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

Electronically Delivered
June 26, 2024

Licensee

Heritage Apartments, Inc.
1440 Midway Parkway
Saint Paul, MN 55108

RE: Project Number(s) SL20280015

Dear Licensee:

On June 18, 2024, the Minnesota Department of Health completed a follow-up survey of your facility
to determine if orders from the April 4, 2024, survey were corrected. This follow-up survey verified
that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

m\\&%\m

Casey DeVries, Supervisor

State Evaluation Team

Email: Casey.DeVries@state.mn.us

Telephone: 651-201-5917 Fax: 1-866-890-9290

AH
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*kkkk ATT E N T I O N *kkkkkk

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, this correction order(s) has

been issued pursuant to a survey.

Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:
SL20280015-1

On June 17, 2024, through June 18, 2024, the
Minnesota Department of Health conducted a
follow-up survey at the above provider to
follow-up on orders issued pursuant to a survey
completed on April 4, 2024. At the time of the
survey, there were 58 residents all of whom
received services under the Assisted Living
license. As a result of the follow-up survey, the
licensee is in substantial compliance.

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

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

(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and
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{0 480} | Continued From page 1 {0 480}

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

{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
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:
No further action is required.

{0 680} 144G.42 Subd. 10 Disaster planning and {0 680}
SS=F | 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

Minnesota Department of Health
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{0680} | Continued From page 2 {0 680}
all residents;
(4) post emergency exit diagrams on each floor;
and

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

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

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

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

{0 800} 144G.45 Subd. 2 (a) (4) Fire protection and {0 800}
SS=D | 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 is required.

{0 810} 144G.45 Subd. 2 (b)-(f) Fire protection and {0 810}
SS=F | physical environment

Minnesota Department of Health
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{0 810} | Continued From page 3 {0 810}

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereatfter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(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 is required.

Minnesota Department of Health
STATE FORM 6899 DSLD12 If continuation sheet 4 of 14



PRINTED: 06/26/2024

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
20280 B. WING 06/18/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1440 MIDWAY PARKWAY
HERITAGE APARTMENTS INC SAINT PAUL, MN 55108
(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)
{0 950} | Continued From page 4 {0 950}
{0 950} 144G.50 Subd. 3 Designation of representative {0 950}
SS=F

(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

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

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

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

{0970} 144G.50 Subd. 5 Waivers of liability prohibited {0 970}
SS=C

Minnesota Department of Health
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{0970} | Continued From page 5 {0 970}

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
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:
No further action is required.

{01370} 144G.61 Subd. 2 (a) Training and evaluation of {01370}
SS=F | unlicensed personn

(a) Training and competency evaluations for all
unlicensed personnel must include the following:
(1) documentation requirements for all services
provided;

(2) reports of changes in the resident's condition
to the supervisor designated by the facility;

(3) basic infection control, including blood-borne
pathogens;

(4) maintenance of a clean and safe
environment;

(5) appropriate and safe techniques in personal
hygiene and grooming, including:

(i) hair care and bathing;

(if) care of teeth, gums, and oral prosthetic
devices;

(i) care and use of hearing aids; and

(iv) dressing and assisting with toileting;

(6) training on the prevention of falls;

(7) standby assistance techniques and how to
perform them;

(8) medication, exercise, and treatment
reminders;

Minnesota Department of Health
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{01370} | Continued From page 6 {01370}

(9) basic nutrition, meal preparation, food safety,
and assistance with eating;

(10) preparation of modified diets as ordered by a
licensed health professional;

(11) communication skills that include preserving
the dignity of the resident and showing respect for
the resident and the resident's preferences,
cultural background, and family;

(12) awareness of confidentiality and privacy;

(13) understanding appropriate boundaries
between staff and residents and the resident's
family;

(14) procedures to use in handling various
emergency situations; and

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

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

{01380} 144G.61 Subd. 2 (b) Training and evaluation of {01380}
SS=F | unlicensed personn

(b) In addition to paragraph (a), training and
competency evaluation for unlicensed personnel
providing assisted living services must include:
(1) observing, reporting, and documenting
resident status;

(2) basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel;

(3) reading and recording temperature, pulse,
and respirations of the resident;

(4) recognizing physical, emotional, cognitive,
and developmental needs of the resident;

(5) safe transfer techniques and ambulation;
(6) range of motioning and positioning; and

Minnesota Department of Health
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{01380} | Continued From page 7 {01380}
(7) administering medications or treatments as
required.

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

{01470} 144G.63 Subd. 2 Content of required orientation | {01470}
SS=E
(a) The orientation must contain the following
topics:
(1) an overview of this chapter;
(2) an introduction and review of the facility's
policies and procedures related to the provision
of assisted living services by the individual staff
person;
(3) handling of emergencies and use of
emergency services;
(4) compliance with and reporting of the
maltreatment of vulnerable adults under section
626.557 to the Minnesota Adult Abuse Reporting
Center (MAARC);
(5) the assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights;
(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person;
(7) handling of residents' complaints, reporting of
complaints, and where to report complaints,
iIncluding 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

Minnesota Department of Health
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{01470} | Continued From page 8 {01470}

(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
iInclude 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
iIncidence of dementia, falls, hospitalizations,
iIsolation, and depression; or

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

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

{01500} 144G.63 Subd. 5 Required annual training {01500}
SS=D
(a) All staff that perform direct services must
complete at least eight hours of annual training
for each 12 months of employment. The training
may be obtained from the facility or another
source and must include topics relevant to the
provision of assisted living services. The annual
training must include:
(1) training on reporting of maltreatment of

Minnesota Department of Health
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{01500} | Continued From page 9 {01500}

vulnerable adults under section 626.557;

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

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

(4) effective approaches to use to problem solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders;

(5) review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement those policies and
procedures; and

(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person.
(b) In addition to the topics in paragraph (a),
annual training may also contain training on
providing services to residents with hearing loss.
Any training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
include training on one or more of the following
topics:

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

(2) the health impacts related to untreated
age-related hearing loss, such as increased

Minnesota Department of Health
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{01500} | Continued From page 10 {01500}

incidence of dementia, falls, hospitalizations,
iIsolation, and depression; or

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

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

{01620} 144G.70 Subd. 2 (c-e) Initial reviews, {01620}
SS=D | 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
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

Minnesota Department of Health
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resident moves in, whichever is earlier.

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

{01730} 144G.71 Subd. 5 Individualized medication {01730}
SS=F | 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;

(3) documentation of specific resident instructions
relating to the administration of medications;

(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;

(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and

(7) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered

Minnesota Department of Health
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{01730} | Continued From page 12 {01730}

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:
No further action is required.

{01770} 144G.71 Subd. 9 Documentation of medication {01770}
SS=D | setup

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

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

{01880} 144G.71 Subd. 19 Storage of medications {01880}
SS=E
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:
No further action is required.

Minnesota Department of Health
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{01890} 144G.71 Subd. 20 Prescription drugs {01890}

SS=D
A prescription drug, prior to being set up for
immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the

expiration or beyond-use date of a time-dated
drug.

This MN Requirement is not met as evidenced
by:
No further action is required.
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
May 21, 2024

Licensee

Heritage Apartments, Inc.
1440 Midway Parkway
Saint Paul, MN 55108

RE: Project Number(s) SL20280015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on April 4, 2024, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. The assigned tag number appears in the far left column entitled "ID Prefix
Tag." The state statute number and the corresponding text of the state statute out of compliance are
listed in the "Summary Statement of Deficiencies"” column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . .."

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 may be imposed immediately with no opportunity
to correct the violation first as follows:

Level 1: no fines or enforcement.

Level 2: a fine of S500 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.31, Subd. 4(a)(5), MDH may impose fine amounts of either
$1,000 or $5,000 to licensees who are found to be responsible for maltreatment. MDH may impose a
fine of $1,000 for each substantiated maltreatment violation that consists of abuse, neglect, or
financial exploitation according to Minn. Stat. § 626.5572, Subds. 2, 9, 17. MDH also may impose a

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021



Heritage Apartments, Inc.
May 21, 2024
Page 2

fine of $S5,000 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(b), when a fine is assessed against a facility for
substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.

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

St - 0-1290 - 144g.60 Subdivision 1 - Background Studies Required $3,000.00
St-0-2310- 144g.91 Subd. 4 (a) - Appropriate Care And Services $3,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $6,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:

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

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

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

CORRECTION ORDER RECONSIDERATION PROCESS

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

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

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
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hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating
factor. to submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

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. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

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

If you have any questions, please contact me.

Sincerely,

ANER NN

Casey DeVries, Supervisor
State Evaluation Team

Email: casey.devries@state.mn.us
Telephone: 651-201-5917 Fax: 1-866-890-9290

HHH
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0 000] Initial Comments 0 000
AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assigned tag number
144G.08 to 144G.95, these correction orders are appears in the far-left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings is the Time Period for Correction.
SL20280015-0
PLEASE DISREGARD THE HEADING OF
On April 1, 2024, through April 4, 2024, the THE FOURTH COLUMN WHICH
Minnesota Department of Health conducted a full STATES,"PROVIDER'S PLAN OF
survey at the above provider, and the following CORRECTION." THIS APPLIES TO
correction orders are issued. At the time of the FEDERAL DEFICIENCIES ONLY. THIS
survey, 63 of 63 residents were receiving WILL APPEAR ON EACH PAGE.
services under the Assisted Living license.
THERE IS NO REQUIREMENT TO
An immediate order for correction was identified SUBMIT A PLAN OF CORRECTION FOR
on April 2, 2024, issued for SL20280015-0, tag VIOLATIONS OF MINNESOTA STATE
identification 2310. STATUTES.
On April 3, 2024, the immediacy of correction The letter in the left column is used for
order 2310 was removed, however tracking purposes and reflects the scope
non-compliance remained, and the scope and and level issued pursuant to 144G.31
level remained unchanged. subd. 1, 2, and 3.
An immediate order for correction was identified
on April 3, 2024, issued for SL20280015-0, tag
identification 1290.
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM

6899

D8LD11

If continuation sheet 1 of 55




PRINTED: 05/21/2024

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:
20280 B. WING 04/04/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1440 MIDWAY PARKWAY
HERITAGE APARTMENTS INC
SAINT PAUL, MN 55108
(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
DEFICIENCY)

0 000 | Continued From page 1 0 000

On April 4, 2024, the immediacy of correction
order 1290 was removed, however
non-compliance remained, and the scope and
level remained unchanged.

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

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

(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was

prepared and served according to the Minnesota
Food Code.

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated April 1, 2024, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates

0640 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
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 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
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:

Minnesota Department of Health
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0640 | Continued From page 3 0 640

On April 1, 2024, at 11:15 a.m., surveyor
observed no 911 emergency number posted near
the landline telephone in a resident common area
on the first floor. CNS-C stated the landline phone
was used by residents, and was aware of the
required 911 emergency posting requirement.
CNS-C stated they did not have an answer why
the required posting was not displayed.

On April 1, 2024, at 11:24 a.m., surveyor
observed CNS-C label the landline telephone with
911 emergency number.

No other information was provided.

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

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

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

(b) The facility must provide emergency and
disaster training to all staff during the initial staff

Minnesota Department of Health
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0680 | Continued From page 4 0 680

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 and record review, the
licensee failed to maintain a written emergency
preparedness plan (EPP) with all the required
content as defined in Appendix Z. 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
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:

The licensee's emergency disaster preparedness
plan lacked evidence of the following required
content:

- annual review;

- hazardous vulnerability risk assessment;

- emerging infectious diseases;

- documented risk assessment;

- emergency plan (EP) for patient population;
- process for EP collaboration with local, tribal,
regional and State and Federal,

- subsistence needs for staff and residents;

Minnesota Department of Health
STATE FORM 6899 DSLD11 If continuation sheet 5 of 55




PRINTED: 05/21/2024

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:
20280 B. WING 04/04/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1440 MIDWAY PARKWAY
HERITAGE APARTMENTS INC
SAINT PAUL, MN 55108
(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
DEFICIENCY)

0680 | Continued From page 5 0 680

- procedures for tracking of staff and patients;
- policies and procedures including evacuation;
- policies and procedures for sheltering;

- policies and procedures for medical documents;
- policies and procedures for volunteers;

- arrangement with other facilities;

- roles under a waiver declared by secretary;

- emergency official contact information;

- primary and alternative means for
communication;

- methods for sharing information;

- sharing information on occupancy and needs;
- long-term care (LTC) family notifications; and
- emergency preparation and testing
requirements.

On April 3, 2024, at 9:09 a.m., licensed assisted
living director (LALD)-D stated each floor had a
designated staff member in an emergent
situation, and were aware of the required content
for the EPP. LALD-D stated they were unsure
why the EPP lacked the required information,
"this was here before | started". LALD-C stated
they would work on specific information for the
EPP.

The licensee's undated policy The Heritage Fire
and Safety Procedures indicated the licensee
would have procedures in place to protect the
iInhabitants.

No other information was provided.

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

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

Minnesota Department of Health
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0 800 | Continued From page 6 0 800

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

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to maintain the facility's physical
environment in a continuous state of good repair
and operation regarding the health, safety, and
well-being of the residents. This had the potential
to affect a limited number of 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 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).

Findings include:

On a facility tour on April 3, 2024, at 9:30 a.m.,
with licensed assisted living director (LALD)-D
and maintenance (M)-H, the surveyor made the
following observations of facility hazards and
disrepair:

There was a condensation leak causing a large
puddle of water on the floor under air handling
unit number 1 in the mechanical room. Air
handling units are required to be maintained as
Minnesota Department of Health
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designed and installed at the time of construction
approval.

The smoke alarm in the hallway of resident
sleeping unit number 306 did not operate upon
activation of the test button. Smoke alarms are
required to be maintained in operable condition
according to manufactures instructions and

Minnesota Fire Code in Minnesota Rules Chapter
7511.

During a facility tour on April 3, 2024, at 10:30
a.m., M-H, verified the above listed observations
while accompanying on the tour, and stated a
mechanical contractor was scheduled to repair
leaking air handling unit number 1.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

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

Minnesota Department of Health
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plans upon hiring and at least twice per year
thereatfter.

(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.

(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
Include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to develop the fire
safety and evacuation plan with required content,
make the plan readily available, provide required
training and drills. This had the potential to
directly affect all residents, staff, and visitors.

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

The findings include:

On April 3, 2024, at 11:30 a.m., licensed assisted
living director (LALD)-D, provided documents on

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

FIRE SAFETY AND EVACUATION PLAN

The licensee FSEP, failed to include the
following:

The location and number of resident sleeping
rooms on the evacuation floor plan map. The
number and location of all resident rooms is
required to be included on the evacuation floor
plan map for communication purposes and in
order to provide direction during a fire or similar
emergency.

The FSEP did not identify specific fire protection
actions for residents evident by not including
procedures required of residents during a fire or
similar emergency in writing in the FSEP.

The FSEP included standard resident evacuation
procedures, but failed to provide specific
procedures for resident movement and
evacuation or relocation during a fire or similar
emergency including individualized unique needs
of residents. The FSEP failed to include
evacuation status and unique and unusual needs
of each individual resident in writing and available
for reference during a fire or similar emergency.

During an interview on April 3, 2024, at 11:40
a.m., LALD-D, stated the above listed

documentation was not available.
TRAINING

Record review indicated the licensee failed to
provided evacuation training to residents at least
Minnesota Department of Health
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once per year as evident by not providing
documentation resident training was completed.

Record review indicated the licensee failed to
provide training to employees on the FSEP upon
hire and/or at least twice per year as evident by
not providing documentation training was
completed as required for employees.

During an interview on April 3, 2024, at 11:45
a.m., LALD-D stated training documentation for
residents and employees were not available.

DRILLS

Record review indicated the licensee failed to
conduct evacuation drills for employees twice per
year, per shift with at least one evacuation drill
every other month as evident by not providing
documentation evacuation drills were completed.

During an interview on April 3, 2024, at 11:50
a.m., LALD-D, stated evacuation drill
documentation was not available at this time and,
it would be provided via email by end of day April
4, 2024. No further documentation was provided.

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

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

Minnesota Department of Health
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"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

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

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to include the required statutory
language giving residents the right to identify a
designated representative on its own separate
page for five of five residents (R1, R2, R3, R4
and RY).

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
Minnesota Department of Health
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of the residents).
The findings include:

R1
R1's Assisted Living Contract was signed on July
30, 2021.

R2
R2's Assisted Living Contract was signed on
September 15, 2023.

R3
R3's Assisted Living Contract was signed on June
1, 2023.

R4
R4's Assisted Living Contract was signed on
December 5, 2023.

RS
RS5's Assisted Living Contract was signed on
December 15, 2021.

The licensee's Assisted Living Contract form
utilized for the above listed residents included the
following language in the middle of the first page
preceded by Name and Address of Resident's
Legal Representative information, and followed
by Name and Address of Resident's Responsible
Party for Billing information read, "Name and
address of Resident's Designated
Representative:

A Designated Representative is someone who
may not have legal authority to act on behalf of a
resident but who has been identified by a resident
as having authority to receive information and
notices about the resident specifically related to
the resident's health condition. Although having a
Designated Representative can be helpful to both
Minnesota Department of Health
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Resident and the Facility, Resident is not
obligated to identify such a person.
-The person Resident has identified as his or
her Designated Representative is
-The Designated Representative's address
and telephone number are
-Resident declined to identify a Designated
Representative. Resident's Initials”

The licensee's blank Assisted Living Contract
form, undated, included the same statements and
organization.

The Assisted Living Contract did not provide the
required verbatim "right to designate a
representative for certain purposes” notice on a
document separate from the contract.

On April 2, 2024, at 1:58 p.m., licensed assisted
living director (LALD)-D stated the Assisted Living
Contract was written by the lawyers when the
licensee switched their license to assisted living
license, and they assumed the contract was
written per the statute requirement.

No further information provided.

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

SOSQZ:O 144G.50 Subd. 5 Waivers of liability prohibited 0970
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
iInclude any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
include any provision that requires or implies a

Minnesota Department of Health
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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 assisted living
contract did not include language waiving the
facility's liability for health, safety, or personal
property of a resident for five of five of one
residents (R1, R2, R3, R4 and R)).

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:

R1

R1's Assisted Living Contract was signed on July
30, 2021.

R2
R2's Assisted Living Contract was signed on
September 15, 2023.

R3

R3's Assisted Living Contract was signed on June
1, 2023.

R4
R4's Assisted Living Contract was signed on
December 5, 2023.

RS

Minnesota Department of Health
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R5's Assisted Living Contract was signed on
December 15, 2021.

The licensee's Assisted Living Contract form
utilized for the above listed residents and the
blank contract, pages 12 and 13, included
language waiving the facility's liability, read:
"23. INDEMNIFICATION

As an occupant of The Heritage, Resident
assumes the risk for Resident's own safety and
for the safety of Resident's guests and agents.
Resident will indemnify and hold harmless
Provider, its employees, officers, managers,
owners and agents from and against any and all
claims, actions, damages, and liability and
expense in connection with loss of life, personal
iInjury or damage to property, arising from or out
of, or caused wholly or in part by, an act or
omission of Resident or Resident's guests or
agents.

24. INSURANCE

Provider will maintain appropriate levels and
types of insurance covering the building and its
contents.

Because Provider does not maintain insurance
covering the contents of residents' apartments or
garages, Resident Is strongly encouraged to carry
appropriate levels of liability insurance covering
both the contents of the Apartment, as well as
any injury to Resident or Resident's guests
occurring within the Apartment ("renter's
insurance"). Resident acknowledges and
understands that the lack of such insurance
coverage may result in personal loss to and/or
liability of Resident.

25. LIABILITY

Minnesota Department of Health
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Provider is not liable to Resident or Resident's
guests for any injury, death or property damage
occurring in the Apartment or on Provider's
premises unless such injury, death or property
damage occurs as the result of Provider's own
negligent acts or omissions, or those of its
employees, officers, managers, owners or
agents. Provider is also not liable for any injury,
death or damage occurring as the result of
Resident's receipt of health-related, supportive or
other services from third-party providers. Unless
caused by one of the aforementioned excepted
reasons, Resident agrees to hold Provider
harmless from any and all claims for injuries,
property damage or any other loss resulting from
an accident or other occurrence in the Apartment
or on Provider's premises."

On April 2, 2024, at 1:58 p.m., licensed assisted
living director (LALD)-D stated they were not
aware of the requirement to not include language
waiving the facility's liability for health, safety, or
personal property of a resident in the contract.

No further information provided.

TIME PERIOD FOR CORRECTION: Twenty-one

(21) days
01290| 144G.60 Subdivision 1 Background studies 01290
SS=l| required

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring

Minnesota Department of Health
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self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.

(c) Termination of an employee in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a background study
(BGS) was submitted and received in affiliation
with the assisted living license for three of

twenty-seven employees (unlicensed personnel
(ULP)-B, ULP-F, ULP-G).

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
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:

The licensee's staffing plan dated November 11,

2023, indicated:

-one unlicensed personnel (ULP) was scheduled
for 7:00 a.m. to 3:00 p.m. shift;

-one unlicensed personnel (ULP) was scheduled
for 6:30 a.m. to 3:00 p.m. shift;

-one float unlicensed personnel (ULP) was
scheduled for 2:30 p.m. to 4:30 p.m. shift;

-two unlicensed personnels (ULPs) were

Minnesota Department of Health
STATE FORM 6899 DSLD11 If continuation sheet 18 of 55




PRINTED: 05/21/2024

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:
20280 B. WING 04/04/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1440 MIDWAY PARKWAY
HERITAGE APARTMENTS INC
SAINT PAUL, MN 55108
(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
DEFICIENCY)

01290 | Continued From page 18 01290

scheduled for 4:30 p.m. to 10:15 p.m. shift; and
-one unlicensed personnel (ULP) was scheduled
for 10:15 p.m. to 6: 30 a.m. shift.

On April 3, 2024, at 11:28 a.m., via email
correspondence, human resource director (HR)-E
provided the surveyor with the licensee's
background study roster from NETStudy 2.0 (a
web-based system used to submit background
study requests to the Department of Human
Services) for the licensee's health facility
identification number (HFID) 20280. The roster
did not include ULP-B, ULP-F or ULP-G.

On April 3, 2024, at 1:07 p.m., licensed assisted
living director (LALD)-D stated ULPs were not
always supervised and can work independently.

ULP-B
ULP- B was hired on November 14, 2023, to
provide direct cares and services to residents.

On April 2, 2024, at 8:30 a.m., the surveyor
observed ULP-B administering medication to RS,
unsupervised.

The licensee's staffing schedule for April 1, 2024,
through April 20, 2024, indicated ULP-B was
scheduled to work day-shifts (7a.m. to 3 p.m.) for
the following dates: April 1, 8, 15, day-shift (6:30
a.m., to 12:30 p.m.) for the following dates April 2,
7,9,12, 16, 14, and evening-shifts (2:30 p.m. to
10:15 p.m.) for the following dates: April 7.

ULP-B's employee record did not include a
background study clearance letter. The licensee
lacked evidence the licensee completed a
background study for ULP-B upon hire.

ULP-F

Minnesota Department of Health
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ULP- F was hired on August 28, 2023, to provide
direct cares and services to residents.

The licensee's staffing schedule for April 1, 2024,
through April 20, 2024, indicated ULP-F was
scheduled to work day-shifts (7a.m. to 3 p.m.) for
the following dates: April 1, 8, 15, day-shift (6:30
a.m., to 2:30 p.m.) for the following days April 1,
8, 15, and evening-shifts (4:30 p.m. to 10:00
p.m.) for the following dates: April 10, 15.

ULP-F's employee record did not include a
background study clearance letter. The licensee
lacked evidence the licensee submitted a
background study for ULP-F upon hire.

ULP-G
ULP- G was hired on January 5, 1987, to provide
direct cares and services to residents.

The licensee's staffing schedule for April 1, 2024,
through April 20, 2024, indicated ULP-G was
scheduled to work evening-shifts (2:30 p.m. to
10:00 p.m.) for the following dates: April 3, 9, 13,
14, 17 and evening shift (4:30 p.m. to 10: p.m.)
for the following dates: April 11, 12.

ULP-G's employee record included a background
study clearance completed July 3, 1996. The
licensee's HFID was not indicated on the letter.
The licensee lacked evidence the licensee
submitted or affiliated a recent background study
to HFID 20280 for ULP-G.

On April 3, 2024, at 1:02 p.m., HR-E stated
ULP-G was hired in 1987 and a background
study was not required at the time of hire. HR-E
stated they were not aware a background study
was needed to be completed for ULP-G. The
surveyor inquired how would they know if the ULP

Minnesota Department of Health
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was safe to work with vulnerable adults. HR-E
stated, "l do not know if [they] are safe." HR-E
also stated they were not aware ULP-F's
background study was not completed. HR-E
stated they made multiple attempts to get
ULP-B's background completed but was
unsuccessful for unknown reasons.

On April 3, 2024, at 1:12p.m., LALD-D stated they
were not aware background study was not
completed for the three employees mentioned
above. LALD-D stated they are aware employees
background study must be cleared before they
are allowed to work at the licensee's facility.

The licensee's Background Checks policy dated
December 20, 2023, read: " POLICY: All
employees; as well as contractors, and regularly
scheduled volunteers of the facility with direct
resident contact will undergo a background study
through OHS. Only those with satisfactory results
will continue to work with the facility and its
residents.”

No further information was provided.

TIME PERIOD FOR CORRECTION: Immediate

On April 4, 2024, the immediacy of correction
order 1290 was removed, however
non-compliance remained, and the scope and
level remained unchanged.

01370| 144G.61 Subd. 2 (a) Training and evaluation of 01370
SS=F | unlicensed personn

(a) Training and competency evaluations for all
unlicensed personnel must include the following:
(1) documentation requirements for all services

Minnesota Department of Health
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provided;

(2) reports of changes in the resident's condition
to the supervisor designated by the facility;

(3) basic infection control, including blood-borne
pathogens;

(4) maintenance of a clean and safe
environment;

(5) appropriate and safe techniques in personal
hygiene and grooming, including:

(i) hair care and bathing;

(i) care of teeth, gums, and oral prosthetic
devices;

(i) care and use of hearing aids; and

(iv) dressing and assisting with toileting;

(6) training on the prevention of falls;

(7) standby assistance techniques and how to
perform them;

(8) medication, exercise, and treatment
reminders;

(9) basic nutrition, meal preparation, food safety,
and assistance with eating;

(10) preparation of modified diets as ordered by a
licensed health professional;

(11) communication skills that include preserving
the dignity of the resident and showing respect for
the resident and the resident's preferences,
cultural background, and family;

(12) awareness of confidentiality and privacy;
(13) understanding appropriate boundaries
between staff and residents and the resident's
family;

(14) procedures to use in handling various
emergency situations; and

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure training and
Minnesota Department of Health
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competency evaluations were completed for all
required skill areas, prior to providing services, for

two of two unlicensed personnel ((ULP)-A and
ULP-B).

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-A

ULP-A began employment on March 5, 2018, and
began to provide direct care and services to
residents.

On April 2, 2024, at 7:18 a.m., the surveyor
observed ULP-A administer medications, and
assist with dressing for R1.

ULP-A's employee record lacked the following:
Training:

-documentation requirements for all services
provided;

-reports of changes in resident's condition to the
supervisor designated by the assisted living
provider;

-training on the prevention of falls for providers
working with the elderly or individual at risk of
falls;

-preparation of modified diets as ordered by a
licensed health professional;

-communication skills:

-awareness of confidentiality and privacy;

-understanding appropriate boundaries
Minnesota Department of Health
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between staff and residents family;
-procedures to utilize in handing various
emergency situations, and;
-awareness of commonly used health
technology equipment.

Competency evaluations:

- appropriate and safe techniques in personal
hygiene and grooming, including hair care and
bathing, care of teeth, gums, and oral prosthetic
devices, care and use of hearing aids, dressing
and assisting with toileting, and

- standby assistance techniques and how to
perform them.

ULP-B

ULP-B began employment on November 14,
2023, and began to provide direct care and
services to residents.

On April 2, 2024, at 8:05 a.m., the surveyor
observed ULP-B administrator medications to R3.
ULP-B stated they were trained by other ULPs
and then the RN performed the competency
evaluation/documentation.

ULP-B's employee record lacked the following:
Training:

-documentation for all services provided;

-reports of changes in resident's condition to
the supervisor designated by the assisted living
provider;

-maintenance of a clean and safe environment;

-training on the prevention of falls for providers
working with the elderly or individual at risk of
falls;

-medication, exercise and treatment reminders;

-basic nutrition, meal preparation, food safety
and assistance with eating;

-preparation of modified diets as ordered by a
Minnesota Department of Health
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licensed health professional;

-communication skills that include preserving
the dignity of the resident and showing respect for
the resident and residents' preference, cultural
background and family;

-awareness of confidentiality and privacy;

-understanding appropriate boundaries
between staff and residents and residents family;

-procedures to utilize in handling various
emergency situations, and;

-awareness of commonly used health
technology.

Competency evaluations:
- standby assistance techniques and how to
perform them.

On April 3, 2024, at 11:44 a.m., clinical nurse
supervisor (CNS)-C stated the licensee is
"revamping the orientation process", and they
cannot account for the employees training before
CNS-C was hired. CNS-C stated ULP-A and
ULP-B were hired before CNS-C was hired and
has not been in the CNS role long enough to "fix
all the problems".

On April 3, 2024, at 11:58 a.m., licensed assisted
living director (LALD)-D stated competencies are
completed after ULPs are observed by the RN
and the documentation should be in the
employee file. LALD stated they had many nurses
who were responsible for the documentation, and
"probably forgot to put in the documentation.”

The licensee's undated policy Assisted Living
Orientation - ULP Staff indicated staff would
receive training on topics required by Minnesota
Statutes and rules for assisted Living
organizations.

Minnesota Department of Health
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No further information was provided.

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

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

(b) In addition to paragraph (a), training and
competency evaluation for unlicensed personnel
providing assisted living services must include:
(1) observing, reporting, and documenting
resident status;

(2) basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel;

(3) reading and recording temperature, pulse,
and respirations of the resident;

(4) recognizing physical, emotional, cognitive,
and developmental needs of the resident;

(5) safe transfer techniques and ambulation;
(6) range of motioning and positioning; and

(7) administering medications or treatments as
required.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure training and
competency evaluations were completed for all
required skill areas, prior to providing services, for

two of two unlicensed personnel ((ULP)-A and
ULP-B).

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:

ULP-A

ULP-A began employment on March 5, 2018, and
began to provide direct care and services to
residents.

On April 2, 2024, at 7:18 a.m., the surveyor
observed ULP-A administer medications, and
assist with dressing for R1.

ULP-A's employee record lacked documentation
of sighed competencies by the registered nurse
for:

Training:

-observation, reporting, and documenting of
resident status;

-basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel; and

-recognizing physical, emotional, cognitive, and
developmental needs of the resident.

Competency evaluations:
-reading and recording temperature, pulse, and
respirations of the resident;
-safe transfer techniques and ambulation, and;
-range of motioning and positioning.

ULP-B

ULP-B began employment on November 14,
2023, and began to provide direct care and
services to residents.

Minnesota Department of Health
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On April 2, 2024, at 8:05 a.m., the surveyor
observed ULP-B administrator medications to R3.
ULP-B stated they were trained by other ULPs
and then the RN performed the competency
evaluation/documentation.

ULP-B's employee record lacked documentation
of sighed competencies by the registered nurse
for:

Training:

-observation, reporting, and documenting of
resident status:

-basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel; and

-recognizing physical, emotional, cognitive, and
developmental needs of the resident.

On April 3, 2024, at 11:44 a.m., clinical nurse
supervisor (CNS)-C stated the licensee is
"revamping the orientation process", and they
cannot account for the employees training before
CNS-C was hired. CNS-C stated ULP-A and
ULP-B were hired before CNS-C was hired and
has not been in the CNS role long enough to "fix
all the problems".

On April 3, 2024, at 11:58 a.m., licensed assisted
living director (LALD)-D stated competencies are
completed after ULPs are observed by the RN
and the documentation should be in the
employee file. LALD stated they had many nurses
who were responsible for the documentation, and
"probably forgot to put in the documentation.”

The licensee's undated policy Assisted Living
Orientation - ULP Staff indicated staff would
receive training on topics required by Minnesota
Statutes and rules for assisted Living

Minnesota Department of Health
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organizations.
No further information was provided.

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

01470] 144G.63 Subd. 2 Content of required orientation 01470
SS=E
(a) The orientation must contain the following
topics:

(1) an overview of this chapter;

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

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

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

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

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

(8) consumer advocacy services of the Office of
Ombudsman for Long-Term Care, Office of
Ombudsman for Mental Health and
Developmental Disabilities, Managed Care
Ombudsman at the Department of Human
Services, county-managed care advocates, or
other relevant advocacy services; and
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(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
iInclude 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
iIncidence of dementia, falls, hospitalizations,
iIsolation, and depression; or

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure staff providing services
completed an orientation to assisted living facility
licensing requirements and regulations before
providing services for two of three employees
(unlicensed personnel (ULP)-A, ULP-B).

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 one or a
Minnesota Department of Health
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limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

ULP-A

ULP-A began employment on March 5, 2018, and
began to provide direct care and services to
residents.

On April 2, 2024, at 7:18 a.m., the surveyor
observed ULP-A administer medications, and
assist with dressing for R1.

ULP-A's employee record included an overview of
the home care statutes, handling emergencies
and using emergency services, reporting
maltreatment of vulnerable adults and or minors,
assisting living bill of rights, and dementia
training. ULP-A's employee record lacked
evidence of orientation to assisted living
regulations (Minnesota Statutes, chapter
144G.63, subdivision 2) effective August 1, 2021,
for the following:

- review of providers policies and procedures;

- handing of resident complaints, reporting of
complaints;

- consumer advocacy services;

- a review of the types of assisted living services
the employee will be providing and the facility's
category of licensure; and

- principles of person-centered planning/service
delivery.

ULP-B

ULP-B began employment on November 14,
2023, and began to provide direct care and
services to residents.

ULP-B's employee record included reporting
maltreatment of vulnerable adults and or minors,
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assisting living bill of rights, and dementia
training. ULP-B's employee record lacked
evidence of orientation to assisted living
regulations (Minnesota Statutes, chapter
144G.63, subdivision 2) effective August 1, 2021,
for the following:

-overview of assisted living statutes;

-review of providers policies and procedures;
-handling of emergencies and using emergency
Services;

-handing of resident complaints;

-consumer advocacy Services;

-review of types of assisted living services the
employee with provide, and

-principles of person-centered planning/service
delivery.

On April 3, 2024, at 11:44 a.m., clinical nurse
supervisor (CNS)-C stated the licensee is
"revamping the orientation process", and they
cannot account for the employees training before
CNS-C was hired. CNS-C stated ULP-A and
ULP-B were hired before CNS-C was hired and
has not been in the CNS role long enough to "fix
all the problems".

The licensee's undated policy Assisted Living
Orientation - ULP Staff indicated staff would
receive training on topics required by Minnesota
Statutes and rules for assisted Living
organizations.

No further information was provided.

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

01500] 144G.63 Subd. 5 Required annual training 01500
SS=D
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(a) All staff that perform direct services must
complete at least eight hours of annual training
for each 12 months of employment. The training
may be obtained from the facility or another
source and must include topics relevant to the
provision of assisted living services. The annual
training must include:

(1) training on reporting of maltreatment of
vulnerable adults under section 626.557;

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

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

(4) effective approaches to use to problem solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders;

(5) review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement those policies and
procedures; and

(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person.
(b) In addition to the topics in paragraph (a),
annual training may also contain training on
providing services to residents with hearing loss.
Any training on hearing loss provided under this
subdivision must be high quality and research
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based, may include online training, and must
iInclude training on one or more of the following
topics:

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

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

(3) information about strategies and technology
that may enhance communication and
iInvolvement, 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 an employee received at
least eight hours of annual training for each 12
months of employment for one of three
employees (unlicensed personnel (ULP)-A).

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 problems
are pervasive or represent a systemic failure that
has affected or has potential to affect a large
portion or all of the residents).

The findings include:

ULP-A

ULP-A began employment on March 5, 2018, and
began to provide direct care and services to
Minnesota Department of Health
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residents.

On April 2, 2024, at 7:18 a.m., the surveyor
observed ULP-A administer medications, and
assist with dressing for R1.

ULP-A's employee record included one-and-one
half hour training on assisted living bill of rights,
and two hours of training on dementia care.
ULP-A's employee record lacked eight hours of
annual training completed within the last 12
months to include:

-infection control techniques, and;

-principles of person-centered planning/service
delivery.

On April 3, 2024, at 11:44 a.m., clinical nurse
supervisor (CNS)-C stated the licensee is
"revamping the orientation process", and they
cannot account for the employees training before
CNS-C was hired. CNS-C stated ULP-A and
ULP-B were hired before CNS-C was hired and
has not been in the CNS role long enough to "fix
all the problems".

The licensee's undated policy Assisted Living
Orientation - ULP Staff indicated staff would
receive training on topics required by Minnesota
Statutes and rules for assisted Living
organizations.

No further information was provided.

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

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

Minnesota Department of Health
STATE FORM 6899 DSLD11 If continuation sheet 35 of 55



PRINTED: 05/21/2024

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:
20280 B. WING 04/04/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1440 MIDWAY PARKWAY
HERITAGE APARTMENTS INC
SAINT PAUL, MN 55108
(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
DEFICIENCY)

01620 | Continued From page 35 01620

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.

(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.

(e) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever is earlier.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) conducted ongoing resident assessment
and reassessment, not to exceed 90 calendar
days from the last date of the assessment for one
of four residents (R1).

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

The findings include:

R1 was admitted to the licensee on November
10, 2017, and began receiving assisted living
Services.

R1's diagnosis included memory impairment,
hypertension, and osteoporosis.

R1's signed service plan form, dated March 14,
2024, indicated R1 received assistance with
medication administration, bathing, dressing,
grooming, trash removal, laundry, meals
assistant, escort, and safety checks.

R1's record included 90-day nursing
assessments dated, October 25, 2023, and
February 26, 2024. The assessment completed
on February 26, 2024, was 34 days past the
90-calendar day requirement.

On April 2, 2024, at 12:15 p.m., clinical nurse
supervisor (CNS)-C stated they were aware there
are some gaps in completing assessments, their
practice had been remedied, and they completed
assessment for almost all residents in February
to correct the problem.

The licensee's Initial and On Going Nursing
Assessment of Residents read, "A RN will
complete the following comprehensive nursing
assessments of the resident's physical, mental,
and cognitive needs as required:

a. Pre-Admission Assessment

b. 14-day assessment: completed up to 14-days
after start of services

c. Ongoing assessment: completed periodically
Minnesota Department of Health

STATE FORM 6899 DSLD11 If continuation sheet 37 of 55




PRINTED: 05/21/2024

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:
20280 B. WING 04/04/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1440 MIDWAY PARKWAY
HERITAGE APARTMENTS INC
SAINT PAUL, MN 55108
(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
DEFICIENCY)

01620 | Continued From page 37 01620

but no less than every 90-days
d. Change in resident condition”

No further information was provided.

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

017301 144G.71 Subd. 5 Individualized medication 01730
SS=F | 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
iIndividualized 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:

(3) documentation of specific resident instructions
relating to the administration of medications;

(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;

(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and

(7) any resident-specific requirements relating to
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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 interview and record review, the
licensee failed to develop an individualized
medication management plan with the required
content for two of five residents (R2 and R4) and
failed to ensure as needed (PRN) medications
were available for residents per provider's orders
for three of five residents (R1, R4, RS) 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 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:

MEDICATION MANAGMENT PLAN

R2

R2's diagnosis included Parkinson's, constipation,
and hypertension.

Minnesota Department of Health
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R2's signed service plan form, dated January 35,
2024 . indicated R2 received assistance with
medication administration.

R4
R4's diagnosis included orthostatic hypotension,
heart failure, anemia, and general weakness.

R4's signed service plan form, dated March 22,
2024 . indicated R4 received assistance with
medication administration (topical and oral),
bathing, laundry, tray delivery, escort, and bed
making.

R2's Individualized Medication Management Plan
dated October 5, 2023, and R4's undated
Individualized Medication Management Plan
lacked the following required content:

- a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions; and

- 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.

The Individualized Medication Management Plan
for both residents included the following sections
but were left blank:

"- Additional special instructions for the
administration of the medications;

- Any special procedures related to storage of
medications to prevent diversion;

- Documentation of Medication Management
Services by our Agency: [Describe in general
terms how our agency will document medication

Minnesota Department of Health
STATE FORM 6899 DSLD11 If continuation sheet 40 of 55




PRINTED: 05/21/2024

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:
20280 B. WING 04/04/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1440 MIDWAY PARKWAY
HERITAGE APARTMENTS INC
SAINT PAUL, MN 55108
(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
DEFICIENCY)

01730 | Continued From page 40 01730

management services for the client and identify
any client-specific requirements related to
documenting medication administration].

- Our Agency's Process to verify that the
Medication Management Services are provided
by staff consistent with this plan: [Describe how
the monitor possible complications for the client
or adverse reactions]"

On April 11, 2024, at approximately 2:13 p.m.,
clinical nurse supervisor (CNS)-C verified R2 and
R4's medical record lacked the above listed
required contents. CNS-C stated they did not
have an answer for why the sections on
medication management plan were not filled out
with the required information.

PRN MEDICATION AVAILABILITY

On April 2, 2024, at 1:35 p.m., the surveyor
inquired to know how PRN medications are
documented. CNS-C stated "l do not know the
Eldermark (electronic medical record software
used by the licensee) that well to tell you, | do not
have answer right now, | have to look. They [ULP]
have to call the RN anyway."

On April 2, 2024, at 2:17 p.m., the surveyor
inquired to know about medication administration
documentation. Registered nurse (RN)-J stated
ULPs sign-out on the sign out sheet, ULPs do not
have access to the medication administration
record (MAR). Surveyor inquired to know how
ULPs would administer PRN medications, if they
did not have access to the MAR. RN-J stated
ULPs do not give PRNSs at all.

Upon record review surveyor observed the
following PRN medication orders for the following
residents:
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R1

- Acetaminophen 500 milligrams (mg), take two
tablets (1000mg) two times daily for pain;

- Antacid 500mg chewable tablet chew and
swallow two tables by mouth every for hours as
needed; and

- Nystatin 100000 unit per gram cream, apply to
rash on or under breast twice a day for 10 days
as needed.

R4

- Lidocaine 5% patch apply to back for 12 hours
then remove for 12 hours daily as needed for
back pain.

RS

- Acetaminophen 500 milligrams (mg), take two
tablets (1000mg) two times daily for pain;

- MiraLAX 17gm powder as needed for
constipation; and

- Senna plus 8.6-50 mg tabs as needed for
constipation.

On April 2, 2024, at 2:30 p.m., ULP-A stated they
would call a RN for direction if residents asked for
PRN medication.

On April 3, 2024, at 11:57 a.m., ULP-K stated
they cannot give PRN medications. They also
stated residents had not requested PRN
medications in the past, but if residents asked,
they would call a RN for direction.

On April 4, 2024, at 10:30 a.m., RS stated they
have never had to ask for PRN medications, but
they sometimes did have neck pain.

On April 4, 2024, at approximately 10:35 a.m.,
CNS-C and the surveyor visited all of the above
listed resident's rooms to check if they had the
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above-mentioned PRN medications available in
their medication box but were unable to find any

of the above listed PRN medications except
MiraLAX for RS.

On April 4, 2024, at approximately 10:50 a.m., the
surveyor inquired to know if the licensee utilized
house stock medications for PRNs since there
were no PRN medications available in the
medication box for the ULPs to give upon RN's
direction. CNS-C stated they do not have house
stock medications.

The license's undated, Storage of Medications
Policy read, "e. In the resident's individualized
medication management plan, the RN may
identify the need for secured storage of the
medications within the resident's private living
space because of the resident's cognitive status,
concerns about medication diversion or other
concerns. When secured storage of the
medications is necessary, the RN will identify
where the medications will be stored, how they
will be secured or locked under proper
temperature controls and who has access to the
medications.

f. The RN will also identify in the resident's
individualized medication management plan a
process for monitoring or tracking a resident's
controlled or other medications that might be at
risk of diversion."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

Minnesota Department of Health
STATE FORM 6899 DSLD11 If continuation sheet 43 of 55



PRINTED: 05/21/2024

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:
20280 B. WING 04/04/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1440 MIDWAY PARKWAY
HERITAGE APARTMENTS INC
SAINT PAUL, MN 55108
(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
DEFICIENCY)

01770 | Continued From page 43 01770

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure
documentation of a medication setup was
accurate for one of five residents (R4).

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:

R4's diagnosis included orthostatic hypotension,
heart failure, anemia, and general weakness.

R4's signed service plan form, dated March 22,
2024 . indicated R4 received assistance with
medication administration (topical and oral),
bathing, laundry, tray delivery, escort, and bed
making.

R4's medication administration record (MAR) set
up by the registered nurse (RN) for the months of
February 2024, and March 2024, lacked the
following required information:

- quantity of dose to be administered; and
Minnesota Department of Health
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- route of administration.

On April 2, 2024, at 2:05 p.m., the surveyor
inquired to know why R4's medication set up
record did not indicate quantity and route of
medications to be administered. Clinical nurse
supervisor (CNS)-C stated, "It must be how the
report was printed it does specify on the system,
but | do not know why it is not printing."

On April 2, 2024, at 2:17 p.m., RN-J stated they
do not use the MAR for medication setup, they
used the actual doctor's order to set up
medications, "the MAR has always printed
strange for me". However, RN-J stated they
completed the medication set up for RS and

verified they signed off for the medication set up
on the MAR.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01880 144G.71 Subd. 19 Storage of medications 01880
SS=E
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 all
medications were securely locked in substantially
constructed compartments and permitted only
authorized personnel to have access for two of
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five residents (R4, and R6).

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:

R4

R4 was admitted to the licensee on December 4,
2023, and began receiving assisted living
Services.

R4's diagnosis included orthostatic hypotension,
heart failure, anemia, and general weakness.

R4's signed service plan form, dated March 22,
2024 . indicated R4 received assistance with
medication administration (topical and oral),
bathing, laundry, tray delivery, escort, and bed
making.

R6

R6 was admitted to the licensee on December 4,
2023, and began receiving assisted living
Services.

R6's diagnosis included rash and other
nonspecific skin eruption, cough.

R6's signed service plan form, dated March 22,
2024 . indicated R6 received assistance with
medication administration (ophthalmic and oral),
Minnesota Department of Health

STATE FORM 6899 DSLD11 If continuation sheet 46 of 55




PRINTED: 05/21/2024

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:
20280 B. WING 04/04/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1440 MIDWAY PARKWAY
HERITAGE APARTMENTS INC
SAINT PAUL, MN 55108
(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)
01880 | Continued From page 46 01880
bathing, laundry, tray delivery, escort, and bed
making.

R4 and R6 lived together in a shared room.

On April 4, 2024, at 10:41 a.m., the surveyor
observed unlabeled, maximum strength
Aspercreme with 4% lidocaine and expired
nitroglycerin 0.4 milligram (mg), sublingual
labeled with R6's information sitting on a table
positioned in between two chairs in the living
room, where the two residents would sit and
watch television. The medications were unlocked
and unsecured.

On April 4, 2024, at 11:45 a.m., clinical nurse
supervisor (CNS)-C stated R4 and R6 did not
self-administer their medications, and R6 did not
have an order for nitroglycerin. CNS-C stated the
residents must have brought the medications with
them when they moved in, and they were
supposed to be removed by staff but were
overlooked.

The licensee's undated, Administration of
Medication, Treatment and Therapy by
Unlicensed Personnel policy, undated, indicated
staff will notify the nurse of any medication or
dietary supplements that are not being used by
the resident and that are not included in the
assessment for medication management
services. The licensee's undated Storage of
Medications policy read, "3. The RN will develop
a procedure to secure medications when they are
delivered to the building rather than delivered
directly to the resident in the resident's living
space for individuals receiving medication
management.

4. The RN will establish a system that addresses
the storage and handling of medications,
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including:

a. How medications will be received and
secured when delivered by the pharmacy

b. Where medications will be stored

c. How medications will be secured if in the
resident's private living space or if centrally stored

d. Who is authorized to access the
medications?

e. How refills and prescription renewals will
be monitored.

f. Controls and procedures to identify or
prevent diversion of medications."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01890| 144G.71 Subd. 20 Prescription drugs 01890
SS=D
A prescription drug, prior to being set up for
immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to discard expired
medication for one of five residents (R1)

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

The findings include:

R1's diagnosis included memory impairment,
hypertension, and osteoporosis.

R1's signed service plan form, dated March 14,
2024 . indicated R1 received assistance with
medication administration, bathing, dressing,
grooming, trash removal, laundry, meals
assistant, escort, and safety checks.

On April 4, 2024, at 10:28 a.m., the surveyor
observed R1's medication box and observed the

following expired medications:
- Nystatin cream 1000,000 USP nystatin units,

expired February 2024.

On April 4, 2024, at approximately 11:45 a.m.,
clinical nurse supervisor (CNS)-C stated nurses
should be checking and removing expired
medications, but it was overlooked.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02310, 144G.91 Subd. 4 (a) Appropriate care and 02310
SS=l| services

(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
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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,
medical or nursing standards for two of two
residents (R3, RS) who utilized bed rails. R3 had
a hospital bed rail, and R5 had a consumer bed
rail.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
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:

R3

R3's had diagnoses of personal history infection,
syncope (fainting), myocardia infarct (heart
attack), heart failure with reduced ejection
fraction (reduce blood output), tachycardia (fast
heart rate), chronic kidney disease, ileostomy in
place (opening in the abdominal wall for passing
stool into a collection bag), and cognitive
impairment.

R3's signed Service Plan, dated June 1, 2023,
iIndicated R3 received services including wound
care, personal laundry, medication set-up and
administration.

R3's record included an assessment, dated
Minnesota Department of Health
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February 26, 2024, which indicated R3 used
bilateral side rails for mobility. The assessment
lacked the following documentation:

-Physical inspection of bed rail and mattress for
areas of entrapment, stability, and correct
installation;

-Any necessary information related to
iInterventions to mitigate safety risk or negotiated
risk agreements; and

-Documentation of bed rail measurements.

On April 2, 2024, at 10:25 a.m., clinical nurse
supervisor (CNS)-C provided surveyors with a
document titled Restraint/Entrapment
Assessment and stated it was completed by
maintenance that morning (during the survey).
One section on the document titled Observation
of Bed Positioning Device(s) contained the
following information:

-Zone 1 three and three quarter inches;

-Zone 2 zero;

-Zone 3 zero;

-Zone 4 zero; and

-in the note section there was an illegible mark.

On April 2, 2024, at 11:21 a.m., the surveyor
observed a hospital bed with two identical
bilateral bed rails attached to the bed. The length
of the bed rails were 31 inches. The height of the
bed rails were 18 inches. Starting from the left
side of the bed rails each section measured as
follows: two openings were three- and one- half
inches, five openings were two- and one-half
iInches, and the remaining two openings were
three- and one-half inches. There was a label
with the name "adapthealth” on the bed rails.

RS
R5's had diagnoses of metastatic breast cancer,
colon cancer, lung cancer, neuropathy,
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hypertension (high blood pressure).

RS's Service Plan dated March 20, 2024,
indicated RS received assistance with laundry,
medication setup and administration.

R5's record included an assessment, dated
February 9, 2024, which indicated RS used a
right-handed slide rail to promote independence
and bed mobility. The assessment lacked the
following documentation:

-The resident's bed rail use/need assessment;
-Installation and use according to manufacturer's
guidelines;

-Physical inspection of bed rail and mattress for
areas of entrapment, stability, and correct
installation;

-Any necessary information related to
iInterventions to mitigate safety risk or negotiated
risk agreements; and

-Referral to the Consumer Product Safety
Commission to check for recalls.

On April 2, 2024, at 11:21 a.m., the surveyor
observed a twin sized bed with a consumer bed
rail on the left-hand side. It had two upside down
"U" shaped sections with feet that extended to the
floor. The bed rail had a metal frame that slid
between the mattress and box spring. There was
a manufacturer's tag attached to the bed rail with
the name "Stander Inc, Lot 21-130". There were
two sections to the bed rail: one taller piece was
19 inches across (from outer bar to outer bar of
the U-shape), the smaller section was 14- and
one-half inches (from outer bar to outer bar of the
U-shape). The smaller section was on a swing
arm that extended perpendicular to the bed but
was able to extend to 180 degrees. The height of
the bed rail from the floor to the top handle of the
larger U-shaped section was 24 inches. There
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was a mesh cover on the larger section, but not
the smaller section. The bed rail was stable but
was not currently secured with any other
methods.

On April 2, 2024, at 10:40 a.m., CNS-C stated
there were no bed rail measurement previously
done for R3 and they had the maintenance
personnel obtain the measurements today, during
the survey.

On April 2, 2024, at 10:57 a.m., CNS-C stated
they were unsure who installed the bed rails for
R3, and family members installed the bed rail for
R5. CNS-C stated they were unsure why there
were missing components on the assessment for
bed rails and the facility had a lot of staff turnover,
"| am trying to get things done, | assume
responsibility”. CNS-C stated they were
attempting to complete the missing information.

The Food and Drug Administration's (FDA), A
Guide to Bed Safety Bed Rails in Hospitals
Nursing Homes and Home Health Care dated
June 21, 2006, indicated the following
information: "Patients who have problems with
memory, sleeping, incontinence, pain,
uncontrolled body movement, or who get out of
bed and walk unsafely without assistance, must
be carefully assessed for the best ways to keep
them from harm, such as falling. Assessment by
the patient's health care team will help to
determine how best to keep the patient safe".

The March 10, 2006, FDA Side Rail Entrapment
Zones and Dimensional Recommendations
indicated to reduce the risk of entrapment, zone 1
(within the rail) should not exceed 4 and 3/4
iInches, zone 2 (under the rail, between rail
supports or next to a single rail support) should
Minnesota Department of Health
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not exceed 4 and 3/4 inches, zone 3 (between the
rail and the mattress), should not exceed 4 and
3/4 inches, and zone 4 (under the rail, at the ends
of the rail) should not exceed 2 and 3/8 inches or
be greater than a 60 degree angle.

The Minnesota Department of Health (MDRH)
website, Assisted Living Resources &
Frequently-Asked Questions (FAQS) indicated,
"To ensure an individual is an appropriate
candidate for a bed rail, the licensee must assess
the individual's cognitive and physical status as
they pertain to the bed rail to determine the
iIntended purpose for the bed rail and whether
that person is at high risk for entrapment or falls.
This may include assessment of the individual's
iIncontinence needs, pain, uncontrolled body
movement or ability to transfer in and out of bed
without assistance. The licensee must also
consider whether the bed rail has the effect of
being an improper restraint." Also included,
"Documentation about a resident's bed rails
Includes, but is not limited to:

- Purpose and intention of the bed rail;

- Condition and description (i.e., an area large
enough for a resident to become entrapped) of
the bed rail;

- The resident's bed rail use/need assessment;

- Risk vs. benefits discussion (individualized to
each resident's risks);

- The resident's preferences;

- Installation and use according to manufacturer's
guidelines;

- Physical inspection of bed rail and mattress for
areas of entrapment, stability, and correct
installation; and

- Any necessary information related to
iInterventions to mitigate safety risk or negotiated
risk agreements”.

Additionally, the MDH website indicated for
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hospital-style bed rails, the licensee must include
In their documentation, the bed rail
measurements and that the bed rail has not
shifted and is securely attached to the bed frame
per manufacturer recommendations.

The licensee's undated Device and Device
Assessment indicated due to the risk of injury
with physical devices, such devices will only be
used after an assessment has been completed to
determine the risks and benefits for residents.

No further information was provided.

TIME PERIOD FOR CORRECTION: Immediate

On April 3, 2024, the immediacy of correction
order 2310 was removed, however
non-compliance remained, and the scope and
level remained unchanged.
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975

Saint Paul, MN 55164-0975
DEPARTMENT 8E1.901-4500
OF HEALTH

Type:  Full Food and Beverage Establishment el
Date: 04/01/24 _
Time:  13:51:51 Inspection Report
Report: 1021241065
— Location: — Establishment Info:

The Heritage at Lyngblomsten ID #: 0028305

1440 Midway Parkway Risk: High

St Paul, MN55108 Announced Inspection: Yes

Ramsey County, 62

— License Categories: — Operator:
New Horizon Foods, Inc.

. Phone #: 6516462941
Expireson: / / ID #: 14603

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

The following orders were 1ssued during this inspection.

4-300 Equipment Numbers and Capacities
4-302.13B ** Priority 2 **

MN Rule 4626.0710B Provide a readily accessible, irreversible registering temperature indicator for measuring
the utensil surface temperature in mechanical hot water warewashing operations.

ESTABLISHMENT DOES NOT HAVE A MEASURING DEVICE THAT INDICATES THE FINAL
UTENSIL SURFACE TEMPERATURE IN DISH MACHINE. PROVIDE.

Comply By: 04/03/24

4-300 Equipment Numbers and Capacities
4-302.14 ** Priority 2 **
MN Rule 4626.0715 Provide an appropriate test kit to accurately measure sanitizing solutions.

QUATERNARY AMMONIUM (QUAT) TEST KIT ON-SITE WAS FOUND EXPIRED. STAFF WILL GET
NEW TEST KIT FOR THE THREE COMPARTMENT SINK DISPENSER.

Comply By: 04/03/24

Surface and Equipment Sanitizers

Quaternary Ammonia: = 400PPM at Degrees Fahrenheit
Location: THREE COMPARTMENT SINK DISPENSER
Violation Issued: No

Final Utensil Surface Temp: = at 160 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Food and Equipment Temperatures



Type:  Full Food and Beverage Establishment Fage £
Date: 04/01/24

Time:  13:51:51 Inspection Report

Report: 1021241065
The Heritage at Lyngblomsten

Process/Item: Cold Holding
Temperature: 39 Degrees Fahrenheit - Location: MILK - CONTINENTAL UPRIGHT COOLER

Violation Issued: No

Process/Item: Cold Holding
Temperature: 41 Degrees Fahrenheit - Location: SLICED CHEESE - CONTINENTAL UPRIGHT COOLER

Violation Issued: No

Process/Item: Cold Holding
Temperature: 38 Degrees Fahrenheit - Location: MILK - WALK-IN COOLER

Violation Issued: No

Process/Item: Cold Holding
Temperature: 40 Degrees Fahrenheit - Location: YOGURT - WALK-IN COOLER

Violation Issued: No

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

ALL FINDINGS ON THIS REPORT WERE DISCUSSED WITH CLINICAL DIRECTOR, AMANDA
JACKSON WILBER, INTERIM CULINARY DIRECTOR, KALEN STOEN, AND HEALTH REGULATION
DIVISION NURSE EVALUATORS, DERARTU MOSISSA AND KEITH LANGLEY .

ALL HOT FOOD IS MADE IN THE CARE CENTER KITCHEN AND BROUGHT TO THIS KITCHEN.
FOOD IS FOR SAME DAY SERVICE AND LEFTOVERS ARE DISCARDED AT THE END OF SERVICE.

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 1021241065 of 04/01/24.

Certified Food Protection ManagerERNESTO L. FIGUERA-ROJAS
Certification Number: _FM8773 Expires: _01/10/25

Inspection report reviewed with person in charge and emailed.

Signed: Signed: W

KALEN STOEN Melissa Ramos
INTERIM CULINARY DIRECTOR Environmental Health Specialist
Metro District Office

651-201-4495
Melissa.Ramos(@state. mn.us



