
and authenticated with the name and title of the
person making the entry.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure entries on safety check
flow sheets were authenticated by the name and
title of the person making the entry. This had the
potential to affect all residents in the memory care
unit.

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 October 5, 2021, at approximately 8:27 a.m.,
staff were observed documenting into a log book
that contained flow sheets used for 30 minutes
safety checks. Unlicensed personnel (ULP)-K
stated the flow sheets were used for the "whole
building" referencing the secured memory care
building.

Safety check flow sheets dated September 21,
2021, to October 4, 2021, did not include a name
and title of the person making the entry for 14 out
of 14 days reviewed.

On October 5, 2021, at approximately 2:30 p.m.,
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(b) Resident records, whether written or
electronic, must be protected against loss,
tampering, or unauthorized disclosure in
compliance with chapter 13 and other applicable
relevant federal and state laws. The facility shall
establish and implement written procedures to
control use, storage, and security of resident
records and establish criteria for release of
resident information.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure unauthorized
persons did not have access to resident records
for one of two residents (R1) reviewed.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
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licensed assisted living director (LALD)-A
confirmed safety check flow sheets dated
September 21, 2021 to October 4, 2021 failed to
include an authentication with the name and title
of the person that had made the entry.
The licensee's Documentation policy dated
August 2020, indicated every entry in a resident
record would be legible, complete, dated and
authenticated with the name, time and signature
of the person making the entry.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0700 144G.43 Subdivision 1 Resident record 0 700
SS=D
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resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R1

R1's diagnoses included, but were not limited to,
type Il diabetes, obesity, and hypertension.

R1's Individualized Medication Management Plan
dated September 19, 2021, indicated R1 received
medication management services, including
assistance with oral medications, eye drops, and
injectable medications.

On October 5, 2021, at approximately 6:20 a.m.,
unlicensed personnel (ULP)-I prepared
medications for R1, which included oral
medications, eye drops, and use of an insulin pen
. ULP-Il used a tablet on the medication cart to
view R1's medication administration record.
ULP-I removed, prepared, and placed R1's oral
medications into a medication cup. ULP-I
removed R1's eyedrops, and R1's Tresiba insulin
pen from the medication cart. ULP-| finished
preparing R1's medications, left the medication
cart, and walked down the hall to R1's apartment
door. ULP-did not secure the tablet screen on the
medication cart that displayed R1's electronic
medication administration record.

On October 5, 2021, at approximately 6:30 a.m.,
ULP-I verified R1's electronic medication
administration record displayed on the tablet
screen and verified she did not secure R1's
medical record before leaving the medication
cart. She verified anyone who walked by the
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Contents of a resident record include the
following for each resident:

(1) identifying information, including the resident's
name, date of birth, address, and telephone
number;

(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and designated representative;
(8) names, addresses, and telephone numbers of
the resident's health and medical service
providers, if known;

(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records;

(5) the resident's advance directives, if any;

(6) copies of any health care directives,
guardianships, powers of attorney, or
conservatorships;

(7) the facility's current and previous
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medication cart would be able to see R1's record.
ULP-I secured the tablet screen.
On October 6, 2021, at approximately 2:30 p.m.,
Registered Nurse (RN)-B stated it was an
expectation staff did not leave the medication cart
tablet screen open and unsecure when they
walked away.
The licensee's policy titled, Documentation, dated
August 2020 indicated all resident records are
stored in a safe and secure manor.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0730/ 144G.43 Subd. 3 Contents of resident record 0730
SS=D
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assessments and service plans;

(8) all records of communications pertinent to the
resident's services;

(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;

(10) documentation of incidents involving the
resident and actions taken in response to the
needs of the resident, including reporting to the
appropriate supervisor or health care
professional;

(11) documentation that services have been
provided as identified in the service plan;

(12) documentation that the resident has received
and reviewed the assisted living bill of rights;

(13) documentation of complaints received and
any resolution;

(14) a discharge summary, including service
termination notice and related documentation,
when applicable; and

(15) other documentation required under this
chapter and relevant to the resident's services or
status.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to document 30 minute safety
checks in the resident record for two of two
residents (R3 and R4) in memory care with
records reviewed.

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

Minnesota Department of Health
STATE FORM 6899 B8S311 If continuation sheet 44 of 130



PRINTED: 11/16/2021

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
30824 B. WING 10/07/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4195 WESTBERG ROAD
EDGEWOOD HERMANTOWN I SR LVG
DULUTH, MN 55811
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

0730 | Continued From page 44 0730

a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:
R3 and R4 records lacked documentation of
services provided by staff.

R3

R3's diagnoses included, but were not limited to,
vascular dementia, (condition caused by the lack
of blood that carries oxygen and nutrient to a part
of the brain), chronic obstructive pulmonary
diseases (COPD-chronic obstruction of lung
airflow that interferes with normal breathing),
atrial fibrillation (an irregular often fast heart rate),
and focal partial epilepsy ( the seizure begins in
one side of the brain and the person has no loss
of awareness of their surroundings during it).

R3's service agreement dated November 22,
2020, indicated R3 received services which
included medication administration, dressing,
hygeine, toileting, catheter care, bathing,
anticoagulation, housekeeping and laundry
assistance.

R3's safety check flowsheet did not include
documentation of completed 30-minute safety
check services as follows:

On September 24, 2021, two (2) of 48 required
safety checks were not completed;

- on September 26, 2021, eight (8) of 48 safety
checks were not completed; and

- on October 2, 2021, five (5) of 48 safety checks
were not completed.

R3's resident record did not include 30-minute
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safety check flowsheets for seven (7) out of 14
days as follows:

- September 26, 29, 30, 2021; and
- October 1, 2, 3, 4, 2021.

On October 5, 2021, at approximately 7:23 a.m.,
licensed practical nurse (LPN)-V was observed
assisting R3 with walker and ambulation, hearing
aide placement and eyeglasses.

R4

R4's diagnoses included, but were not limited to,
vascular dementia (condition caused by the lack
of blood that carries oxygen and nutrient to a part
of the brain), diabetes mellitus Il (results from
insufficient production of insulin, causing high
blood sugar), hypertension (high blood
pressure).

R4's service agreement dated July 1, 2021,
indicated R4 received services which included
medication administration, wound care, bathing,
dressing, grooming, toileting and safety checks.

R4's resident record failed to include
documentation for completion of 30-minute safety
check services as follows:

On September 21, 2021, 24 of 48 required safety
checks were not completed;

- on September 29, 2021, three (3) of 48 required
safety checks were not completed;

- on October 2, 2021, 12 of 48 required safety
checks were not completed; and

- on October 3, 2021, three (3) of 48 required
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safety checks were not completed.

On October 5, 2021, at approximately 7:50 a.m.,
LPN-V was observed assisting R4 with dressing,
grooming, a brief change and peri-care.

On October 7, 2021, at approximately 9:45 a.m.,
Registered Nurse (RN)-B confirmed safety check
flowsheets had not been entered into resident
records for R3 or R4.

The licensee's Admission and Discharge policy
dated August, 2020 indicated memory care
residents were observed every 30 minutes for
safety. The licensee's Documentation policy
dated August 2020 indicated that the resident's
record provided completed documentation of the
services provided to residents.

No further information was provided.

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

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

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
7511, and:

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

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

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

(iii) provide smoke alarms on each story
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within a dwelling unit, including basements, but
not including crawl spaces and unoccupied attics;

(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

(v) ensure the power supply for existing
smoke alarms complies with the State Fire Code,
except that newly introduced smoke alarms in
existing buildings may be battery operated;

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the facility
failed to maintain two smoke alarms in resident
rooms. This had the potential to affect all
residents and staff.

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 clients are affected or one or a
limited number of staff are involved or that a
situation has occurred only occasionally)

The findings include:

On October 5, 2021, between 10:00 a.m. and
2:30 p.m., survey staff toured the facility with the
environmental services director (ESD)-E.

On October 5, 2021, during the facility tour of
main building 4195 between 10:00 a.m. and 1:30
p.m., the following observations were made:
Shared resident room 211 - In one of the
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resident's bedrooms, the green power light on
smoke alarm was not illuminated.

Resident room 132 - The green power light was
not illuminated on the smoke alarm installed
outside the bedroom, and the battery
compartment door was open and empty. When
ESD-E put the smoke alarm back together, it
started to chirp.

On October 5, 2021, ESD-E confirmed both
smoke alarms as noted above required
maintenance.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0800 144G.45 Subd. 2 (a) (4) Fire protection and 0 800
SS=F| physical environment

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

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the facility
failed to maintain the physical environment in a
continuous state of good repair and operation.
This had the potential to directly affect all
residents and staff.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
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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 the potential to
affect a large portion or all of the residents).

The findings include:

On October 5, 2021, between 10:00 a.m. and
2:30 p.m., survey staff toured the facility with the
environmental services director (ESD)-E. The
following observations were made in the main
building 4195:

- Emergency lights did not work when tested in
the hallway leading to the exit door of wing B in
the main building or in the hall corridors near
rooms 407, 434, or in the Rustic Room in the
main building.

- On the back of main building, a section of gutter
was missing and several sections of gutter were
warped near exit door 6. The missing and
damaged sections of gutter created insufficient
drainage away from the building.

- The make-up water line had a threaded hose
connection with a hose attached in the 3rd fire
sprinkler riser/mechanical room. During the
facility tour, ESD-E was asked if this hose was
used to directly connect to the boiler. He
confirmed that it may be directly connected but
unclear of procedure. ESD-E stated he would be
sure to have a reduced pressure zone backflow
preventer installed.

On October 5, 2021, at 2:10 p.m., it was
observed that the make-up water line to the boiler
system in the fire sprinkler room was directly
piped and was not protected by a backflow
preventer. A reduced pressure zone backflow
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(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

(1) location and number of resident sleeping
rooms;

(2) employee actions to be taken in the event of
a fire or similar emergency;

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.
(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
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preventer is required. During the facility tour,
ESD-E stated he did not know a backflow
prevention device was required in this location.
On October 5, 2021, ESD-E confirmed that the
gutters and the above noted emergency lights
required maintenance.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0810/ 144G.45 Subd. 2 (b)-(f) Fire protection and 0810
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include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.

(f) Evacuation drills are required for employees
twice per year per shift with at least one
evacuation drill every other month. Evacuation of
the residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.

This MN Requirement is not met as evidenced
by:

Based on observation, record review and
interview, facility failed to provide the required
training and plans for fire safety and evacuation.
This had the potential to affect all residents and
staff.

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 the potential to
affect a large portion or all of the residents).

The findings include:

On October 5, 2021, between 10:00 a.m. and
2:30 p.m., survey staff toured the facility with the
environmental services director (ESD)-E. During
the facility tour, surveyors observed no
evacuation maps posted in main building 4195
and only two evacuation maps posted in secured
dementia care building. These maps were
located at the assisted living main entrance and
in the hall by the entrance to the Adult Day
Services area. The maps did not provide
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sufficient detail that would assist in determining
your location and exit routes to take during
evacuation. During the tour, ESD-E confirmed
that the number of maps posted was insufficient
for the facility and that the maps required more
detail.

On October 5, 2021, at approximately 2:45 p.m.,
ESD-E provided records for review.

Records reviewed by survey staff on October 5,
2021, between 2:45 p.m. and 3:50 p.m. showed
the following:
1. The fire safety and evacuation plans failed to
include:

a. the location and number of resident rooms

b. fire protection procedures necessary for
residents

c. procedures for resident movement and
identification of unique or unusual resident needs
for movement or evacuation
2. Facility did not provide annual fire safety and
evacuation training for residents.
3. Facility provided staff training for fire safety and
evacuation in April and within 28 days of hire, but
did not meet the twice per year training frequency
requirement.

On October 5, 2021, at approximately 4:00 p.m.,
the licensed assisted living director (LALD)-A and
ESD-E confirmed that the facility did not provide
the required content within the fire safety and
evacuation plans. They also confirmed that the
training frequency for staff and residents was not
met.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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(a) An assisted living facility may not offer or
provide housing or assisted living services to any
individual unless it has executed a written
contract with the resident.

(b) The contract must contain all the terms
concerning the provision of:

(1) housing;

(2) assisted living services, whether provided
directly by the facility or by management
agreement or other agreement; and

(3) the resident's service plan, if applicable.

(c) Afacility must:

(1) offer to prospective residents and provide to
the Office of Ombudsman for Long-Term Care a
complete unsigned copy of its contract; and

(2) give a complete copy of any signed contract
and any addendums, and all supporting
documents and attachments, to the resident
promptly after a contract and any addendum has
been signed.

(d) A contract under this section is a consumer
contract under sections 325G.29 to 325G.37.

(e) Before or at the time of execution of the
contract, the facility must offer the resident the
opportunity to identify a designated representative
according to subdivision 3.

(f) The resident must agree in writing to any
additions or amendments to the contract. Upon
agreement between the resident and the facility,
a new contract or an addendum to the existing
contract must be executed and signed.

This MN Requirement is not met as evidenced
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by:

Based on observation, interview and record
review, the licensee failed to develop and execute
a written Assisted Living Contract with the
required content for three of six residents (R1, R9
and R10) with records reviewed.

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

The findings include:

The facility converted to an Assisted Living with
Dementia Care license on August 1, 2021.

The resident records include an undated,
unsigned Service Plan (Waiver)- Addendum
Contract that indicated if signed by the resident,
they received an Assisted Living Contract.

The licensee had multiple variations of Assisted
Living Contracts which lacked the required
content and signature.

R1

R1's signed service plan dated April 8, 2021,
indicated R1 received services which included
medication administration, blood glucose
monitoring, and shower assistance.

On October 5, 2021, at approximately 6:30 a.m.,
unlicensed personnel (ULP)-l was observed
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administering medication to R1 and checking
R1's blood glucose.

R1's record included a Service Plan
(Waiver)-Addendum Contract, unsigned and
undated.

R1's record did not include a written assisted
living contract dated after August 1, 2021, to
include the following required content:

-a complete copy of any signed contract and any
addendums, and all supporting documents and
attachments, to the resident promptly after a
contract and any addendum has been signed.
-the resident must agree in writing to any
additions or amendments to the contract. Upon
agreement between the resident and the facility, a
new contract or an addendum to the existing
contract must be executed and signed.

During an interview on October 5, 2021, at
approximately 2:05 p.m., licensed assisted living
director (LALD)-A stated he made attempts to
send R1's representative a new assisted living
contract after converting to the Assisted
Living/Dementia Care license on August 1, 2021.
He stated he had not received the signed contract
back. Surveyor requested evidence of attempts
made and what was sent to R1's representative.
Surveyor did not receive requested evidence.

R9

R9's record indicated he started services at the
facility on December 27, 2019.

R9's record included a Agreement to Services
signed October 24, 2019.

On October 5, 2021, at approximately 8:37 a.m.,
ULP-J was observed administering medication to
R9.
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R9's record included a Service Plan
(Waiver)-Addendum Contract, unsigned, and
dated October 5, 2021.

R9's record did not include a written assisted
living contract dated after October 24, 2019, to
include the following required content:

-a complete copy of any signed contract and any
addendums, and all supporting documents and
attachments, to the resident promptly after a
contract and any addendum has been signed;
and

-the resident must agree in writing to any
additions or amendments to the contract. Upon
agreement between the resident and the facility, a
new contract or an addendum to the existing
contract must be executed and signed.

R10
R10's record included an Agreement to Services
signed March 11, 2021.

On October 5, 2021, at approximately 8:37 a.m.,
ULP-J was observed administering medication to
R10.

R10's record included a Service Plan
(Waiver)-Addendum Contract, unsigned, and
dated October 7, 2021.

R10's record did not include a written assisted
living contract dated August 1, 2021, to include
the following required content:

-a complete copy of any signed contract and any
addendums, and all supporting documents and
attachments, to the resident promptly after a
contract and any addendum has been signed.
-the resident must agree in writing to any
additions or amendments to the contract. Upon
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(a) The contract must include in a conspicuous
place and manner on the contract the legal name
and the license number of the facility.

(b) The contract must include the name,
telephone number, and physical mailing address,
which may not be a public or private post office
box, of:

(1) the facility and contracted service provider
when applicable;

(2) the licensee of the facility;

(8) the managing agent of the facility, if
applicable; and

(4) the authorized agent for the facility.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure the Assisted
Living Contract included the required content for
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agreement between the resident and the facility, a
new contract or an addendum to the existing
contract must be executed and signed.
On October 6, 2021, at approximately 1:40 p.m.,
Registered Nurse (RN)-B stated R9 and R10 did
not have signed Assisted Living Contracts with
the required content.
The licensee lacked policies to include the new
Assisted Living Licensure requirements, effective
August 1, 2021.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0910 144G.50 Subd. 2 Contract information 0910
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one of six residents (R1) with records reviewed.

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

The findings include:

The facility converted to an Assisted Living with
Dementia Care license on August 1, 2021.

R1's record indicated R1 started services at the
facility on October 30, 2015.

R1's signed service plan dated April 8, 2021,
indicated R1 received services which included
medication administration, blood glucose
monitoring, and shower assistance.

On October 5, 2021, at approximately 6:30 a.m.,
ULP-1 was observed administering medication
(oral, eye, injectable) to R1 and checking R1's
blood glucose.

R1's record included a written, unsigned assisted
living contract dated on August 1, 2021, that did
not include the name of the authorized agent for
the facility.

During an interview on October 5, 2021, at
approximately 2:05 p.m., licensed assisted living
director (LALD)-A stated he made attempts to
send R1's representative a new assisted living
contract after converting to the assisted living with
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dementia care license on August 1, 2021. He
stated he had not received the signed contract
back. The surveyor requested evidence of
attempts made and what was sent to R1's
representative. The surveyor did not receive
requested evidence.

The licensee lacked policies to include the new
Assisted Living Licensure requirements, effective
August 1, 2021.

No further information was provided.

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

8089%0 144G.50 Subd. 2 Contract information 0920
(c) The contract must include:

(1) a disclosure of the category of assisted living
facility license held by the facility and, if the facility
is not an assisted living facility with dementia
care, a disclosure that it does not hold an
assisted living facility with dementia care license;
(2) a description of all the terms and conditions of
the contract, including a description of and any
limitations to the housing or assisted living
services to be provided for the contracted
amount;

(8) a delineation of the cost and nature of any
other services to be provided for an additional
fee;

(4) a delineation and description of any additional
fees the resident may be required to pay if the
resident's condition changes during the term of
the contract;

(5) a delineation of the grounds under which the
resident may be discharged, evicted, or
transferred or have services terminated;
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(6) billing and payment procedures and
requirements; and

(7) disclosure of the facility's ability to provide
specialized diets.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to develop and execute
a written assisted living contract with the required
content to two of six residents (R1, R2) with
records reviewed.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
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 facility converted to an Assisted Living with
Dementia Care license on August 1, 2021.

R1

R1's signed service plan dated April 8, 2021,
indicated R1 received services which included
medication administration, blood glucose
monitoring, and shower assistance.

On October 5, 2021, at approximately 6:30 a.m.,
unlicensed personnel (ULP)-1 was observed
administering medication to R1 and checking
R1's blood glucose.

R1's undated and unsigned Assisted Living
Contract did not include a disclosure of the
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category of assisted living facility license held by
the facility and, if the facility is not an assisted
living facility with dementia care, a disclosure that
it does not hold an assisted living facility with
dementia care license.

R2

R2's signed service plan dated September 16,
2021, indicated services provided, which included
medication administration, blood glucose
monitoring, nebulizer treatments, dressing,
grooming, toileting, and transfer assistance.

On October 5, 2021, at approximately 6:55 a.m.,
ULP-I was observed administering oral
medications and a nebulizer treatment to R2 and
checking R2's blood glucose.

R2's undated and unsigned Assisted Living
Contract did not contain the following required
content:

-A disclosure of the category of assisted living
facility license held by the facility and, if the facility
is not an assisted living facility with dementia
care, a disclosure that it does not hold an
assisted living facility with dementia care license;
and

-a delineation of the grounds under which the
resident may be discharged, evicted, or
transferred or have services terminated.

On October 5, 2021, at approximately 2:05 p.m.,
licensed assisted living director (LALD)-A stated
he made attempts to send R1 and R2's
representatives a new assisted living contract
after converting to the Assisted Living with
Dementia Care license on August 1, 2021. He
stated he had not received the signed contracts
back. The surveyor requested evidence of
attempts made and what was sent to R1 and
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R'2's representatives. The surveyor did not
recieve requested evidence.

The licensee lacked policies to include the new
Assisted Living Licensure requirements, effective
August 1, 2021.

No further information was provided.

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

S089?;50 144G.50 Subd. 2 Contract information 0930
(d) The contract must include a description of the
facility's complaint resolution process available to
residents, including the name and contact
information of the person representing the facility
who is designated to handle and resolve
complaints.

(e) The contract must include a clear and
conspicuous notice of:

(1) the right under section 144G.54 to appeal the
termination of an assisted living contract;

(2) the facility's policy regarding transfer of
residents within the facility, under what
circumstances a transfer may occur, and the
circumstances under which resident consent is
required for a transfer;

(3) contact information for the Office of
Ombudsman for Long-Term Care, the
Ombudsman for Mental Health and
Developmental Disabilities, and the Office of
Health Facility Complaints;

(4) the resident's right to obtain services from an
unaffiliated service provider;

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
STATE FORM 6899 B8S311 If continuation sheet 63 of 130



PRINTED: 11/16/2021

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
30824 B. WING 10/07/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4195 WESTBERG ROAD
EDGEWOOD HERMANTOWN I SR LVG
DULUTH, MN 55811
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

0930 Continued From page 63 0930

Based on observation, interview and record
review, the licensee failed to develop and execute
a written contract with the required content to
provide assisted living services for four of six
residents (R1, R2, R9 and R10) with records
reviewed.

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

The findings include:

The facility converted to an Assisted
Living/Dementia Care license on August 1, 2021.

R1

R1's signed service plan dated April 8, 2021,
indicated R1 received services which included
medication administration, blood glucose
monitoring, and shower assistance.

On October 5, 2021, at approximately 6:30 a.m.,
unlicensed personnel (ULP)-1 was observed
administering medication to R1 and to check
R1's blood glucose.

R2

R2's signed service plan dated September 16,
2021, indicated services provided, which included
medication administration, blood glucose
monitoring, nebulizer treatments, dressing,
grooming, toileting, and transfer assist
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On October 5, 2021, at approximately 6:55 a.m.,
ULP-I was observed administering oral
medications, nebulizer treatment, to R2 and to
check R2's blood glucose.

On October 5, 2021, at approximately 2:05 p.m.,
licensed assisted living director (LALD)-A stated
he made attempts to send R1 and R2's
representative a new assisted living contract after
converting to the Assisted Living/Dementia Care
license on August 1, 2021. He stated he had not
received the signed contract back. Surveyor
requested evidence of attempts made and what
was sent to R1 and R2's representative. Surveyor
did not receive requested evidence

R9

R9's record indicated he started services at the
facility on December 27, 2019.

R9's record included a Agreement to Services
signed October 24, 2019 which included
medication administration.

On October 5, 2021, at approximately 8:37 a.m.,
ULP-J was observed administering medication to
R9.

.R10

R10's record included a Agreement to Services
sighed March 11, 2021 which included medication
administration.

On October 5, 2021, at approximately 8:37 a.m.,
ULP-J was observed administering medication to
R10.

R1, R2, R9, and R10's record did not include a
written assisted living contract to include the
required content under section 144G.54 to appeal
the termination of an assisted living contract; and
the facility's policy regarding transfer of residents
within the facility, under what circumstances a

Minnesota Department of Health
STATE FORM 6899 B8S311 If continuation sheet 65 of 130



PRINTED: 11/16/2021

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
30824 B. WING 10/07/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4195 WESTBERG ROAD
EDGEWOOD HERMANTOWN I SR LVG
DULUTH, MN 55811
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

0930 | Continued From page 65 0930

transfer may occur, and the circumstances under
which resident consent is required for a transfer.

On October 6, 2021, at approximately 1:40 p.m.,
Registered Nurse (RN)-B stated R1, R2, R9 and
R10 did not have signed Assisted Living
Contracts with the required content.

The licensee lacked policies to include the new
Assisted Living Licensure requirements, effective
August 1, 2021.

No further information was provided.

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

S0894[30 144G.50 Subd. 2 Contract information 0940
(5) a description of the facility's policies related to
medical assistance waivers under chapter 256S
and section 256B.49 and the housing support
program under chapter 2561, including:

(i) whether the facility is enrolled with the
commissioner of human services to provide
customized living services under medical
assistance waivers;

(i) whether the facility has an agreement to
provide housing support under section 2561.04,
subdivision 2, paragraph (b);

(iii) whether there is a limit on the number of
people residing at the facility who can receive
customized living services or participate in the
housing support program at any point in time. If
s0, the limit must be provided;

(iv) whether the facility requires a resident to pay
privately for a period of time prior to accepting
payment under medical assistance waivers or the
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housing support program, and if so, the length of
time that private payment is required;

(v) a statement that medical assistance waivers
provide payment for services, but do not cover
the cost of rent;

(vi) a statement that residents may be eligible for
assistance with rent through the housing support
program; and

(vii) a description of the rent requirements for
people who are eligible for medical assistance
waivers but who are not eligible for assistance
through the housing support program;

(6) the contact information to obtain long-term
care consulting services under section
256B.0911; and

(7) the toll-free phone number for the Minnesota
Adult Abuse Reporting Center.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to develop and execute
a written Assisted Living Contract with the
required content for two of six residents (R1, R2)
with records reviewed.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
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 facility converted to an Assisted Living with
Dementia Care license on August 1, 2021.

R1
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R1's signed service plan dated April 8, 2021,
indicated R1 received services which included
medication administration, blood glucose
monitoring, and shower assistance.

On October 5, 2021, at approximately 6:30 a.m.,
unlicensed personnel (ULP)-1 was observed
administering medication to R1 and checking
R1's blood glucose.

R2

R2's signed service plan dated September 16,
2021, indicated services provided which included
medication administration, blood glucose
monitoring, nebulizer treatments, dressing,
grooming, toileting, and transfer assistance.

On October 5, 2021, at approximately 6:55 a.m.,
ULP-I was observed administering oral
medications and a nebulizer treatment to R2 and
checking R2's blood glucose.

R1's and R2's records included an unsigned and
undated Assisted Living Contract without the
following required content:

(5) a description of the facility's policies related to
medical assistance waivers under chapter 256S
and section 256B.49 and the housing support
program under chapter 256l, including:

(i) whether the facility is enrolled with the
Commissioner of Human Services to provide
customized living services under medical
assistance waivers;

(i) whether the facility has an agreement to
provide housing support under section 2561.04,
subdivision 2, paragraph (b);

(iii) whether there is a limit on the number of
people residing at the facility who can receive
customized living services or participate in the
housing support program at any point in time. If
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s0, the limit must be provided,

(iv) whether the facility requires a resident to pay
privately for a period of time prior to accepting
payment under medical assistance waivers or the
housing support program, and if so, the length of
time that private payment is required;

(v) a statement that medical assistance waivers
provide payment for services, but do not cover
the cost of rent;

(vi) a statement that residents may be eligible for
assistance with rent through the housing support
program; and

(vii) a description of the rent requirements for
people who are eligible for medical assistance
waivers but who are not eligible for assistance
through the housing support program;

On October 5, 2021, at approximately 2:05 p.m.,
licensed assisted living director (LALD)-A stated
he made attempts to send R1 and R2's
representatives a new Assisted Living Contract
after converting to the Assisted Living with
Dementia Care license on August 1, 2021. He
stated he had not received the signed contracts
back. The surveyor requested evidence of
attempts made and what was sent to R1 and R2's
representatives. The surveyor did not receive
requested evidence

The licensee lacked policies to include the new
Assisted Living Licensure requirements, effective
August 1, 2021.

No further information was provided.

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

(8) 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
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
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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

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employees received
orientation to assisted living facility licensing
requirements and regulations for four of six
unlicensed personnel ((ULP)-F, ULP-I, ULP-J,
and ULP-K) with records reviewed.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety), 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-F, ULP-I, ULP-J, and ULP-K's employee
records lacked evidence they had received
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orientation to 144G licensing requirements in the
following areas:

- an overview of this chapter;

- introduction and review of all the providers
policies and procedures related to the provision of
assisted living services under 144G statutes; and
- principles of person-centered planning and
service delivery and how they apply to direct
support services provided by the staff person.
ULP-F began providing assisted living services
for the licensee on August 1, 2021.

On October 5, 2021, at approximately 7:00 a.m.,
ULP-F was observed administering R6's morning
medications.

ULP-1 began providing assisted living services for
the licensee on August 1, 2021.

On October 5, 2021, at approximately 6:30 a.m.,
ULP-I was observed administering medication
(oral, eye, injectable) to R1 and checking R1's
blood glucose.

ULP-J began providing assisted living services for
the licensee on August 1, 2021.

On October 5, 2021, at approximately 7:35 a.m.,
ULP-J was observed administering medications
(oral, eyedrops, nasal spray) to R9.

ULP-K began providing assisted living services
for the licensee on August 1, 2021.

On October 5, 2021, at approximately 6:40 a.m.,
ULP-K was observed assisting R11 with a
two-person transfer, ambulation, grooming and
toileting.

On October 6, 2021, at approximately 2:00 p.m.,
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registered nurse (RN)-B confirmed ULP-F, ULP-I,
ULP-J , ULP-K and all employees who provided
assisted living services for the licensee had not
received the orientation training as indicated
above.

The licensee's policy titled, Staff Training, dated
August 2020 did not include overview of 144G
statutes, review of the provider's policies and
procedures related to provision of assisted living
services under 144G statutes and principles of
person centered planning and service delivery.

No further information was provided.

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

144G.70 Subd. 2 Initial reviews, assessments,
and monitoring

(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
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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
by:

Based on observation, interview and record
review, the licensee failed to ensure the
Registered Nurse (RN) completed a
comprehensive re-assessment following a
change of condition for two of six residents (R3
and R4) with records reviewed.

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

The findings include:

R3

R3's record failed to include a reassessment by a
RN following notification to the RN by Licensed
Practical Nurses (LPNs) that R3 had a change in
condition associated with an indwelling catheter
(catheter drains urine from the bladder into a bag
outside of the body).

R3's diagnoses included, but were not limited to,
vascular dementia, (condition caused by the lack
of blood that carries oxygen and nutrient to a part
of the brain), chronic obstructive pulmonary
diseases (COPD-chronic obstruction of lung
airflow that interferes with normal breathing),
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atrial fibrillation (an irregular often fast heart rate),
and focal partial epilepsy ( the seizure begins in
one side of the brain and the person has no loss
of awareness of their surroundings during it).

R3's assessment dated August 6, 2021, indicated
R3 had a Foley catheter and required assistance
from staff to maintain its use. Staff were directed
to change the bag at morning and bedtime, assist
with cleaning of the bags and assure the catheter
was appropriately secured. Additionally, staff
were directed to report observations of pain,
changes to appearance of urine, sediment or
blood appearing in tubing or bag, foul odors or
changes in mentation or cognition of R3 to the
LPN.

R3's staff progress notes dated August 4, 2021,
to September 30, 2021, included the following
documentation in reference to the indwelling
catheter:

- August 11, 2021, unlicensed personnel (ULP)
documented in the resident record, "when
changing to new leg bag we noticed his pee was
a little darker than normal.”

- August 12, 2021, ULP documented in the
resident record, "slight blood show in urine."

- August 18, 2021, ULP documented in the
resident record, "blood in urine, no blockage
seen."

- August 19, 2021, ULP documented in the
resident record, "night bag seems to be causing
irritation/bleeding. Staff changed into day bag
early due to small traces of blood in urine."

- August 19, 2021, ULP documented in the
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resident record, "bleeding from catheter from
earlier shift seems to be under control since
nurse from Caring Edge (out side agency) came
and took care of him, no blood in urine, barely
spotting in brief so far."

- August 20, 2021, ULP documented in the
resident record, "resident had slight spotting but
since nurse from Caring Edge came to care for
resident bleeding issue seems to be under
control, no blood in urine, tubing etc all intact.”

- August 26, 2021, ULP documented in the
resident record, "250, slight show of blood in
urine but tubing looks to all be in place and
running through properly at this point."

- August 27, 2021, ULP documented in the
resident record, "resident had some blood show
in brief from pulling readjusted so tubing had
more slack when cleaning up had 400 ml
output/urine clear."

R3's nursing notes dated August 6, 2021, (last
documented assessment) to September 23,
2021, indicate notification to the RN by LPN on
the following dates:

- August 16, 2021, a LPN documented in the
resident record, "staff reported the resident had
scant amount of blood in his leg bag early this
morning. No complaints of pain when the LPN
checked up on him. BP (blood pressure) 130/68,
P (pulse) 61, T (temperature) 99.3, R
(respirations) 20, 02 (oxygen saturation) 97%.
CNP (certified nurse practitioner) and RN
manager notified."

- August 19, 2021, a LPN documented into the
resident record, "Caring Edge RN replaced
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resident catheter and brought new supplies.
Resident had bright red blood on the tip of the
penis and the urine is pinkish color due to trauma.
Staff will monitor the resident. RN manager
notified."

R4

R4's record failed to include a reassessment by a
RN following notification to the RN by an LPN of
changes to the resident's skin condition.

R4's diagnoses included, but were not limited to,
vascular dementia (condition caused by the lack
of blood that carries oxygen and nutrient to a part
of the brain), diabetes mellitus Il (results from
insufficient production of insulin, causing high
blood sugar), and hypertension (high blood
pressure).

R4's Master Care Plan dated August 18, 2021,
indicated R3 had active pressure ulcers in various
stages of healing on left and right hip. The care
plan directed staff to "keep watch, pink tissue."

R4's nursing progress notes dated August 9,
2021, (last documented assessment) to
September 23, 2021, included the following
notifications to a RN:

- August 15, 2021, LPN-M documented in the
resident record that "staff had found a red spot
measuring 0.3 x 0.3 cm on the right hip" and two
RNs had been notified.

- August 19, 2021, LPN-M documented in the
resident record that "staff found a pressure sore
on the residents left hip measuring 0.5 x 0.5 cm"
and the RN manager was notified.

- August 24, 2021, a LPN documented "resident
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has had an increase of shortness of breath this
shift."

- September 16, 2021, LPN-V documented
"resident is lethargic and has a low grade temp,
no intake this shift."

R3 and R4's record lacked evidence the RN
reassessed the resident's change of condition
after being notified of the resident's change in
condition.

On October 6, 2021, at approximately 1:26 p.m.,
RN-B confirmed R3 and R4's records lacked a
reassessment by a RN following a change in
condition.

Licensee's Assessments policy, dated August
2020, indicated an RN is responsible for
evaluating a significant change in resident
condition. Furthermore, indicating that a change
in condition is defined as - any deviation from the
residents typical clinical baseline.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01640, 144G.70 Subd. 4 Service plan, implementation, 01640
SS=E | and revisions t

(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
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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.

(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.

(e) Staff providing services must be informed of
the current written service plan.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure service plans
were revised for two of six residents (R3 and R4)
and failed to ensure service plans were
developed for two of eight residents (R9 and R10)
with records revied.

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 pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

R3 and R4's records lacked documentation the
licensee revised the service plan to include
provided services.

R3

R3's diagnoses included, but were not limited to,
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vascular dementia, (condition caused by the lack
of blood that carries oxygen and nutrient to a part
of the brain), chronic obstructive pulmonary
diseases (COPD-chronic obstruction of lung
airflow that interferes with normal breathing),
atrial fibrillation (an irregular often fast heart rate),
and focal partial epilepsy ( the seizure begins in
one side of the brain and the person has no loss
of awareness of their surroundings during it).

On October 5, 2021, at approximately 8:27 a.m.,
ULP-K was observed documenting a 30-minute
safety check into a binder book for R3.

R3's service plan dated November 22, 2020, did
not identify R3 received 30-minute safety check
services.

R4

R4's diagnoses included, but were not limited to,
vascular dementia (condition caused by the lack
of blood that carries oxygen and nutrient to a part
of the brain), diabetes mellitus Il (results from
insufficient production of insulin, causing high
blood sugar), and hypertension (high blood
pressure).

On October 5, 2021, at approximately 8:30 a.m.,
R4's name was located on the roster and
documentation by staff that 30-minute safety
checks were completed for R4.

R4's service plan dated July 1, 2021, did not
identify R4 received 30-minute safety checks.

On October 5, 2021, at approximately 7:10 a.m.,
R4 was observed being assisted by two staff with
a brief change and peri-care.

On October 5, 2021, at approximately 2:30 p.m.,
registered nurse (RN)-B confirmed service plans
had not been revised as required for R3 and R4.
R9 and R10 records lacked evidence the licensee
developed a service plan.

R9
R9's record indicated he started services at the
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facility on August 1, 2021.

R9's diagnoses included, but were not limited to,
dementia (loss of cognitive functioning - thinking,
remembering, and reasoning - to such an extent
that it interferes with a person's daily life and
activities), depression (negatively affects how you
feel, the way you think and how you act), and
anxiety (intense, excessive and persistent worry
and fear about everyday situations).

On October 5, 2021, at approximately 8:37 a.m.,
unlicensed personnel (ULP)-J was observed to
administering R9's morning medications.

R10
R10's record indicated she started services at the
facility on August 1, 2021.

R10's diagnoses included, but were not limited to,
mixed Alzheimer's and vascular dementia (brain
changes of more than one cause of dementia
occur simultaneously), urinary incontinence
(involuntary urination), Impingement syndrome
(can occur together with rotator cuff tendonitis or
shoulder bursitis), and recurrent major depressive
disorder (mental health disorder having episodes
of psychological depression).

On October 5, 2021, at approximately 8:45 a.m.,
ULP-J was observed administering R10's
scheduled morning medications.

On October 5, 2021, at approximately 2:30 p.m.,
registered nurse (RN)-B confirmed licensee failed
to develop a service plan for R9 and R10.

The licensee's Service Planning/Care Planning
and Coordination of Care policy dated August
2020 indicated service plans would be completed
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within 14 days of initiation of services and service
plans would be revised, as needed, based on
resident review or assessments.

No further information was provided.

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

01730 144G.71 Subd. 5 Individualized medication 01730
SS=D ' management plan

(a) For each resident receiving medication
management services, the assisted living facility
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
individualized medication management record for
each resident based on the resident's
assessment that must contain the following:

(1) a statement describing the medication
management services that will be provided;

(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;

(8) documentation of specific resident instructions
relating to the administration of medications;

(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;

(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
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management services; and

(7) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.

(b) The medication management record must be
current and updated when there are any
changes.

(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure individual
medication management plans contain all the
required content for two of eight residents (R3
and R4) with records reviewed.

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

The findings include:

During the entrance conference on October 4,
2021, at approximately 10:30 a.m., the licensed
assisted living director (LALD)-A and Registered
Nurse (RN)-B confirmed the licensee provided
medication management services to the majority
of residents at the facility.
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R3's diagnoses included, but were not limited to,
vascular dementia, (condition caused by the lack
of blood that carries oxygen and nutrient to a part
of the brain), chronic obstructive pulmonary
diseases (COPD-chronic obstruction of lung
airflow that interferes with normal breathing),
atrial fibrillation (an irregular often fast heart rate),
and focal partial epilepsy ( the seizure begins in
one side of the brain and the person has no loss
of awareness of their surroundings during it).

R3's service plan dated November 22, 2020,
indicated R3 received medication management
services.

R3's prescriber orders dated July 3, 2021,
included but was not limited to, two mild pain
relievers, one anti-hypertensive, one blood
thinner, one anti-depressant, one anti-seizure,
one medication to treat heartburn, one cholesterol
reducer, two anti-acids, one nutritional
supplement and two sleep aides.

R4's diagnoses included, but were not limited to,
vascular dementia (condition caused by the lack
of blood that carries oxygen and nutrient to a part
of the brain), diabetes mellitus Il (results from
insufficient production of insulin, causing high
blood sugar), and hypertension (high blood
pressure).

R4's service plan dated July 1, 2021, indicated
R4 received medication management services.

R4's prescriber orders current as of October 5,
2021, included, but was not limited to, one mood
stabilizer, one stool softener, two pain reducers,
one non-opioid replacement, two sleep aides, one
anti-anxiety, and one as needed inhaler.
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R3 and R4's medication management record
failed to include the following:

- a description of storage of medications based
on the resident's needs and preferences, and
consistent with manufacturer's directions,

- documentation of specific resident instructions
relating to the administration of medications,

- identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis,

- identification of medication management tasks
that may be delegated to ULP,

- procedures for staff notifying a RN or
appropriate licensed health professional when a
problem arises with medication management
services,

- any resident-specific requirements relating to
documenting medication administration,
verification that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions, and,

-completion of medication reconciliation.

On October 5, 2021, at approximately 8:05 a.m.,
Licensed Practical Nurse (LPN)-V was observed
administering scheduled morning medications to
R4.

On October 7, 2021, at approximately 9:45 a.m.,
RN-B confirmed licensee failed to develop an
individualized medication management plan to
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include the above noted content as required for
R3 and R4.

The licensee's Medication Management Services
Policy dated February 2016, indicated each
resident that requests medication management
services would be assessed by a licensed
professional, RN or authorized provider prior to
providing medication management services. The
assessment would be conducted face to face
identifying and reviewing all medications resident
is known to be taking and identify interventions to
prevent diversion. The policy did not address any
other items required within an individualized
medication management plan.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

144G.71 Subd. 8 Documentation of
administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
include the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

01730
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This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure medications
were documented after administration for one of
six residents (R2), failed to ensure medications
were administered as ordered for three of six (R4,
R9 and R10), and failed to ensure the
effectiveness of as needed (PRN) medications
were documented for one of six residents (R10)
with records reviewed.

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

The findings include:

Documentation of Medications Prior to
Administration

R2
R2's diagnoses included, but were not limited to,
lung cancer.

R2's service plan dated September 16, 2021,
indicated R2 received services which included
medication administration, blood glucose
monitoring, nebulizer treatments, dressing,
grooming, toileting, and transfer assistance.

R2's Individualized Medication Management Plan,
undated, indicated R2 received medication
management services, including assistance with
oral medications and nebulizer treatment.
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R2's prescriber orders dated September 15,
2021, included, but was not limited to, orders for
ipratropium albuterol 0.5- 2.5 milligrams (mg)
nebulize 3 milliliters (ml) into the lungs every six
hours.

On October 5, 2021, at approximately 6:45 a.m.,
unlicensed personnel (ULP)-1 was observed
preparing medications for R2, which included oral
medications and nebulizer medication. ULP-I
removed oral medications for R2 and put them
into a medication cup. ULP-I removed one
ipratropium albuterol 0.5-2.5 mg 3 ml dose vial
from the medication cart. ULP-I brought R1's
medication cup of oral medications and one
ipratropium albuterol 0.5-2.5 mg dose vial into
R2's apartment. ULP-I handed the medication
cup of oral medications to R2. R2 swallowed pills
followed by a drink of water. ULP-1 added the
ipratropium albuterol 0.5-2.5 mg dose vial into the
nebulizer mouthpiece treatment reservoir. ULP-I
told R2 the nebulizer treatment was all set for her
to self-administer and told R2 she would be back
in 20 minutes to check in. ULP-I removed gloves,
returned to the medication cart and documented
administration of R2's ipratropium albuterol
0.5-2.5 mg 3 ml dose.

On October 5, 2021, at approximately 7:05 a.m.,
ULP-I verified she documented administration of
R2's ipratropium albuterol 0.5-2.5 mg dose vial
prior to adminstering the medication to the
residents.

On October 6, 2021, at approximately 2:30 p.m.,
Registered Nurse (RN)-B, stated staff should not
have documented R2's nebulizer treatment as
administered without witness of administration.
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The licensee's policy titled, Medication
Administration, dated August 2020 indicated staff
would document the administration of medication
on the medication record after the medication had
been administered.

Medication Not Administered as
Ordered/Medication Errors

R4

R4's diagnoses included, but were not limited to,
vascular dementia (condition caused by the lack
of blood that carries oxygen and nutrient to a part
of the brain), diabetes mellitus Il (results from
insufficient production of insulin, causing high
blood sugar), and hypertension (high blood
pressure).

R4's service plan dated July 1, 2021, indicated
R4 received services, which included medication
administration seven times a day and as needed
(PRN).

R4's Individualized Medication Management Plan
dated September 17, 2021, indicated R4 received
medication administration services, and R4's
medications would be securely stored by the
provider in the locked medication cart which could
only be accessed by staff.

R4's Medications Current as of dated October 5,
2021, included, but were not limited to, the
following:

- ducosate 50/8.6 milligram (mg) to be
administered by mouth once daily for
constipation;

- divalproex 125 mg take two caps (250) mg by
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mouth three times daily for mood;

- gabapentin 300 mg one tablet three times daily
by mouth for pain;

- methadone 5 mg three times daily by mouth for
pain; and

- pain reliever 500 mg take two tabs (1000) mg by
mouth three times daily for pain.

R4's medication administration records (MAR)
from September 1, 2021, to September 30, 2021,
indicated the following:

- ducosate 50/8.6 mg was not administered
twenty out of thirty days;

- divalproex 125 mg was not administered one
out of thirty days;

- gabapentin 300 mg was not administered one
out of thirty days;

- methadone 5 mg was not administered one out
of thirty days; and

- pain reliever 500 mg was not administered one
out of thirty days.

On October 6, 2021, at approximately 2:37 p.m.,
RN-B confirmed staff had failed to administer
physician ordered medications to R4.

R9

R9's diagnoses included, but were not limited to,
dementia (loss of cognitive functioning - thinking,
remembering, and reasoning - to such an extent
that it interferes with a person's daily life and
activities), depression (negatively affects how you
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feel, the way you think and how you act), and
anxiety (intense, excessive and persistent worry
and fear about everyday situations).

R9's Edgewood Leveling Tool - MC dated
December 10, 2020, indicated R9 received
services, which included medication
administration up to three times a day and PRN.

R9's Individualized Medication Management Plan
dated August 18, 2021, indicated R9 received
medication administration services, and R9's
medications would be securely stored by the
provider in the locked medication cart which could
only be accessed by staff.

R9's Medications Current as of dated October 7,
2021, included, but was not limited to, the
following:

- quetiapine 25 mg take half-tab (12.5) mg by
mouth to be administered once daily for sleep;

- atorvastatin 40 mg by mouth one time daily for
cholesterol;

- duloxetine 60 mg by mouth one time daily for
depression;

- gabapentin 300 mg by mouth one time daily for
neuropathy pain;

- melatonin 3 mg take three tabs (9) mg by mouth
one time daily for sleep;

- memantine 10 mg one tab twice daily by mouth
for dementia; and

- tamsulosin 0.4 mg by mouth one tab daily for
enlarged prostrate.
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R9's medication administration records (MAR)
from September 1, 2021, to September 30, 2021,
indicated the following:

- quetiapine 25 mg was not administered twenty
out of thirty days;

- atorvastatin 40 mg was not administered one
out of thirty days;

- gabapentin 300 mg was not administered one
out of thirty days;

- melatonin 3 mg was not administered one out of
thirty days;

- duloxetine 60 mg was not administered one out
of thirty days;

- memantine 10 mg was not administered one out
of thirty days; and

- tamsulosin 0.4 mg was not administered one
out of thirty days.

On October 6, 2021, at approximately 2:37 p.m.,
RN-B confirmed staff had failed to administer
physician ordered medications to R9.

R10

R10's diagnoses included, but were not limited to,
mixed Alzheimer and vascular dementia (brain
changes of more than one cause of dementia
occur simultaneously), urinary incontinence
(involuntary urination), Impingement syndrome
(can occur together with rotator cuff endpoints or
shoulder bursitis), recurrent major depressive
disorder (mental health disorder having episodes
of psychological depression).
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R10's Medications - current as of October 5,
2021, indicated the resident received medication
administration five times a day and PRN.

R10's physician orders dated March 13, 2021,
included, but was not limited to;

- lorazepam 0.25 mg to be administered daily by
mouth PRN.

R10's MAR from September 1, 2021, to
September 30, 2021, indicated the following:

- lorazepam 0.25 mg PRN had been
administered twice daily on two out of thirty days.

On October 6, 2021, at approximately 2:40 p.m.,
RN-B confirmed staff had failed to administer the
PRN medication as ordered by the physician for

R10.

R10's Individualized Medication Management
Plan dated October 7, 2021, indicated R10
received medication administration services, and
R10's medications would be securely stored by
the provider in the locked medication cart which
could only be accessed by staff.

PRN Effectiveness

R10

R10's diagnoses included, but were not limited to,
mixed Alzheimer's and vascular dementia (brain
changes of more than one cause of dementia
occur simultaneously), urinary incontinence
(involuntary urination), Impingement syndrome
(can occur together with rotator cuff endpoints or
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shoulder bursitis), and recurrent major depressive
disorder (mental health disorder having episodes
of psychological depression).

R10's physician orders dated March 13, 2021,
included, but were not limited to:

- lorazepam 0.25 mg by mouth daily PRN; and

- oxycodone immediate release 5 mg one tab
every hour PRN for moderate to severe pain 4 to
10 on the pain scale.

R10's MAR from September 1, 2021, to
September 30, 2021, indicated the following:

- lorazepam 0.25 mg by mouth daily PRN; two out
of eleven administrations no effectiveness
documented, five out of eleven administrations
documentation of effectiveness was completed
beyond sixty minutes;

- oxycodone immediate release 5 mg by mouth
every hour PRN for moderate to severe pain 4 to
10 on a pain scale; documentation of
effectiveness was completed beyond sixty
minutes for 40 out of 63 administrations.

R10's Medications - current as of October 5,
2021, indicated R10 received medication
administration five times a day and PRN.

R10's Individualized Medication Management
Plan dated October 7, 2021, indicated R10
received medication administration services, and
R10's medications would be securely stored by
the provider in the locked medication cart which
could only be accessed by staff.

On October 6, 2021, at approximately 2:40 p.m.,
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RN-B confirmed staff did not document the
effectiveness following administration of the PRN
medications as ordered by the physician for R10.

The licensee's Medication Administration Policy
dated August 2020 indicated staff must document
a follow-up for PRN medication administration
within sixty minutes from the time of
administration.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01790/ 144G.71 Subd. 10 Medication management for 01790
SS=F| residents who will

(2) for unplanned time away, when the pharmacy
is not able to provide the medications, a licensed
nurse or unlicensed personnel shall provide
medications in amounts and dosages needed for
the length of the anticipated absence, not to
exceed seven calendar days;

(8) the resident must be provided written
information on medications, including any special
instructions for administering or handling the
medications, including controlled substances; and
(4) the medications must be placed in a
medication container or containers appropriate to
the provider's medication system and must be
labeled with the resident's name and the dates
and times that the medications are scheduled.
(b) For unplanned time away when the licensed
nurse is not available, the registered nurse may
delegate this task to unlicensed personnel if:

(1) the registered nurse has trained the
unlicensed staff and determined the unlicensed
staff is competent to follow the procedures for
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giving medications to residents; and

(2) the registered nurse has developed written
procedures for the unlicensed personnel,
including any special instructions or procedures
regarding controlled substances that are
prescribed for the resident. The procedures must
address:

(i) the type of container or containers to be used
for the medications appropriate to the provider's
medication system;

(if) how the container or containers must be
labeled;

(iii) written information about the medications to
be provided;

(iv) how the unlicensed staff must document in
the resident's record that medications have been
provided, including documenting the date the
medications were provided and who received the
medications, the person who provided the
medications to the resident, the number of
medications that were provided to the resident,
and other required information;

(v) how the registered nurse shall be notified that
medications have been provided and whether the
registered nurse needs to be contacted before
the medications are given to the resident or the
designated representative;

(vi) a review by the registered nurse of the
completion of this task to verify that this task was
completed accurately by the unlicensed
personnel; and

(vii) how the unlicensed personnel must
document in the resident's record any unused
medications that are returned to the facility,
including the name of each medication and the
doses of each returned medication.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
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review, the licensee failed to ensure three of
three unlicensed personnel ((ULP)-F, ULP-H, and
ULP-J) were trained and had demonstrated
competency to prepare and give medications for
clients having unplanned time away. In addition,
the licensee failed to ensure the Registered
Nurse (RN) developed written procedures for
unplanned time away from home. This had the
potential to affect all the residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety), and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

The findings include:

UNPLANNED TIMES AWAY POLICY AND
PROCEDURE FOR ULP

Licensee failed to develop and implement a
written procedure for the ULP providing
medications for clients having unplanned times
away.

The licensee's Resident Leave Medication policy
dated August 2020, indicated for unplanned time
away, when the pharmacy is not able to provide
the medications, a licensed nurse or unlicensed
personnel shall give the resident resident's
representatives medications in amounts and
dosages needed for the length of the anticipated
absence, not to exceed 120 hours.

The licensee's policy lacked a written procedure
to include:
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-proving the resident with written information on
medications, including any specific instructions
for administering or handling the medications,
including controlled substances;

- the type of container or containers to be used
for the medications appropriate to the provider's
medication system;

- how the container or containers must be
labeled;

- written information about the medications to be
provided; and

- how the RN would be notified that medications
have been provided and whether the RN needed
to be contacted before the medications are given
to the resident or the designated representative.

On October 6, 2021, at approximately 2:00 p.m.,
RN-B confirmed the licensee's Resident Leave
Medication policy did not include the above noted
written procedure as required.

TRAINING AND COMPETENCY EVALUATIONS

ULPF

ULP-F was hired on August 1, 2021, to provide
direct care services for the licensee's residents
which included medication administration.

On October 5, 2021, at approximately 7:00 a.m.,
ULP-F was observed administering R6's
scheduled morning medications.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
30824 B. WING 10/07/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4195 WESTBERG ROAD
EDGEWOOD HERMANTOWN I SR LVG
DULUTH, MN 55811
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
01790 | Continued From page 97 01790

Minnesota Department of Health
STATE FORM

6099 B8S311

If continuation sheet 98 of 130




PRINTED: 11/16/2021

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
30824 B. WING 10/07/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4195 WESTBERG ROAD
EDGEWOOD HERMANTOWN I SR LVG
DULUTH, MN 55811
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
01790 | Continued From page 98 01790
ULP-I

ULP- | was hired on August 1, 2021, to provide
direct care services for the licensee's residents
which included medication administration.

On October 5, 2021, at approximately 6:55 a.m.,
ULP-I was observed administering oral
medications and treatments to R2 to include a
nebulizer treatment and blood glucose (sugar)
monitoring.

ULP-J

ULP-J was hired on August 1, 2021, to provide
direct care for the licensee's residents which
included medication administration.

On October 5, 2021, at approximately 7:35 a.m.,
ULP-J was observed administering medications
(oral, eye drops, nasal spray) to R9.

ULP-F, ULP-I and ULP-J's record lacked
evidence to indicate ULP-F, ULP-I and ULP-J had
been trained and had demonstrated competency
to prepare and provide medications to residents
for unplanned times away from home.

During the entrance conference on October 4,
2021, at approximately 10:30 a.m., the licensed
assisted living director (LALD)-A and RN-B
confirmed the licensee provided medication
management services to the majority of residents
at the facility. On October 4, 2021, at
approximately 10:50 a.m., RN-B confirmed the
ULP would prepare and send medications with
the residents for unplanned times away.

On October 6, 2021, at approximately 2:00 p.m.,
RN-B confirmed ULP-F, ULP-I and ULP-J had not
been trained and had not demonstrated
competency to prepare and provide medications

Minnesota Department of Health
STATE FORM 6899 B8S311 If continuation sheet 99 of 130



Minnesota Department of Health

PRINTED: 11/16/2021
FORM APPROVED

An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure medications
were stored according to manufacturer's
recommendations.

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 pattern scope (when more than a
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to residents for unplanned times away from
home.
The licensee's Resident Leave Medication policy
dated August 2020, noted for unplanned time
away when the licensed nurse is not available,
the registered nurse may delegate this task to
unlicensed personnel as long as the registered
nurse had trained and determined the unlicensed
staff was competent to give medications to clients
and there were written procedures for unlicensed
personnel.
No further information was provided.
TIME PERIOD FOR CORRECTION: Seven (7)
days
01880 144G.71 Subd. 19 Storage of medications 01880
SS=E
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limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

On October 6, 2021, at approximately 7:45 a.m.,
Registered Nurse (RN)-B provided the surveyor
temperature monitoring documentation for the
facility's medication refrigerators. RN-B stated
facility staff were assigned a daily task called a
"chore" for temperature monitoring and checked
temperatures daily. RN-B provided a facility
document titled, Chore Recap by Chore Type.
RN-B verified she knew there were issues with
temperatures not taken daily. When asked if she
knew what temperature range the medication
refrigerator needed to be maintained at for
medication storage, she said she would need to
look at the facility's policy.

Main Building-Front Area

A review of the Chore Recap by Chore Type
dated August 1, 2021, to October 6, 2021,
included a chore indicating "Medication
Refrigerator Temperature Log: Record daily
temperature for the medication refrigerator.” The
same document did not include identification of
refrigerator temperature ranges for the
medication refrigerator and instructions of what to
do if temperature was outside of range.

A review of the Chore Recap by Chore Type for
the medication refrigerator located in the front
area of the assisted living indicated the following:

Record lacked temperature checks:
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- September 2, 3, 6, 11, 14, 16, 20, 21, 22, 23,
24, 25, 28, 29, 20, 21, 22, 23, 24, 25, 28, 29, and
30, 2021; and

- October 1, 2, and 4, 2021.

Refrigerator logs indicated temperatures were out
of the manufacturer recommended range of 36 to
46 degrees on

- September 4, 5, 12, 13, 15, 17, 18, 19, 26, and
27, 2021; and

- October 3 and 5, 2021.

On October 6, 2021, at approximately 8:08 a.m.,
RN-R verified the refrigerator temperature located
in the front assisted living measured 41 degrees
Fahrenheit (F).

The medication refrigerator contained the
following medications:

-three boxes of Basaglar Kwikpen U-100 insulin
pens (multiple dose pen shaped injector device
used for insulin administration);

-one box of Forteo (teriparatide injection)
(multiple dose pen shaped injector device to treat
bone loss);

-two boxes of Tresiba FlexTouch insulin pens;
-one box of Novolin 70/30 insulin pens;

-one box of Lantus Solostar insulin pens; and
-three bottles of Lantropost ophthalmic solution

(eye drops used to treat high pressure inside the
eye).
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The manufacturer's instructions for Basaglar
Kwikpen U-100 Insulin pens indicated store the
insulin pens in the refrigerator between 36 to 46
degrees F.

The manufacturer's instructions for Forteo
injection pen indicated to store the Forteo pen in
the refrigerator between 36 to 46 degrees F.

The manufacturer's instructions for Tresiba
FlexTouch insulin pens indicated store the insulin
pens in the refrigerator between 36 to 46 degrees
F.

The manufacturer's instructions for Novolin 70/30
insulin pens indicated store the insulin pens in the
refrigerator between 36 to 46 degrees F.

The manufacturer's instructions for Lantus
Solostar insulin pens indicated store the insulin
pens in the refrigerator between 36 to 46 degrees
F.

The manufacturer's instructions for Lantropost
ophthalmic solution indicated store the
ophthalmic solution in the refrigerator between 36
to 46 degrees F.

Main Building-Back Area

A review of the Chore Recap by Chore Type for
the medication refrigerator located in the back
assisted living indicated the following
measurements:

Record lacked temperature checks:

- September 4 and 26, 2021
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Refrigerator logs indicated temperatures were out
of the manufacturer recommended range:

- September 2, 3,5,6,7,8,9,10, 11, 12, 13, 14,
15,16,17,18, 19, 20, 21, 22, 23, 24, 25, 27, 28,
29, and 30, 2021; and

- October 1, 2, 3, and 4, 2021.
Main Building-Middle Area

A review of the Chore Recap by Chore Type for
the medication refrigerator located in the middle
assisted living indicated the following
measurements:

Record lacked temperature checks:

- September 3, 4, 5,7, 8,12, 15,17, 18, 19, 22,
23, 26, 28, and 29, 2021; and

- October 1, 2, 3, and 5, 2021.

Refrigerator logs indicated temperatures were out
of the manufacturer recommended range:

- September 2, 6, 10, 16, 21, and 30, 2021.

On October 6, 2021, at approximately 2:30 p.m.,
RN-B stated it was an expectation staff check all
medication refrigerator temperatures daily.
Memory Care Unit

On October 5, 2021, at approximately 8:20 a.m.,
RN-T provided access to a locked medication
refrigerator located in Pod-B of the detached
memory care. RN-T stated staff check and
document the refrigerator temperatures into
RTasks everyday, "usually on nights". RN-T
confirmed one full box of Lantus insulin pens was
Minnesota Department of Health
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stored in the refrigerator; the surveyor observed
the refrigerator thermometer temperature was 34
degrees Fahrenheit (F).

On October 6, 2021, at approximately 7:43 a.m.,
RN-T provided a report, Chore Recap by Specific
Chore, dated September 1, 2021 to October 5,
2021. RN-T confirmed the refrigerator
temperature report indicated refrigerator
temperatures were out of manufacturer
recommended parameters for storage of insulin
and were missing numerous days of
documentation. RN-T was asked if the ranges of
proper temperature was known, RN-T stated, "l
don't know, 34 to 407"

A review on October 6, 2021, at approximately
8:00 a.m., of the Chore Recap by Specific Chore
report for the medication refrigerator located in
POD-B of the memory care unit indicated the
following:

POD-B

Record lacked temperature checks:

- September 4, 11, 18, 25, and 26, 2021; and

- October 1 and 2, 2021.

Refrigerator logs indicated temperatures were out
of the manufacturer's recommended range:

- September 1,2, 3,5,6,7,8,9, 12,13, 14, 15,
16, 17,19, 20, 21, 22, 23, 29, and 30, 2021; and

- October 4 and 5, 2021.

On October 5, 2021, at approximately 8:20 a.m.,
RN-T confirmed the medication refrigerator
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contained the following medication for storage:

-one full box of Lantus insulin pens, ten (10)
count.

The manufacturer's instructions for Lantus
Solostar insulin pens indicated store the insulin
pens in the refrigerator between 36 to 46 degrees
F.

On October 6, 2021, at approximately 8:00 a.m.,
RN-T confirmed the refrigerator temperature
report showed refrigerator temperatures were
outside of manufacture recommended
parameters for the storage of insulin and were
missing numerous days of documentation.

The licensee's policy titled Refrigerator/Freezer
Monitoring, dated August 2020, indicated staff
must check weekly, or more often as state
regulation requires, confirming that the
refrigerator used to store medications maintains a
temperature between 36 and 46 degrees. The
same policy indicated staff should be instructed
that temperatures outside of this range must be
reported to the supervisor immediately.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

144G.71 Subd. 20 Prescription drugs

A prescription drug, prior to being set up for
immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the

01880
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expiration or beyond-use date of a time-dated
drug.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure time
sensitive medications were labeled with the open
date for one of two residents (R1) with records
reviewed. In addition, the licensee adminstered
an expired medication to one of six residents (R2)
reviewed.

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

The findings include:

R1

R1's diagnoses included, but were not limited to,
type Il diabetes, obesity, and hypertension.

R1's prescriber orders dated January 21, 2021,
included the following injectable medication:

- Tresiba 200, 200 unit/milliliters (ml) suspension;
inject 50 units under the skin daily in the AM.

R1's Individualized Medication Management Plan
dated September 19, 2021, indicated R1 received
medication management services, including
assistance with injectable medications.

On October 5, 2021, at approximately 6:20 a.m.,

Minnesota Department of Health
STATE FORM 6899 B8S311 If continuation sheet 107 of 130



PRINTED: 11/16/2021

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
30824 B. WING 10/07/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4195 WESTBERG ROAD
EDGEWOOD HERMANTOWN I SR LVG
DULUTH, MN 55811
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

01890 | Continued From page 107 01890

unlicensed personnel (ULP)-1 was observed to
prepare medications for R1, which included oral
medications, eye drops, and use of an insulin
pen. ULP-I placed R1's oral medications into a
medication cup. ULP-I removed R1's eyedrops
and Tresiba insulin pen from the medication cart.
R1's Tresiba insulin pen lacked a label indicating
the date opened and expiration date.

On October 5, 2021, at approximately 6:20 a.m.,
ULP-I verified R1's Tresiba insulin pen lacked a
date opened label and said the insulin pen should
have been labeled with a date opened and the
expiration date.

The manufacturer's instructions for Tresiba
insulin pen indicated the pen should be discarded
after 56 days.

R2
R2's diagnoses included, but were not limited to,
lung cancer.

R2's Individualized Medication Management Plan,
undated, indicated R2 received medication
management services.

R2's prescriber orders dated September 15,
2021, included orders for Pumpkin Seed-Soy
Gem (AZO bladder control) take one capsule by
mouth twice daily.

During an observation on October 5, 2021, at
approximately 6:45 a.m., ULP-| prepared
medications for R2, which included oral
medications. During oral medication preparation,
ULP-I removed R2's bottle of Pumpkin Seed-Soy
Gem (AZO bladder control) capsules from the
medication cart. ULP-I opened the bottle and was
about to add the capsule to the medication cup
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containing R2's other oral medications when
surveyor stopped her. Surveyor asked ULP-I to
look at R2's AZO bladder control medication
bottle expiration date. The AZO bladder control
medication expired July 2021.

On October 5, 2021, at approximately 6:45 a.m.,
ULP-I verified R2's AZO bladder control
medication expired and verified she would have
administered expired medication to R2 without
surveyor intervention.

On October 6, 2021, at approximately 2:30 p.m.,
Registered Nurse (RN)-B stated it was an
expectation time sensitive medication, such as
insulin pens, would be labeled with a date opened
and the expiration date. RN-B stated it was an
expectation staff checked for expiration dates
during medication administration and checked for
expired medications in the medication cart.

The licensee's policy titled, Medication Storage,
dated August 2020 indicated all medications must
be dated when opened and discarded on or prior
to expiration date. The same policy indicated
expiration dates would be monitored to prevent
outdated medications.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

01940 144G.72 Subd. 3 Individualized treatment or 01940
SS=D | therapy managemen

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
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and include in the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
individualized treatment and therapy
management record for each resident which must
contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;

(8) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to develop a treatment
management plan to include all required content
for one of six residents (R4) receiving treatment
management services with records reviewed.

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

R4's record lacked evidence a treatment
management plan had been developed.

R4's diagnoses included, but were not limited to,
vascular dementia (condition caused by the lack
of blood that carries oxygen and nutrient to a part
of the brain), diabetes mellitus Il (results from
insufficient production of insulin, causing high
blood sugar), and hypertension (high blood
pressure).

R4's service plan dated July 1, 2021, indicated
R4 received oxygen management services one
day a week and three times daily.

On October 6, 2021, at approximately 7:50 a.m.,
Licensed Practical Nurse (LPN)-V was observed
assisting R4 with transportation of an oxygen
concentrator to the dining room and placement of
a nasal cannula. LPN-V verified the oxygen
setting to be at 2 liters per minute (LPM). LPN-V
verified the unlicensed personnel assisted R4
with the oxygen,

R4 lacked an Individualized Treatment Therapy
Management Plan that contained the following:

-a statement of the type of services that will be
provided;

-documentation of specific resident instructions
relating tot he treatment or therapy
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administration;

-identification of the treatment or therapy that will
be delegated to unlicensed personnel;

-procedures for notifying a nurse or appropriate
licensed health professional when a problem
arises with the treatments or therapy services;
and

-any resident-specific requirements relating to
documenting of treatment and therapy received'
verification that all treatment and therapy was
administered as prescribed, and monitoring of
treatment or therapy to prevent possible
complications or adverse reactions.

On October 6, 2021, at approximately 2:40 p.m.,
Registered Nurse (RN)-B confirmed that an
Individualized Treatment and Therapy Plan had
not been developed or implemented for R4 as
required.

The licensee's Treatment and Therapy
Management Services Policy, undated, did not
address the development of an individualized
therapy management plan.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

144G.72 Subd. 4 Administration of treatments
and therapy

Ordered or prescribed treatments or therapies
must be administered by a nurse, physician, or
other licensed health professional authorized to

01940

01950
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perform the treatment or therapy, or may be
delegated or assigned to unlicensed personnel by
the licensed health professional according to the
appropriate practice standards for delegation or
assignment. When administration of a treatment
or therapy is delegated or assigned to unlicensed
personnel, the facility must ensure that the
registered nurse or authorized licensed health
professional has:

(1) instructed the unlicensed personnel in the
proper methods with respect to each resident and
the unlicensed personnel has demonstrated the
ability to competently follow the procedures;

(2) specified, in writing, specific instructions for
each resident and documented those instructions
in the resident's record; and

(3) communicated with the unlicensed personnel
about the individual needs of the resident.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the
Registered Nurse (RN) specified, in writing,
specific instructions for one of six residents (R4)
receiving treatment management services with
records reviewed.

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

The findings include:
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R4's diagnoses included, but were not limited to,
vascular dementia (condition caused by the lack
of blood that carries oxygen and nutrient to a part
of the brain), diabetes mellitus Il (results from
insufficient production of insulin, causing high
blood sugar), and hypertension (high blood
pressure).

R4's service plan dated July 1, 2021, indicated
R4 received oxygen management services one
day a week and three times daily, assistance with
dressing, grooming, bathing, hygiene, medication
administration, housekeeping and laundry.

R4's physician orders dated August 11, 2021,
indicated oxygen be provided at 2 LPM (liters per
minute) to keep oxygen saturation levels above
88%, (oxygen saturation is the fraction of
oxygen-saturated hemoglobin relative to total
hemoglobin in the blood. Normal arterial blood
oxygen saturation levels in humans are 95-100
percent).

On October 6, 2021, at approximately 7:50 a.m.,
Licensed Practical Nurse (LPN)-V was observed
assisting R4 with transportation of an oxygen
concentrator to the dining room and placement of
a nasal cannula. LPN-V verified the oxygen
setting was physician ordered to be set at 2 LPM.
LPN-V indicated the unlicensed personnel assist
R4 with oxygen.

R4's record lacked an individualized treatment or
therapy plan that would have instructed staff how
often to check oxygen saturation levels and when
a nurse should have been notified of the results.
R4's Service Recap summary dated October
2021 indicated oxygen management, no other
instructions noted, had been conducted daily.
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On October 7, 2021, at approximately 9:50 a.m.,
Registered Nurse (RN)-B confirmed R4's record
lacked written oxygen instructions.

The licensee's Treatment & Therapy
Management Plan policy, undated, did not
address specific instructions for each resident or
the documentation of those instructions into the
resident's record.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01960 144G.72 Subd. 5 Documentation of 01960
S8=D | administration of treatments

Each treatment or therapy administered by an
assisted living facility must be in the resident
record. The documentation must include the
signature and title of the person who
administered the treatment or therapy and must
include the date and time of administration. When
treatment or therapies are not administered as
ordered or prescribed, the provider must
document the reason why it was not administered
and any follow-up procedures that were provided
to meet the resident's needs.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to document
treatments for one of six residents (R3) with
records reviewed.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
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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 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:
R3's record lacked documentation of treatments
provided.

R3's diagnoses included, but were not limited to,
vascular dementia, (condition caused by the lack
of blood that carries oxygen and nutrient to a part
of the brain), chronic obstructive pulmonary
diseases (COPD-chronic obstruction of lung
airflow that interferes with normal breathing),
atrial fibrillation (an irregular often fast heart rate),
and focal partial epilepsy ( the seizure begins in
one side of the brain and the person has no loss
of awareness of their surroundings during it).

R3's service plan dated November 22, 2020,
indicated R3 received medication management,
dressing, hygiene, catheter care, anticoagulation,
housekeeping and laundry.

On October 6, 2021, at approximately 7:23 a.m.,
Licensed Practical Nurse (LPN)-V was observed
assisting R3 with ambulation, insertion of hearing
aides, cleaned and applied eye glasses and
verifying the catheter leg bag was intact.

On October 6, 2021, at approximately 2:30 p.m.,

a record review of R3's Service Recap Summary-
September 2021 through October 2021, indicated
staff failed to document catheter cares as follows:

- September 11, 2021; and
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- October 2 (3:00 p.m. and 7:00 p.m.) and 3 (2:00
a.m. and 4:00 a.m.), 2021.

On October 7, 2021, at approximately 10:00 a.m.,
Registered Nurse (RN)-B confirmed R3's record
lacked the documentation of completed services
as required.

The licensee's Resident Records/Documentation
policy dated August 2020 indicated the resident
record would include documentation that services
had been provided as identified in the Care
Plan/Service Plan.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

144G.81 Subdivision 1 Fire protection and
physical environment

An assisted living facility with dementia care that
has a secured dementia care unit must meet the
requirements of section 144G.45 and the
following additional requirements:

(1) a hazard vulnerability assessment or safety
risk must be performed on and around the
property. The hazards indicated on the
assessment must be assessed and mitigated to
protect the residents from harm; and

(2) the facility shall be protected throughout by an
approved supervised automatic sprinkler system
by August 1, 2029.

This MN Requirement is not met as evidenced
by:
Based on observation, record review and

01960

02040

STATE FORM

Minnesota Department of Health

6899

B8S311

If continuation sheet 117 of 130




PRINTED: 11/16/2021

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
30824 B. WING 10/07/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4195 WESTBERG ROAD
EDGEWOOD HERMANTOWN I SR LVG
DULUTH, MN 55811
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

02040 | Continued From page 117 02040

interview, the licensee failed to provide a hazard
vulnerability or safety risk assessment that
included hazards identified on and around the
property. Mitigation of hazards to protect
residents from harm was not included in the plan.
This had the potential to affect all dementia care
residents.

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

The findings include:

On October 5, 2021, between 10:00 a.m. and
2:30 p.m., during a tour of the facility with
environmental services director (ESD)-E, the
following hazards and safety risks were observed:

Memory Care

- the fence in the resident outdoor recreation area
had gaps at the bottom that were large enough to
allow a person to crawl out of the secured area.
The recreation area was accessible to residents
exiting from A and B Pods.

On October 5, 2021, ESD-E stated there were
ongoing problems with the ground heaving in this
area. He explained that wire had been installed
along the bottom edge of this fence in some
areas to seal gaps, but it was observed that not
all gaps were sealed;
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- the kitchen service counter had not had a rolling
door or other form of closure mechanism installed
to secure the space.

On October 5, 2021, ESD-E stated kitchen doors
were locked, but equipment is not disconnected
or securely stored when the kitchen was not
staffed.

Main Building 4195

- the gas fireplace did not have prevention
measures in place to protect residents from
contacting hot surfaces when the fireplace was
used and the switch to turn on and off the gas
fireplace was the same style as a single pole light
switch.

On October 5, 2021, ESD-E stated that the gas
fireplace was used under staff supervision and
was turned on and off with the use of the switch
located on the wall.

- one electrical panel in the Adult Day Services
area was not locked.

On October 5, 2021, ESD-E confirmed that the
electrical panel should have been locked.

- dementia care residents must walk through the
main assisted living building to access the
enclosed courtyards.

On October 5, 2021, at approximately 2:45 p.m.,
the ESD-E stated that the courtyards were
designated as recreational outdoor space for
dementia care residents.

On October 5, 2021, at approximately 2:45 p.m.,
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the ESD-E provided records for review, which
included a Hazard Vulnerability Assessment.

On October 5, 2021, between 2:45 p.m. and 3:50
p.m., the Hazard Vulnerability Assessment
identified hazards within the community and the
distance of these hazards from the facility but did
not include, hazards on and around the property.

On October 5, 2021, at approximately 4:00 p.m.,
the licensed assisted living director (LALD)-A and
ESD-E confirmed that the facility failed to include
hazards or safety risks specific to the property on
the hazard vulnerability assessment and
mitigation of hazards or safety risks to protect
residents from harm was not included in the
assessment.

No further information was provided.

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

02110 144G.82 Subd. 3 Policies
SS=F
(a) In addition to the policies and procedures
required in the licensing of all facilities, the
assisted living facility with dementia care licensee
must develop and implement policies and
procedures that address the:

(1) philosophy of how services are provided
based upon the assisted living facility licensee's
values, mission, and promotion of
person-centered care and how the philosophy
shall be implemented;

(2) evaluation of behavioral symptoms and
design of supports for intervention plans,
including nonpharmacological practices that are

Mitigation of hazards was not included in the plan.
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person-centered and evidence-informed,;

(3) wandering and egress prevention that
provides detailed instructions to staff in the event
a resident elopes;

(4) medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications;

(5) staff training specific to dementia care;

(6) description of life enrichment programs and
how activities are implemented;

(7) description of family support programs and
efforts to keep the family engaged;

(8) limiting the use of public address and
intercom systems for emergencies and
evacuation drills only;

(9) transportation coordination and assistance to
and from outside medical appointments; and
(10) safekeeping of residents' possessions.

(b) The policies and procedures must be provided
to residents and the residents' legal and
designated representatives at the time of
move-in.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, licensee
failed to ensure policies and procedures required
in the licensing of assisted living facilities with
dementia care were developed and failed to
provided the policies and procedures to residents
and the residents' legal and designated
representatives at the time of move-in. This had
the potential to affect all the residents in the
memory care units.

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
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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:

The licensee failed to develop and implement
policies and procedures that addressed:

- philosophy of how services are provided based
upon the assisted living facility licensee's values,
mission, and

promotion of person-centered care and how the
philosophy shall be implemented,;

- evaluation of behavioral symptoms and design
of supports for intervention plans, including
nonpharmacological practices that are
person-centered and evidence-informed;

- wandering and egress prevention that provides
detailed instructions to staff in the event a
resident elopes;

- medication management, including an
assessment of residents for the use and effects
of medication, including psychotropic
medications;

- staff training specific to dementia care;

- description of life enrichment programs and how
activities are implemented;

- description of family support programs and
efforts to keep the family engaged;

- limiting the use of public address and intercom
systems for emergencies and evacuation drills
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only;

- transportation coordination and assistance to
and fro outside medication appointments; and

- safekeeping of resident's possessions.

On October 6, 2021, at approximately 10:00 a.m.,
licensed assisted living director (LALD)-A
confirmed the licensee had not developed the
policies and procedures and had not given them
to the residents.

The licensee lacked policies to include the new
Assisted Living Licensure requirements, that went
into effect August 1, 2021.

No further information was provided.

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

144G.90 Subdivision 1 Assisted living bill of
rights; notification

(a) An assisted living facility must provide the
resident a written notice of the rights under
section 144G.91 before the initiation of services
to that resident. The facility shall make all
reasonable efforts to provide notice of the rights
to the resident in a language the resident can
understand.

(b) In addition to the text of the assisted living bill
of rights in section 144G.91, the notice shall also
contain the following statement describing how to
file a complaint or report suspected abuse:

"If you want to report suspected abuse, neglect,
or financial exploitation, you may contact the
Minnesota Adult Abuse Reporting Center

02110

02240
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(MAARC). If you have a complaint about the
facility or person providing your services, you may
contact the Office of Health Facility Complaints,
Minnesota Department of Health. You may also
contact the Office of Ombudsman for Long-Term
Care or the Office of Ombudsman for Mental
Health and Developmental Disabilities."

(c) The statement must include contact
information for the Minnesota Adult Abuse
Reporting Center and the telephone number,
website address, e-mail address, mailing
address, and street address of the Office of
Health Facility Complaints at the Minnesota
Department of Health, the Office of Ombudsman
for Long-Term Care, and the Office of
Ombudsman for Mental Health and
Developmental Disabilities. The statement must
include the facility's name, address, e-mail,
telephone number, and name or title of the
person at the facility to whom problems or
complaints may be directed. It must also include
a statement that the facility will not retaliate
because of a complaint.

(d) A facility must obtain written acknowledgment
from the resident of the resident's receipt of the
assisted living bill of rights or shall document why
an acknowledgment cannot be obtained.
Acknowledgment of receipt shall be retained in
the resident's record.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure all residents received
the complete new Assisted Living Bill of Rights.
This had the potential to affect all residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
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resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

R1, R3, R4, R2, R5, and R6's records indicated
the residents received the new Assisted Living Bill
of Rights, but the Bill of Rights did not include the
following information;

-"If you want to report suspected abuse, neglect,
or financial exploitation, you may contact the
Minnesota Adult Abuse Reporting Center
(MAARC).

-If you have a complaint about the facility or
person providing your services, you may contact
the Office of Health Facility Complaints,
Minnesota Department of Health.

-You may also contact the Office of Ombudsman
for Long-Term Care or the Office of Ombudsman
for Mental Health and Developmental
Disabilities."

The Bill of Rights provided did not include
contact information for the Minnesota Adult Abuse
Reporting Center and the telephone number,
website address, e-mail address, mailing
address, and street address of the Office of
Health Facility Complaints at the Minnesota
Department of Health, the Office of Ombudsman
for Long-Term Care, and the Office of
Ombudsman for Mental Health and
Developmental Disabilities and the facility's
name, address, e-mail, telephone number, and
name or title of the person at the facility to whom
problems or complaints may be directed. In
addition, it did not include a statement that the
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(a) Residents have the right to care and assisted
living services that are appropriate based on the
resident's needs and according to an up-to-date
service plan subject to accepted health care
standards.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to provide care and
services according to acceptable health care
standards, medical or nursing standards in two of
two rooms (A6 and 121) where oxygen was
stored.

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
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facility will not retaliate because of a complaint.
On October 6, 2021, at approximately 10:00 a.m.,
licensed assisted living director (LALD)-A verified
the new Assisted Living Bill of Rights given to R1,
R3, R4, R2, R5, and R6 and all other residents
receiving services did not include the required
content as indicated above.
A policy regarding providing
residents/representatives the bill of rights and
information on complaints was requested from
the licensee, but was not provided.
No additional information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
02310| 144G.91 Subd. 4 Appropriate care and services 02310
SS=D
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resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

On October 5, 2021, at approximately 2:15 p.m.,
the engineering team reported they had observed
an oxygen tank cylinder lying flat on the floor in
resident room 121.

On October 5, 2021, at approximately 2:25 p.m.,
two oxygen tank cylinders were observed in room
121. One oxygen cylinder observed was secured
in a wheeled oxygen tank cylinder cart. The
second oxygen tank cylinder observed was
upright and unsecured.

On October 5, 2021, at approximately 2:30 p.m.,
the engineering team reported they had observed
three oxygen cylinders, unsecured, in resident
room A6 in the memory care building.

On October 6, 2021, at approximately 2:30 p.m.,
Registered Nurse (RN)-B stated the oxygen tank
cylinders should have been stored upright and
secured to prevent the cylinders from falling over.

The licensee's policy titled, Oxygen Assistance
and Administration, dated August 2020, indicated
oxygen tanks would be secured and stored
upright at all times. The same policy indicated the
tanks would have suitable racks or bins for
storage.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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02410 144G.91 Subd. 13 Personal and treatment 02410
SS=D | privacy

(a) Residents have the right to consideration of
their privacy, individuality, and cultural identity as
related to their social, religious, and psychological
well-being. Staff must respect the privacy of a
resident's space by knocking on the door and
seeking consent before entering, except in an
emergency or where clearly inadvisable or unless
otherwise documented in the resident's service
plan.

(b) Residents have the right to have and use a
lockable door to the resident's unit. The facility
shall provide locks on the resident's unit. Only a
staff member with a specific need to enter the
unit shall have keys. This right may be restricted
in certain circumstances if necessary for a
resident's health and safety and documented in
the resident's service plan.

(c) Residents have the right to respect and
privacy regarding the resident's service plan.
Case discussion, consultation, examination, and
treatment are confidential and must be conducted
discreetly. Privacy must be respected during
toileting, bathing, and other activities of personal
hygiene, except as needed for resident safety or
assistance.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to ensure privacy was maintained during
medication administration for two of six residents
(R9 and R10) with records reviewed.

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

R9 and R10's nasal spray and eye drop
medication were administered while R9 and R10
were seated in the dining room at a table
occupied by co-residents.

R9

R9's prescriber orders dated October 5, 2021,
included an order for a nasal spray to be
administered to both nostrils daily.

On October 5, 2021, at approximately 8:40 a.m.,
R9 was seated at a dining room table in the open
dining/living room area. There were two other
residents seated at the same table in the dining
room. Unlicensed personnel (ULP)-J approached
R9 and following appropriate technique
administered a nasal spray medication in direct
view of the two other residents seated at the
dining table. ULP-J did not encourage, offer, or
attempt to assist R9 to a private area prior to
administering the nasal spray.

R10

R10's prescriber orders dated March 13, 2021,
included an order for a nasal spray to be
administered to both nostrils daily and eye drops
daily.

On October 5, 2021, at approximately 8:40 a.m.,
R10 was seated at a dining room table in the
open dining/living room area. There were two
other residents seated at the same table in the
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dining room. ULP-J approached R10 and
following appropriate technique administered a
nasal spray medication and administered eye
drops to both eyes in direct view of the two other
residents seated at the dining table. ULP-J did
not encourage, offer, or attempt to assist R10 to a
private area prior to administering the nasal
spray.

Directly following the above two observations,
ULP-J confirmed she had not offered,
encouraged or provided R9 or R10 privacy when
administering nasal sprays and eye drops at the
dining room table.

On October 5, 2021, at approximately 9:00 a.m.,
Registered Nurse (RN)-T confirmed nasal spray
and eyedrops should be administered in private
and not in view of other residents.

The licensee's Medication Administration policy
dated August 2020 did not address providing
privacy during medication administration.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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m Minnesota Department of Health
11 East Superior St.

DEPARTMENT Duluth
OF HEALTH

Eny 53;55 o1 Food and Beverage Establishment Page 1
ate: .

Time:  11:15:00 Inspection Report

Report: 1016211181

— Location: — Establishment Infe:
Edgewood Hermantown | Sr Lvg - Receiving Kitchen ID #: 0038916
4195 Westberg Road Risk: _
Hermantown, MN55811 Announced Inspection: No

St. Louis County, 69

— License Categories: — Operator:
; Phone #: 2187238905
Expireson: [/ ID #:

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

The following orders were issued during this inspection.

2-100 Supervision

2-102.12DMN

MN Rule 4626.0033D Post the certified food protection manager certificate.
CFPM CERTIFICATE NOT POSTED.

Comply By: 10/29/21

Food and Equipment Temperatures

Process/Item: Upright Cooler
Temperature: 38 Degrees Fahrenheit - Location: YOGURT
Violation Issued: No

Process/Item: Upright Freezer
Temperature: Degrees Fahrenheit - Location: ALL FOOD FROZEN
Violation Issued: No

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

COMMENTS:

ESTABLISHMENT WAS IN COMPLIANCE WITH ALL COVID-19 EXECUTIVE ORDERS AT TIME OF
INSPECTION.

DISCUSSED THE IMPORTANCE OF FREQUENT HAND WASHING BY ALL STAFF, AS WELL AS
LIMITING BARE HAND CONTACT WITH ALL READY TO EAT FOODS. STAFF HAVE GLOVES
AVAILABLE. USE GLOVES WITH ALL READY TO EAT FOODS AND CHANGE GLOVES
FREQUENTLY AND ANY TIME TASKS ARE CHANGED.



Type:  Full Food and Beverage Establishment Page 2
Date: 10/05/21

Time:  11:15:00 Inspection Report

Report: 1016211181
Edgewood Hermantown | Sr Lvg - Receiving Kitchen

DISCUSSED THE EMPLOYEE ILLNESS POLICY AND THE EXCLUSION OF EMPLOYEES SICK WITH
SYMPTOMS OF VOMITING AND/OR DIARRHEA UNTIL 24 HOURS AFTER THEIR LAST SYMPTOM.

CONTACT THE DEPARTMENT OF HEALTH IF ANY EMPLOYEES ARE DIAGNOSED WITH
SALMONELLA, SHIGELLA, SHIGA TOXIN-PRODUCING E. COLI, HEPATITIS A. VIRUS,
NOROVIRUS, OR ANOTHER BACTERIAL, VIRAL OR PARASITIC PATHOGEN OR IF THERE ARE
ANY CUSTOMER ILLNESS COMPLAINTS.

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 1016211181 of 10/05/21.

Certified Food Protection Manager:

Certification Number: Expires: __/ /
Signed: Signed:%%%.i
Michael Khalar CIliff LaVigne
Kitchen Manager Sanitarian
Duluth
2183026181

clifford.lavigne@state.mn.us



Report #: 1016211181

Food Establishment Inspection Report

m Minnesota Department of Health No. of RF/PHI Categories Out 1 Date  10/05/21
DEPARTMENT 11 East Superior St. No. of Repeat RF/PHI Categories Out 0 Time In  11:15:00
OF HEALTH Duluth Legal Authority MN Rules Chapter 4626 Time Out
Edgewood Hermantown | Sr Lvg Address City/State Zip Code Telephone

Receiving Kitchen 4195 Westberg Road Hermantown, MN 55811 2187238905
License/Permit # Permit Holder Purpose of Inspection Est Type Risk Category
0038916 Full

IN=in compliance

FOODBORNE ILLNESS RISK FACTORS AND PUBLIC HEALTH INTERVENTIONS

Circle designated compliance status (IN, OUT, N/O, N/A) for each numbered item

OUT= not in compliance N/O= not observed

N/A= not applicable

COS=corrected on-site during inspection

Mark "X" in appropriate box for COS and/or R
R=repeat violation

Compliance Status

| cos ®

Compliance Status

‘ COS‘ R

Surpervision

Time/Temperature Control for Safety

1iCIN)ouTt PIC knowledgeable; duties & oversight 18 IN OU'I(N/A) N/O| Proper cooking time & temperature
2] in(ou) NA Certified food protection manager, duties 19 IN OUT NJ/A) N/O| Proper reheating procedures for hot holding
Employee Health 20 IN OUT(N/A) N/O| Proper cooling time & temperature
3 @ ouT Mgmt/Staff;knowledge,responsibilities&reporting 21l IN OUT NI N/9 Proper hot holding temperatures
4/ IN) OUT Proper use of reporting, restriction & exclusion 220 IN)OUT N/A Proper cold holding temperatures
5 @ ouT (I:\;g(r:ﬁsc;iures for responding to vomiting & diarrheal 23( IN)OUT N/A N/O| Proper date marking & disposition
Good Hygenic Practices 24 IN OU N/O| Time as a public health control: procedures & records
6/(INY ouT N/O| Proper eating, tasting, drinking, or tobacco use Consumer Advisory

(IN) ouT

~

N/O

No discharge from eyes, nose, & mouth

IN OUTN/A)

| Consumer advisory provided for raw/undercooked food| |

Preventing Contamination by Hands

Highly Susceptible Populations

N/O

8( IN) out

Hands clean & properly washed

IN OUT(N/A)

\ Pasteurized foods used; prohibited foods not offered \ \

No bare hand contact with RTE foods or pre-approved

Food and Color Additives and Toxic Substances

9 @ OUT N/A NIO| alternate pprocedure properly followed 27 IN OU'I(N/A) Food additives: approved & properly used
10 IN ) OUT Adequate handwashing sinks supplied/accessible 28( IN)oUT Toxic substances properly identified, stored, & used
Approved Source Conformance with Approved Procedures
1{ IN) ouT Food obtained from approved source 29‘ IN OUTN/A ‘ Compliance with variance/specialized process/HACCP ‘ ‘
12 IN OUT N/ N/o) Food received at proper temperature
13( IN) ouT Food in good condition, safe, & unadulterated
14 |y OU@ N/O Requi_red records_ available; shellstock tags,
parasite destruction Risk factors (RF) are improper practices or proceedures identified as the most
Protection from Contamination prevalent contributing factors of foodborne iliness or injury. public Health Interventions
14 1N) ouT VA NG Food separated and protected (PHI) are control measures to prevent foodborne illness or injury.
1§ IN)OUT N/A Food contact surfaces: cleaned & sanitized

Proper disposition of returned, previously served,

17 @ ouT

reconditioned, & unsafe food

Mark "X" in box if numbered item is not in compliance

GOOD RETAIL PRACTICES

Good Retail Practices are preventative measures to control the addition of pathogens, chemicals, and physical objects into foods.

Mark "X" in appropriate box for COS and/or R

COS=corrected on-site during inspection

R= repeat violation

‘co% R

‘cos{ R

Safe Food and Water

Proper Use of Utensils

30 | N oUT ‘ Pasteurized eggs used where required 43 In-use utensils: properly stored
a1 ‘ Water & ice obtained from an approved source 44 Utensils, equipment & linens: properly stored, dried, & handled
32 | IN ou‘ Variance obtained for specialized processing methods jz ler;il:s-uusiz";iep::;”Ce articles: properly stored & used
Food Temperature Control Utensil Equipment and Vending
33 Proper cooling methods used; adequate equipment for Food & non-food contact surfaces cleanable, properly
temperature control 47 designed, constructed, & used
34 | N OUT@ N/O| Plant food properly cooked for hot holding 48 Warewashing facilities: installed, maintained, & used; test strips
35| IN OUT(N/AN/O| Approved thawing methods used 49 Non-food contact surfaces clean
36 ‘ Thermometers provided & accurate Physical Facilities
Food Identification 50 Hot & cold water available; adequate pressure
37 Food properly labled; original container 51 Plumbing installed; proper backflow devices
Prevention of Food Contamination 52 Sewage & waste water properly disposed
38 Insects, rodents, & animals not present 53 Toilet facilities: properly constructed, supplied, & cleaned
39 Contamination prevented during food prep, storage & display 54 Garbage & refuse properly disposed; facilities maintained
40 Personal cleanliness 55 Physical facilities installed, maintained, & clean
4 Wiping cloths: properly used & stored 56 Adequate ventilation & lighting; designated areas used
42 Washing fruits & vegetables 57 Compliance with MCIAA
58 Compliance with licensing & plan review

Food Recalls:

Person in Charge (Signature)

Date: 10/18/21

Inspector (Signature)

CoE G s~




m Minnesota Department of Health
11 East Superior St.

DEPARTMENT Duluth
OF HEALTH

Eny 53;55 o1 Food and Beverage Establishment Page 1
ate: .

Time:  11:30:00 Inspection Report

Report: 1016211182

— Location: — Establishment Infe:
Edgewood Hermantown I Sr Lvg - MEMORY CARE ID #: 0038916
4195 Westberg Road Risk: _
Hermantown, MN55811 Announced Inspection: No

St. Louis County, 69

— License Categories: — Operator:
; Phone #: 2187238905
Expireson: [/ ID #:

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

The following orders were issued during this inspection.

2-100 Supervision

2-102.12DMN

MN Rule 4626.0033D Post the certified food protection manager certificate.
NO CFPM CERTIFICATE POSTED.

Comply By: 10/29/21

4-500 Equipment Maintenance and Operation
4-501.11AB

MN Rule 4626.0735AB All equipment and components must be in good repair and maintained and adjusted in
accordance with manufacturer's specifications.

GASKETS ON UPRIGHT COOLER NEED REPLACEMENT. REPLACE GASKETS
Comply By: 10/22/21

Surface and Equipment Sanitizers

Hot Water: = at 169 Degrees Fahrenheit
Location: DISH WASHER
Violation Issued: No

Food and Equipment Temperatures

Process/ltem: Upright Freezer
Temperature: Degrees Fahrenheit - Location: ALL FOOD FROZEN
Violation Issued: No

Process/Item: Walk-In Cooler
Temperature: 38 Degrees Fahrenheit - Location: HAM SALAD
Violation Issued: No




Type:  Full Food and Beverage Establishment Page 2
Date: 10/05/21

Time:  11:30:00 Inspection Report

Report: 1016211182
Edgewood Hermantown | Sr Lvg - MEMORY CARE

Process/Item: Walk-In Cooler
Temperature: Degrees Fahrenheit - Location:
Violation Issued: No

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

COMMENTS:

ESTABLISHMENT WAS IN COMPLIANCE WITH ALL COVID-19 EXECUTIVE ORDERS AT TIME OF
INSPECTION.

DISCUSSED THE IMPORTANCE OF FREQUENT HAND WASHING BY ALL STAFF, AS WELL AS
LIMITING BARE HAND CONTACT WITH ALL READY TO EAT FOODS. STAFF HAVE GLOVES
AVAILABLE. USE GLOVES WITH ALL READY TO EAT FOODS AND CHANGE GLOVES
FREQUENTLY AND ANY TIME TASKS ARE CHANGED.

DISCUSSED THE EMPLOYEE ILLNESS POLICY AND THE EXCLUSION OF EMPLOYEES SICK WITH
SYMPTOMS OF VOMITING AND/OR DIARRHEA UNTIL 24 HOURS AFTER THEIR LAST SYMPTOM.

CONTACT THE DEPARTMENT OF HEALTH IF ANY EMPLOYEES ARE DIAGNOSED WITH
SALMONELLA, SHIGELLA, SHIGA TOXIN-PRODUCING E. COLI, HEPATITIS A. VIRUS,
NOROVIRUS, OR ANOTHER BACTERIAL, VIRAL OR PARASITIC PATHOGEN OR IF THERE ARE
ANY CUSTOMER ILLNESS COMPLAINTS.

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 1016211182 of 10/05/21.

Certified Food Protection Manager:

Certification Number: Expires: __/ /
Signed: Signed:%%%
Michael Khalar Clitf LaVigne
Kitchen Manager Sanitarian
Duluth
2183026181

clifford.lavigne@state.mn.us



Report #: 1016211182

Food Establishment Inspection Report

m Minnesota Department of Health No. of RF/PHI Categories Out 1 Date  10/05/21
DEPARTMENT 11 East Superior St. No. of Repeat RF/PHI Categories Out 0 Time In  11:30:00
OF HEALTH Duluth Legal Authority MN Rules Chapter 4626 Time Out
Edgewood Hermantown | Sr Lvg Address City/State Zip Code Telephone

MEMORY CARE 4195 Westberg Road Hermantown, MN 55811 2187238905
License/Permit # Permit Holder Purpose of Inspection Est Type Risk Category
0038916 Full

IN=in compliance

FOODBORNE ILLNESS RISK FACTORS AND PUBLIC HEALTH INTERVENTIONS

Circle designated compliance status (IN, OUT, N/O, N/A) for each numbered item

OUT= not in compliance N/O= not observed

N/A= not applicable

COS=corrected on-site during inspection

Mark "X" in appropriate box for COS and/or R
R=repeat violation

Compliance Status

| cos ®

Compliance Status

‘ COS‘ R

Surpervision

Time/Temperature Control for Safety

1iCIN)ouTt PIC knowledgeable; duties & oversight 18 IN OUT N/A(N@ Proper cooking time & temperature
2] InCou) NA Certified food protection manager, duties 19 IN ouT N/A(N/Q) Proper reheating procedures for hot holding
Employee Health 20 IN OUT N/A( N/Q) Proper cooling time & temperature
3 @ ouT Mgmt/Staff;knowledge,responsibilities&reporting 21 IN OUT N/ N/9 Proper hot holding temperatures
4|/ IN) ouT Proper use of reporting, restriction & exclusion 220 IN)OUT N/A Proper cold holding temperatures
5 @ ouT zczi$§ures for responding to vomiting & diarrheal 23( IN)OUT N/A N/O| Proper date marking & disposition
Good Hygenic Practices 24 IN OU N/O| Time as a public health control: procedures & records
6[(INY) ouT N/O| Proper eating, tasting, drinking, or tobacco use Consumer Advisory
7 m ouT N/O| No discharge from eyes, nose, & mouth 25{ IN OU'I(N/@ ‘ Consumer advisory provided for raw/undercooked food‘ ‘
Preventing Contamination by Hands Highly Susceptible Populations
8% ouT N/O| Hands clean & properly washed 26{ IN OU'(N//9 \ Pasteurized foods used; prohibited foods not offered \ \
9 OUT N/A N/O No bare hand contact with RTE foods or pre-approved Food an(_j .C0|‘01’ Additives and Toxic Substances
@ alternate pprocedure properly followed 27 IN OU'I(N/A) Food additives: approved & properly used

10 IN ) OUT Adequate handwashing sinks supplied/accessible 28( IN)OUT Toxic substances properly identified, stored, & used

Approved Source Conformance with Approved Procedures
13[ 'N) out Food obtained from approved source 29‘ IN OUT N/A ‘ Compliance with variance/specialized process/HACCP ‘ ‘
12 IN OUT N/ N/o) Food received at proper temperature
13( IN) OUT Food in good condition, safe, & unadulterated

14 N out(N/A NIo

Required records available; shellstock tags,
parasite destruction

Protection from Contamination

{ IN

OUT N/A N/Q Food separated and protected

Risk factors(RF) are improper practices or proceedures identified as the most
prevalent contributing factors of foodborne illness or injury. public Health Interventions
(PHI) are control measures to prevent foodborne illness or injury.

160 IN)OUT N/A

Food contact surfaces: cleaned & sanitized

17@

Proper disposition of returned, previously served,

out reconditioned, & unsafe food

Mark "X" in box if numbered item is not in compliance

GOOD RETAIL PRACTICES

Good Retail Practices are preventative measures to control the addition of pathogens, chemicals, and physical objects into foods.

Mark "X" in appropriate box for COS and/or R

COS=corrected on-site during inspection

R= repeat violation

‘co% R

‘cos{ R

Safe Food and Water

Proper Use of Utensils

30 | N oUT ‘ Pasteurized eggs used where required 43 In-use utensils: properly stored
a1 ‘ Water & ice obtained from an approved source 44 Utensils, equipment & linens: properly stored, dried, & handled
32 | IN ou‘ Variance obtained for specialized processing methods jz ler;il:s-uusiz";iep::;”Ce articles: properly stored & used
Food Temperature Control Utensil Equipment and Vending
33 Proper cooling methods used; adequate equipment for Food & non-food contact surfaces cleanable, properly
temperature control 47 X designed, constructed, & used
34 | N OUT@ N/O| Plant food properly cooked for hot holding 48 Warewashing facilities: installed, maintained, & used; test strips
35 | IN OUT N/@ Approved thawing methods used 49 Non-food contact surfaces clean
36 ‘ Thermometers provided & accurate Physical Facilities
Food Identification 50 Hot & cold water available; adequate pressure
37 Food properly labled; original container 51 Plumbing installed; proper backflow devices
Prevention of Food Contamination 52 Sewage & waste water properly disposed
38 Insects, rodents, & animals not present 53 Toilet facilities: properly constructed, supplied, & cleaned
39 Contamination prevented during food prep, storage & display 54 Garbage & refuse properly disposed; facilities maintained
40 Personal cleanliness 55 Physical facilities installed, maintained, & clean
4 Wiping cloths: properly used & stored 56 Adequate ventilation & lighting; designated areas used
42 Washing fruits & vegetables 57 Compliance with MCIAA
58 Compliance with licensing & plan review

Food Recalls:

Person in Charge (Signature)

Date: 10/18/21

Inspector (Signature)

CoE G s~




m Minnesota Department of Health
11 East Superior St.

DEPARTMENT Duluth
OF HEALTH

Eny 53;55 o1 Food and Beverage Establishment Page 1
ate: .

Time:  10:30:00 Inspection Report

Report: 1016211180

— Location: — Establishment Infe:
Edgewood Hermantown | Sr Lvg - Main Kitchen ID #: 0038916
4195 Westberg Road Risk: _
Hermantown, MN55811 Announced Inspection: No

St. Louis County, 69

— License Categories: — Operator:
; Phone #: 2187238905
Expireson: [/ ID #:

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

The following orders were issued during this inspection.

2-100 Supervision

2-102.12DMN

MN Rule 4626.0033D Post the certified food protection manager certificate.
CFPM CERTIFICATE NOT POSTED.

Comply By: 10/29/21

6-500 Physical Facility Maintenance/Operation and Pest Control
6-501.16

MN Rule 4626.1540 Hang mops to dry after each use and do not store mops in a manner that will soil walls,
equipment or supplies.

MOPS WERE NOT HUNG UP. CORRECTED DURING INSPECTION.
Corrected on Site

Surface and Equipment Sanitizers

Hot Water: = at 161 Degrees Fahrenheit
Location: DISH WASHER
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Walk-In Cooler
Temperature: 40 Degrees Fahrenheit - Location: BUTTER
Violation Issued: No

Process/Item: Walk-In Freezer
Temperature: Degrees Fahrenheit - Location: ALL FOOD FROZEN
Violation Issued: No




Type:  Full Food and Beverage Establishment Page 2
Date: 10/05/21

Time:  10:30:00 Inspection Report

Report: 1016211180
Edgewood Hermantown | Sr Lvg - Main Kitchen

Process/Item: Prep Top Cooler
Temperature: 38 Degrees Fahrenheit - Location: HARD BOILED EGGS
Violation Issued: No

Process/Item: Hot Holding
Temperature: 183 Degrees Fahrenheit - Location: BREAD
Violation Issued: No

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

COMMENTS:

ESTABLISHMENT WAS IN COMPLIANCE WITH ALL COVID-19 EXECUTIVE ORDERS AT TIME OF
INSPECTION.

DISCUSSED THE IMPORTANCE OF FREQUENT HAND WASHING BY ALL STAFF, AS WELL AS
LIMITING BARE HAND CONTACT WITH ALL READY TO EAT FOODS. STAFF HAVE GLOVES
AVAILABLE. USE GLOVES WITH ALL READY TO EAT FOODS AND CHANGE GLOVES
FREQUENTLY AND ANY TIME TASKS ARE CHANGED.

DISCUSSED THE EMPLOYEE ILLNESS POLICY AND THE EXCLUSION OF EMPLOYEES SICK WITH
SYMPTOMS OF VOMITING AND/OR DIARRHEA UNTIL 24 HOURS AFTER THEIR LAST SYMPTOM.

CONTACT THE DEPARTMENT OF HEALTH IF ANY EMPLOYEES ARE DIAGNOSED WITH
SALMONELLA, SHIGELLA, SHIGA TOXIN-PRODUCING E. COLI, HEPATITIS A. VIRUS,
NOROVIRUS, OR ANOTHER BACTERIAL, VIRAL OR PARASITIC PATHOGEN OR IF THERE ARE
ANY CUSTOMER ILLNESS COMPLAINTS.

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 1016211180 of 10/05/21.

Certified Food Protection ManagerMichael Khalar

Certification Number: Expires: __/ /
Signed: Signed:%%
Michael Khalar Cliff LaVigne
Kitchen Manager Sanitarian
Duluth
2183026181

clifford.lavigne@state.mn.us



Report #: 1016211180

Food Establishment Inspection Report

m Minnesota Department of Health No. of RF/PHI Categories Out 1 Date  10/05/21
DEPARTMENT 11 East Superior St. No. of Repeat RF/PHI Categories Out 0 Time In  10:30:00
OF HEALTH Duluth Legal Authority MN Rules Chapter 4626 Time Out
Edgewood Hermantown | Sr Lvg Address City/State Zip Code Telephone

Main Kitchen 4195 Westberg Road Hermantown, MN 55811 2187238905
License/Permit # Permit Holder Purpose of Inspection Est Type Risk Category
0038916 Full

IN=in compliance

FOODBORNE ILLNESS RISK FACTORS AND PUBLIC HEALTH INTERVENTIONS

Circle designated compliance status (IN, OUT, N/O, N/A) for each numbered item

OUT= not in compliance N/O= not observed

N/A= not applicable

COS=corrected on-site during inspection

Mark "X" in appropriate box for COS and/or R
R=repeat violation

Compliance Status

| cos ®

Compliance Status

‘ COS‘ R

Surpervision

Time/Temperature Control for Safety

1iCIN)ouTt PIC knowledgeable; duties & oversight 18 IN OUT N/A(N@ Proper cooking time & temperature
2] InCou) NA Certified food protection manager, duties 19 IN ouT N/A(N/Q) Proper reheating procedures for hot holding
Employee Health 20 IN OUT N/A( N/Q) Proper cooling time & temperature
3@ ouT Mgmt/Staff;knowledge,responsibilities&reporting 21 IN)OUT N/A N/O| Proper hot holding temperatures
4/( IN) ouT Proper use of reportlng,. restnctlorT & exclu.smn 220 TN) OUT N/A Proper cold holding temperatures
5 @ ouT zczi$§ures for responding to vomiting & diarrheal 23( IN)OUT N/A N/O| Proper date marking & disposition
Good Hygenic Practices 24 IN OU N/O| Time as a public health control: procedures & records
6/ ("IN ouT N/O| Proper eating, tasting, drinking, or tobacco use Consumer Advisory

(IN) ouT

~

N/O

No discharge from eyes, nose, & mouth

IN OUTN/A)

Consumer advisory provided for raw/undercooked food‘ ‘

Preventing Contamination by Hands

Highly Susceptible Populations

8( IN) OUT  NIQ

Hands clean & properly washed

IN OUT(N/A)

\ Pasteurized foods used; prohibited foods not offered \ \

©

No bare hand contact with RTE foods or pre-approved
alternate pprocedure properly followed

Food and Color Additives and Toxic Substances

IN ou(N/A)

Food additives: approved & properly used

@ OUT N/A N/O
IN

ouT

[

Adequate handwashing sinks supplied/accessible

28( IN)OUT

Toxic substances properly identified, stored, & used

Approved Source

=

{ IN) ouT

Food obtained from approved source

Conformance with Approved Procedures

12 IN OUT NI/ N/O)

Food received at proper temperature

2% IN OUTN/A

‘ Compliance with variance/specialized process/HACCP ‘ ‘

[y
C

3( IN) OuUT

Food in good condition, safe, & unadulterated

14 N out(N/A NIo

Required records available; shellstock tags,
parasite destruction

Protection from Contamination

{ IN) ouT N/A N/d

Food separated and protected

Risk factors(RF) are improper practices or proceedures identified as the most
prevalent contributing factors of foodborne illness or injury. public Health Interventions
(PHI) are control measures to prevent foodborne illness or injury.

160 IN)OUT N/A

Food contact surfaces: cleaned & sanitized

Proper disposition of returned, previously served,

17 @ ouT

reconditioned, & unsafe food

Mark "X" in box if numbered item is not in compliance

GOOD RETAIL PRACTICES

Good Retail Practices are preventative measures to control the addition of pathogens, chemicals, and physical objects into foods.

Mark "X" in appropriate box for COS and/or R

COS=corrected on-site during inspection ~ R= repeat violation

‘ co% R ‘ cos R
Safe Food and Water Proper Use of Utensils
30 | N OUT ‘ Pasteurized eggs used where required 43 In-use utensils: properly stored
a1 ‘ Water & ice obtained from an approved source 44 Utensils, equipment & linens: properly stored, dried, & handled
32 | IN ou‘ Variance obtained for specialized processing methods jz lengle-use/smgle service articles: properly stored & used
oves used properly
Food Temperature Control Utensil Equipment and Vending
33 Proper cooling methods used; adequate equipment for Food & non-food contact surfaces cleanable, properly
temperature control 47 designed, constructed, & used
34 | N OUT@ N/O| Plant food properly cooked for hot holding 48 Warewashing facilities: installed, maintained, & used; test strips
35 | IN OUT N/@ Approved thawing methods used 49 Non-food contact surfaces clean
36 ‘ Thermometers provided & accurate Physical Facilities
Food Identification 50 Hot & cold water available; adequate pressure
37 Food properly labled; original container 51 Plumbing installed; proper backflow devices
Prevention of Food Contamination 52 Sewage & waste water properly disposed
38 Insects, rodents, & animals not present 53 Toilet facilities: properly constructed, supplied, & cleaned
39 Contamination prevented during food prep, storage & display 54 Garbage & refuse properly disposed; facilities maintained
40 Personal cleanliness 55 Physical facilities installed, maintained, & clean X
4 Wiping cloths: properly used & stored 56 Adequate ventilation & lighting; designated areas used
42 Washing fruits & vegetables 57 Compliance with MCIAA
58 Compliance with licensing & plan review

Food Recalls:

Person in Charge (Signature)

Date: 10/18/21

Inspector (Signature)

CoE G s~
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