DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
September 28, 2023

Licensee

The Country Villa

520 1st Street Northeast
Sartell, MN 56377

RE: Project Number(s) SL20559015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on August 31, 2023, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the survey, the
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.

The MDH concludes the licensee is in substantial compliance. State law requires the facility must take

action to correct the state correction orders and document the actions taken to comply in the facility's
records. The Department reserves the right to return to the facility at any time should the Department
receive a complaint or deem it necessary to ensure the health, safety, and welfare of residents in your

care.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. The MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. The assighed 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.
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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), the MDH may impose fine amounts of either
$1,000 or $5,000 to licensees who are found to be responsible for maltreatment.

The 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. The MDH
also may impose a fine of $5,000 for each substantiated maltreatment violation consisting of sexual

assault, death, or abuse resulting in serious injury.

In accordance with Minn. Stat. § 144G.31, Subd. 4 (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.

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines and enforcement actions
based on the level and scope of the violations; however, no immediate fines are assessed for this

survey of your facility.

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:

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

e |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 the MDH within 15
calendar days of the correction order receipt date.

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.
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Please email reconsideration requests to: Health.HRD.Appeals@state.mn.us. Please attach this letter
as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and
submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

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

If you have any questions, please contact me.

Sincerely,

44 Q-M-H-m N

Kelly Thorson, Supervisor
State Evaluation Team

Email: kelly.thorson@state.mn.us
Telephone: 651-431-5000 Fax: 1-866-890-9290

PMB
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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 assighed tag humber
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
fallure 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.

SL20559015-0
PLEASE DISREGARD THE HEADING OF

On August 28, 2023, through August 31, 2023, THE FOURTH COLUMN WHICH

the Minnesota Department of Health conducted a 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, there were 248 residents, /1 of whom WILL APPEAR ON EACH PAGE.
received services under the provider's Assisted

Living license. THERE IS NO REQUIREMENT TO

SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 144G.31

subd. 1, 2, and 3.

0 430] 144G.40 Subd. 2 Uniform checklist disclosure of | 0430
SS=C | services

(a) All assisted living facilities must provide to

Minnesota Department of Health
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prospective residents:

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

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

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

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

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

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the uniform checklist
disclosure of services (UDALSA) accurately
reflected services provided by the licensee. This
had the potential to affect all residents requesting
an as needed medication or residents with
diabetes during the night shift.

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

The findings include:

Minnesota Department of Health
STATE FORM 6899 DI9VH11 If continuation sheet 2 of 32
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The licensee's Uniform Disclosure of Assisted
Living Services and Amenities (UDALSA), last
updated January 1, 2023, indicated on page 2,
under general information that unlicensed staff
were In the building and available to respond to
resident requests 24/7 (24 hours per day// days
per week), with two unlicensed direct care staff
typically scheduled on the night shift. On page 4,
under Medication Management Services
Available, it iIndicated medication administration
was available by licensed or unlicensed
personnel, but did not indicate it wasn't always
avallable at night. On page 6, under Treatment &
Therapies Avalilable, it was indicated that the
facility was prepared to provide diabetic care with
blood glucose monitoring, but did not indicate it
wasn't always available at night.

On August 31, 2023, at 5:53 a.m., unlicensed
personnel (ULP)-| stated he typically worked the
night shift, and sald sometimes there was not
anyone on the night shift trained to administer
medications. ULP-| stated if a resident asked for
medications at night, he would call the on-call
registered nurse (RN).

On August 31, 2023, at 6:15 a.m., ULP-J stated
she typically worked the night shift, and stated a
lot of the nights there was a person available to
administer medications, but iIf there was not, she
would call the on-call RN.

On August 31, 2023, at 6:20 a.m., ULP-K stated
she worked the overnight shift and unlicensed
staff working the night shift were not trained to
give medications or perform blood glucose
testing. When the surveyor asked what she would
do if a resident requested a medication or was
diabetic and did not feel well during the night,

Minnesota Department of Health
STATE FORM 6899 DI9VH11 If continuation sheet 3 of 32




PRINTED: 09/28/2023

FORMAPPROVED
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:
20559 B. WING 08/31/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
520 1ST STREET NE
THE COUNTRY VILLA
SARTELL, MN 56377
(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)

0 430 | Continued From page 3 0430

ULP-K stated she would call the campus nurse,
and If there was no nurse onsite, she would call
the on-call RN. ULP-K stated the nurses say
there was nothing they could do unless the
resident wanted to go to the hospital.

On August 31, 2023, at 10:48 a.m., clinical nurse
supervisor (CNS)-A stated unlicensed staff
working the night shift did not receive medication
administration training, and unlicensed staff that
were never going to give medications, did not
receive training on blood glucose monitoring.

On August 31, 2023, at 2:41 p.m., CNS-A stated If
a diabetic resident was showing signs or
symptoms of blood sugar being out of range, and
the nurse or trained medication aide was not
available on the night shift, unlicensed staff would
call 911. CNS-A could not explain why the
UDALSA indicated they provided medication
administration and diabetic care with blood
glucose monitoring and did not indicate that it

was not available at all times.

The licensee's Uniform Disclosure of Assisted
Living Services & Amenities (UDALSA) policy,
dated November 14, 2022, indicated the facility
UDALSA would disclose the amenities permitted
under the facility's license, identifying all services
and amenities the facility offers to provide and
does not provide.

No further information was provided.

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

0470/ 144G.41 Subdivision 1 Minimum requirements 0470
SS=F

Minnesota Department of Health
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(11) develop and implement a staffing plan for
determining its staffing level that:

(1) Includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;

(1) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents’ assessments and service plans
on a 24-hour per day basis; and

(i) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:

(1) awake;

(1) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time:

(1l1) capable of communicating with residents;

(Iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure sufficient
staffing to meet the needs of 37 residents who
received medication administration services and
6 residents who received blood glucose
monitoring services.

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

The findings include:

The licensee lacked sufficient staffing to meet the
residents’ needs on a 24-hour basis, based on
resident needs and the Uniform Disclosure of

Assisted Living Services and Amenities
(UDALSA).

During the entrance conference on August 28,
2023, at 10:50 a.m., clinical nurse supervisor
(CNS)-A stated the licensee provided medication
administration services to residents at the facility.
In addition, CNS-A stated the staffing for the night
shift was from 10:00 p.m. through 6:30 a.m., with
a total of three staff, which may include a licensed
practical nurse (LPN), but not always.

The licensee's Uniform Disclosure of Assisted
Living Services and Amenities (UDALSA), last
updated January 1, 2023, indicated on page 2,
under general information that unlicensed staff
were In the building and available to respond to
resident requests 24/7 (24 hours per day// days
per week), with two unlicensed direct care staff
typically scheduled on the night shift. On page 4,
under Medication Management Services
Avallable, it iIndicated medication administration
was available by licensed or unlicensed
personnel, but did not indicate it wasn't always
available at night. On page 6, under Treatment &
Therapies Available, it was indicated that the
facility was prepared to provide diabetic care with

Minnesota Department of Health
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blood glucose monitoring, but did not indicate it
wasn't always available at night.

R7
R7's diagnhoses included hypertension (high blood
pressure), fracture of the radius in July 2023.

R7's Service Plan Agreement dated August 7/,
2023, noted services including assistance with
ambulation, physical assist of one staff with
transferring, and medication administration.

R7's Master Assessments dated August 7, 2023,
and August 14, 2023, indicated R7 had pain
complaints, and received daily pain management
Including as needed hydrocodone (a narcotic pain
reliever) and Tylenol.

R7's August 2023 Medication Sheet listed
hydrocodone-acetaminophen 10-325 milligrams
take one tablet by mouth three times daily
(morning, noon, and before bedtime) as needed.
It was noted as given 21 times through August
30, 2023, with the following during the night shift
hours:

- August 14, 2023, at 03:39 for severe pain,

- August 20, 2023, at 22:01 for severe pain, and
- August 23, 2023, at 22:02 for severe pain.

On August 31, 2023, at 10:50 a.m., R7 stated she
sleeps at night, and added she does not ask for
medications at night because there isn't anyone
avallable to give medications.

On August 30, 2023, at 3:15 p.m., RN-E stated
sometimes there were nights with no medication
trained staff working. RN-E also stated the facility
had let all residents and families know they do not
have anyone at nighttime for passing
medications. RN-E stated overnight staff would
Minnesota Department of Health

STATE FORM 6899 DI9VH11 If continuation sheet 7 of 32




PRINTED: 09/28/2023

FORMAPPROVED
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:
20559 B. WING 08/31/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
520 1ST STREET NE
THE COUNTRY VILLA
SARTELL, MN 56377
(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)

04/70| Continued From page 7 0470

reach out to the on-call nurse If someone needed
medication and the nurse would have to come
back In to administer the as needed medication.

On August 30, 2023, at 3:58 p.m., RN-H stated
LPNs work overnights, but licensee cannot
guarantee there will be an LPN working or they
might be busy, so residents know they need to
wait for someone If medications are needed.
RN-H stated if there was not an LPN working and
someone needed a medication the building staff
would reach out to on-call nursing. RN-H stated if
they were on call, they would contact the
resident's family and let them know they needed
to come Iin and administer a medication or send
the resident to the emergency room.

On August 31, 2023, at 5:53 a.m., unlicensed
personnel (ULP)-| stated he typically worked the
night shift, and said sometimes there was not
anyone on the night shift trained to administer
medications. ULP-| stated if a resident asked for
medications at night, he would call the on-call
registered nurse (RN).

On August 31, 2023, at 6:15 a.m., ULP-J stated
she typically worked the night shift, and stated a
lot of the nights there was a person available to
administer medications, but if there was not, she
would call the on-call RN.

On August 31, 2023, at 6:20 a.m., ULP-K stated
she worked the overnight shift and unlicensed
staff working the night shift were not trained to
give medications or perform blood glucose
testing. When the surveyor asked what she would
do if a resident requested a medication or was
diabetic and did not feel well during the night,
ULP-K stated she would call the campus nurse,
and If there was no nurse onsite, she would call

Minnesota Department of Health
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the on-call RN. ULP-K stated the nurses say
there was nothing they could do unless the
resident wanted to go to the hospital.

On August 31, 2023, at 10:48 a.m., clinical nurse
supervisor (CNS)-A stated unlicensed staft
working the night shift did not receive medication
administration training, and unlicensed staff that
were never going to give medications, did not
receive training on blood glucose monitoring.

On August 31, 2023, at 2:41 p.m., CNS-A stated If
a diabetic resident was showing signs or
symptoms of blood sugar being out of range, and
the nurse or trained medication aide was not
available on the night shift, unlicensed staff would
call 911. CNS-A could not explain why the
UDALSA indicated they provided medication
administration and diabetic care with blood
glucose monitoring and did not indicate that it

was not available at all times.

On August 31, 2023, at 2:55 p.m., CNS-A stated if
a resident wanted or needed an as needed
medication during the night shift when a
medication trained staff person was not available,
or iIf a blood sugar testing was needed, the on-call
nurse would come in. CNS-A added if a person
was found unresponsive, staff would call 911. In
addition, CNS-A stated the current schedule
rotation of two weeks had on week one only two
days without a medication trained staff on the
night shift, and week two one day without. CNS-A
stated they had postings out for the position, and
the plan was to have someone available to pass
medications every night shift.

The licensee'’s Staffing Plan policy dated August
1, 2021, noted the RN had overall responsibility
and accountability for the development of staffing

Minnesota Department of Health
STATE FORM 6899 DI9VH11 If continuation sheet 9 of 32




PRINTED: 09/28/2023

FORMAPPROVED
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:
20559 B. WING 08/31/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
520 1ST STREET NE
THE COUNTRY VILLA
SARTELL, MN 56377
(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)
04/70| Continued From page 9 0470
plans.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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, 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
fallure that has affected or has potential to affect
a large portion or all of the residents).

The findings Include:

Please refer to the included document titled, Food

and Beverage Establishment Inspection Report
dated August 28, 2023, for the specific Minnesota
Food Code deficiencies.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty-one
(21) days

0510, 144G.41 Subd. 3 Infection control program 0510
SS=F
(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

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

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

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to establish and
maintain an effective infection control program
that complied with accepted health care, medical
and nursing standards for infection control related
to gloving and hand hygiene for one of two
employees (licensed practical nurse (LPN)-C).

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
fallure that has affected or has potential to affect
a large portion or all of the residents).
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The findings include:

On August 29, 2023, at 11:25 a.m., the surveyor
observed LPN-C providing medication
administration with R1 In his apartment. LPN-C
donned (applied) gloves, wiped R1's right middle
finger with an alcohol wipe, poked the finger with
a lancet, wiped it, and placed a sample of blood
on the test strip. LPN-C placed the lancet in the
sharps container on the kitchen counter removed
the gloves, typed the result into the iIPad, closed
the glucometer case, and went to place
dorzolamide-timolol eye drops into R1's eyes
after donning a glove on the left hand. LPN-C
removed the glove and performed hand hygiene.

On August 29, 2023, at 11:45 a.m., LPN-C stated
she should have performed hand hygiene after
completing the blood glucose test and removing
the gloves.

On August 29, 2023, at 12:10 p.m., clinical nurse
supervisor (CNS)-A stated she would expect
hand hygiene to be performed after completing a
blood glucose test on a resident and after
removing gloves.

On August 30, 2023, at 7:12 a.m., the surveyor
observed as LPN-C knocked on R2's door and
used her keys to enter R2's apartment. Without
performing hand hygiene, LPN-C prepared and
administered oral medications to R2. LPN-C used
a device that she held against R2's blood glucose
sensor and stated R2's blood glucose was 175.
LPN-C took R2's Humalog insulin from a basket
located In the locked cabinet in R2's kitchen,
placed a disposable needle onto the pen, dialed
the insulin pen to two units stating she was
priming the needle, and then referred to the
Minnesota Department of Health
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electronic medication sheet on her device and
stated she needed to administer one (1) unit.
LPN-C dialed the insulin pen to 1 unit, and
without donning gloves, LPN-C wiped R2's skin
with an alcohol pad and administered the insulin
Into R2's abdomen. With bare hands, LPN-C
removed the disposable needle and threw into a
sharps container. Without performing hand
hygiene, LPN-C touched the basket, electronic
device, cabinet, the door handle of R2's
apartment door, the light switch, and closed the
door behind her, as she reached into her pocket
for her keys. Once in the hallway and without
performing hand hygiene, LPN-C knocked on the
apartment door across the hall, used her keys to
unlock the door, and entered the apartment of
another resident.

On August 30, 2023, at 7:20 a.m., LPN-C stated
having a surveyor following her made her
nervous, but stated she should have performed
hand hygiene before and after performing
medication administration and insulin
administration, and prior to leaving R2's
apartment.

On August 31, 2023, at 3:04 p.m., CNS-A stated
the licensee’s insulin policy did not specify gloves
should be worn when giving insulin. CNS-A stated
hand hygiene should have been performed after
working with one resident, before moving to the
next resident.

The licensee's Insulin policy, dated January 13,
2023, Included important tips to remember when
"assisting residents with self-administered
Insulin,” and directed to always wash hands
before setting up medications and at any time
during the process if hands became
contaminated. The policy directed to review the
Minnesota Department of Health
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Medication Administration Record (MAR),
complete glucose monitoring if needed, draw up
or dial up the resident's insulin, confirm accuracy
of dose with prescriber order, monitor the
resident injecting the medication, instruct the
resident to place the used syringe in the sharps
container, and replace the medication in the
appropriate container. The policy then directed,
"Wash hands." The policy lacked direction when
the staff were administering the insulin.

The licensee’'s Hand Washing policy dated
January 13, 2023, noted when conducting a
procedure that required the use of gloves, proper
hand hygiene should be completed before
donning and after removing gloves.

The licensee’s Blood Sugar Testing - Single
Equipment Use policy dated January 13, 2023,
noted after completion of the procedure, staff
were to remove the gloves and wash their hands.

The Centers for Disease Control's (CDC), "CDC's
Core Infection Prevention and Control Practices
for Safe Healthcare Delivery in All Settings” dated
November 29, 2022, under section 5a.1-2 reads:
1.) Require healthcare personnel to perform hand
hygiene in accordance with Centers for Disease
Control and Prevention (CDC) recommendations.
2.) Use an alcohol-based hand rub or wash with
soap and water for the following clinical
Indications:

a.) Immediately before touching a patient;

b.) Before performing an aseptic task (e.g.,
placing an indwelling device) or handling invasive
medical devices;

c.) Before moving from work on a soiled body
site to a clean body site on the same patient;

d.) After touching a patient or the patient's
Immediate environment;

Minnesota Department of Health
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e.) After contact with blood, body fluids or
contaminated surfaces; and
f.) Immediately after glove removal

Under section 5d.1 reads:

1. Ensure proper selection and use of personal
protective equipment (PPE) based on the nature
of the patient interaction and potential for
exposure to blood, body fluids and/or infectious
material:

a.) Wear gloves when it can be reasonably
anticipated that contact with blood or other
potentially infectious materials, mucous
membranes, non-intact skin, potentially
contaminated skin or contaminated equipment
could occur.

b.) Wear a gown that is appropriate to the
task to protect skin and prevent soiling of clothing
during procedures and activities that could cause
contact with blood, body fluids, secretions, or
excretions.

c.) Use protective eyewear and a mask, or a
face shield, to protect the mucous membranes of
the eyes, nose and mouth during procedures and
activities that could generate splashes or sprays
of blood, body fluids, secretions and excretions.
Select masks, goggles, face shields, and
combinations of each according to the need
anticipated by the task performed.

d.) Remove and discard PPE, other than
respirators, upon completing a task before
leaving the patient's room or care area. If a
respirator Is used, it should be removed and
discarded (or reprocessed if reusable) after
leaving the patient room or care area and closing
the door.

e.) Do not use the same gown or pair of
gloves for care of more than one patient. Remove
and discard disposable gloves upon completion
of a task or when soiled during the process of

Minnesota Department of Health
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care.
f.) Do not wash gloves for the purpose of
reuse.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 780 144G.45 Subd. 2 (a) (1) Fire protection and 0 780
SS=D | physical environment

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
/9511, and:

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

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

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

(1lf) provide smoke alarms on each story
within a dwelling unit, including basements, but
not including crawl spaces and unoccupied attics;

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

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

This MN Requirement Is not met as evidenced

Minnesota Department of Health
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Based on observation and interview, the licensee
falled to provide smoke alarms in all sleeping
rooms. This deficient condition had the ability to
affect some staff and residents.

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

The findings include:

On a facility tour on August 31, 2023, from
approximately 10:00 a.m. and 1:15 p.m., with
licensed assisted living director (LALD)-B and
director of maintenance (DM)-G it was observed
that there was no smoke alarm installed in the
second bedroom of apartment 74.

These deficient conditions were visually verified
by LALD-B and DM-G accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (/)
days

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

(4) keep the physical environment, including
walls, floors, celling, 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

Minnesota Department of Health
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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
falled to maintain the physical environment,
Including walls, floors, celiling, 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. This deficient condition had the
potential to affect all staff, residents, and visitors.

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

Findings include:

On August 31, 2023, from approximately 10:00
a.m. and 1:15 p.m., with licensed assisted living
director (LALD)-B and director of maintenance
(DM)-G it was observed that the women's
restroom on the main level in the senior
apartments had signs of water damage on the
celling. The celling tiles were stained brown in two
locations.

It was observed that the wall in the spa room had
damage from heavy equipment running along the
entire wall adjacent to the door from the entrance
to the other side of the room. Spas are humid

Minnesota Department of Health
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environments and damage to the drywall can be
a location where moisture penetrates the material
and causes additional damage or mold growth.

It was observed that the trash chute door on the
second floor of the Waterford Building did not
self-close and latch. All trash chute doors should
close and latch completely to maintain the fire
resistance integrity of the trash chute system.

It was observed that the ceiling tile outside the
mechanical room by apartment 2111 in the
Waterford Building was heavily stained and
sagging from possible water damage above.
DM-G stated there was a plenum filter above that
area which could be causing <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>