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Electronically Delivered

October 14, 2024

Licensee
Gentle Care Assisted Living LLC
10921 Jersey Court North
Champlin, MN  55316

RE:  Project Number(s) SL39824015

Dear Licensee:

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

The Minnesota Department of Health completed an initial survey on September 10, 2024, for the purpose
assessing compliance with state licensing statutes. At the time of the survey, the Minnesota Department of
Health noted violations of the laws pursuant to Minnesota Statute, Chapter 144G.

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

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

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

The correction order documentation should include the following:

� Identify how the area(s) of noncompliance was corrected related to the resident(s)/employee(s)
identified in the correction order.
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� Identify how the area(s) of noncompliance was corrected for all of the provider’s
residents/employees that may be affected by the noncompliance.

� Identify what changes to your systems and practices were made to ensure compliance
with the specific statute(s).

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

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

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

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

If you have any questions, please contact me.

Sincerely,

    
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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******ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, these correction orders are
issued pursuant to a survey.

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

INITIAL COMMENTS:

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
assigned tag number appears in the far
left column entitled "ID Prefix Tag." The
state Statute number and the
corresponding text of the state Statute out
of compliance is listed in the "Summary
Statement of Deficiencies" column. This
column also includes the findings which
are in violation of the state requirement
after the statement, "This Minnesota
requirement is not met as evidenced by."
Following the evaluators ' findings is the
Time Period for Correction.

SL39824015-0

On September 9, 2024, through September 10,
2024, the Minnesota Department of Health
conducted a initial survey at the above provider.
At the time of the survey, there were no residents
receiving services under the provisional Assisted
Living license.

PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
STATES,"PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
WILL APPEAR ON EACH PAGE.

THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.

0 110 144G.10 Subdivision 1a Assisted living director
SS=C license required

0 110

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 110 Continued From page 1

Each assisted living facility must employ an
assisted living director licensed or permitted by
the Board of Executives for Long Term Services
and Supports.

0 110

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure the licensed
assisted living director (LALD) was listed as the
Director of Record for the licensee. This had the
potential to affect all the licensee's residents,
staff, and visitors.

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

The findings include:

On September 9, 2024, at 9:47 a.m.., the
surveyor observed the Board of Executives for
Long-Term Services and Supports (BELTSS)
website which indicated licensed assisted living
director/nurse practitioner (LALD/NP)-D held a
current assisted living director license, however,
was not listed as the director of record for the
licensee.

On September 10, 2024, at 11:27 a.m.,
LALD/NP-D stated when they applied for their
LALD license they followed the instructions to
complete the application which included them to
list current work locations. LALD/NP-D stated

Minnesota Department of Health
STATE FORM 6899 GZDX11 If continuation sheet 2 of 41



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 10/14/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

39824 B. WING _____________________________ 09/10/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

GENTLE CARE ASSISTED LIVING LLC 10921 JERSEY COURT NORTH
CHAMPLIN, MN 55316

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 110 Continued From page 2

they believed required information would be
entered on the website from the application.
LALD/NP-D stated they were unaware of the
requirement to be listed as the director of record.

0 110

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

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

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

0 470

Minnesota Department of Health
STATE FORM 6899 GZDX11 If continuation sheet 3 of 41



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 10/14/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

39824 B. WING _____________________________ 09/10/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

GENTLE CARE ASSISTED LIVING LLC 10921 JERSEY COURT NORTH
CHAMPLIN, MN 55316

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 470 Continued From page 3

(v) capable of following directions;

0 470

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to develop and implement a
written staffing plan that included an evaluation
completed by the clinical nurse supervisor (CNS)
(as indicated in Minnesota Administrative Rule
4659.0180) at least twice a year. This had the
potential to affect all residents, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
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 held a provisional assisted living
license. The facility was licensed for a capacity of
five residents.

On September 9, 2024, at 11:36 a.m., during the
entrance conference, CNS-C stated the licensee
did not have a written staffing plan. CNS-C
stated, "I know what is needed based on my
resident assessment. I know if I have five patients
[residents], I have to staff accordingly to what
they needed." CNS-C stated the licensee did
create a staffing schedule when one resident
resided in the facility however, the licensee did
not create a staffing plan because there was one
resident.

Minnesota Department of Health
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The licensee's Staffing policy dated August 1,
2022, indicated the CNS would prepare and
implement a 24-hour daily staffing plan that
ensures adequate staffing to meet resident's
needs at all times, including reasonably
foreseeable needs. In addition, the staffing plan
would be evaluated as part of the quality
management program at least twice per year.

0 470

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

0 480

(13) offer to provide or make available at least the
following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
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).

Minnesota Department of Health
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The findings include:

0 480

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated September 9, 2024, for the
specific Minnesota Food Code violations. The
Inspection Report was provided to the licensee
within 24 hours of the inspection.

TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

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

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

0 580

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to implement and maintain a
quality management program (QMP) appropriate
to the size of the facility and relevant to the type
of services provided. This had the potential to
affect all residents, staff, and visitors.

This practice resulted in a level two violation (a

Minnesota Department of Health
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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).

0 580

The findings include:

On September 9, 2024, at 11:57 a.m., during the
entrance conference, clinical nurse supervisor
(CNS)-C stated the licensee did not have QMP
minutes. CNS-C stated the licensee did not have
a formal QMP that was documented however,
they communicated with licensed assisted living
director/nurse practitioner (LALD/NP)-D about the
facility and ways to improve it.

The licensee's Quality Improvement policy dated
August 1, 2022, indicated the licensee had
established a quality improvement program
based on the organizations size and appropriate
to the type of services provided in order to assure
that affective, comprehensive and appropriate
plans were operational for all residents within the
organization. In addition, documentation of the
quality improvement program was maintained for
at least two years and would be provided to the
commissioner at the time of survey as requested.

No further information provided.

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

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

0 630

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

0 630

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure an individual abuse
prevention plan (IAPP) was developed to include
the required content for one of one discharged
resident (R1).

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

The findings include:

R1 admitted to the licensee on March 14, 2024,
and began receiving assisted living services. R1
discharged from the licensee on April 10, 2024.

R1's record contained two signed service plans;
1) RTasks (a documenting software program)
service plan signed March 14, 2024, indicated R1
received assistance with appointments, bathing,

Minnesota Department of Health
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grooming, housekeeping, laundry, behavior
management, meals, medication administration,
medication set up, safety check, socialization,
and transportation and 2) R1's service plan
signed March 14, 2024, indicated R1 received
assistance with medication management
including medication administration, oral care,
hair care, bathing, and dressing.

0 630

R1's Abuse Prevention Plan: Vulnerability and
Safety Assessment completed March 14, 2024,
indicated R1 was at risk for abusing others
verbally and physically and R1 was at risk for
being abused by others. The assessment lacked
specific measures to be taken to minimize the
risk of abuse to the resident or other vulnerable
adults.

R1's Assessment dated March 16, 2024,
indicated R1 was not at risk to be abused
because R1 lived in a 24-hour facility where all
employees were trained in vulnerable adult
treatment and were mandated reporters. In
addition, R1 was able to report abuse. The
assessment did not address if R1 was at risk to
abuse others. In addition, R1 yelled, paced, had
anxiety and verbal outbursts. The assessment
lacked specific measures to be taken to minimize
the risk of abuse to the resident or other
vulnerable adults.

R1's Master Care Plan, last updated during the
survey on September 10, 2024, indicated R1 was
not at risk to be abused because R1 lived in a
24-hour facility where all employees were trained
in vulnerable adult treatment, staff were
mandated reporters, and R1 was able to report
abuse. In addition, R1 yelled, paced, had anxiety,
wandered in and out of rooms, verbal outbursts.
The Master Care plan lacked specific measures

Minnesota Department of Health
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to be taken to minimize the risk of abuse to the
resident or other vulnerable adults.

0 630

R1's IAPP comprised of multiple records lacked
specific measures to be taken to minimize the
risk of abuse to the resident or other vulnerable
adults.

On September 10, 2024, at 10:40 a.m., clinical
nurse supervisor (CNS)-C verified the documents
listed above lacked specific measures to be taken
to minimize the risk of abuse to the resident or
other vulnerable adults. CNS-C stated employees
documented the specific measures they took to
decrease the risk of abuse in the progress notes
as they occurred. CNS-C stated the licensee
implemented a call to R1's social worker,
one-to-one staffing, and talked to the police about
R1. CNS-C stated they did not have interventions
written down "but we talked to everyone on what
was needed" for R1.

The licensee's Vulnerable Adult policy dated
August 1, 2022, indicated an IAPP shall be
established for each vulnerable adult for whom
assisted living services were provided. In
addition, the plan shall contain the following:
- the resident's risk of abusing other vulnerable
adults;
- the resident's susceptibility to abuse by other
individuals, including other vulnerable adults; and
- statements of specific measures to be taken to
minimize the risk of abuse to that person and
other vulnerable adults.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
STATE FORM 6899 GZDX11 If continuation sheet 10 of 41



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 10/14/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

39824 B. WING _____________________________ 09/10/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

GENTLE CARE ASSISTED LIVING LLC 10921 JERSEY COURT NORTH
CHAMPLIN, MN 55316

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 660 Continued From page 10 0 660

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

0 660

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

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to maintain a tuberculosis (TB)
prevention and control program, based on the
most current guidelines issued by the Centers for
Disease Control and Prevention (CDC) and the
Minnesota Department of Health (MDH), to
include a facility TB risk assessment.

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

0 660

On September 9, 2024, at 11:53 a.m., during
entrance conference, clinical nurse supervisor
(CNS)-C stated they did not know what a TB
facility risk assessment was, and they were
unaware of the requirement.

The MDH Resources & Frequently - Asked
Questions (FAQs) dated April 3, 2024, indicated
each provider licensed by MDH was required to
complete a TB risk assessment annually.

The licensee's Tuberculosis
Screening/Prevention policy dated August 1,
2022, indicated the licensee would observe the
recommended precautions related to TB
prevention as identified by the CDC and the
MDH. The precaution included the following
elements:
- risk assessment;
- TB screening; and
- staff education.

No further information was provided.

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

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

(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

Minnesota Department of Health
STATE FORM
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emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;
(4) post emergency exit diagrams on each floor;
and
(5) have a written policy and procedure regarding
missing residents.
(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.
(c) The facility must meet any additional
requirements adopted in rule.

0 680

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to 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
Minnesota Department of Health
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plan, dated as last reviewed 2024, lacked
evidence of the following required content:
- developed strategies for addressing facility and
community based risks;
- a missing resident plan and quarterly review of
the missing resident plan;
- policies and procedures including evacuation
which included transportation and evacuation
locations;
- policies and procedures for volunteers;
- arrangement with other facilities; and
- roles under a waiver declared by secretary.

0 680

On September 9, 2024, at 10:36 a.m., clinical
nurse supervisor (CNS)-C stated the licensee had
a contract with another assisted living facility if
residents needed to evacuate the facility. The
surveyor inquired about the name of the facility.
CNS-C was unable to provide the surveyor with
the name. In addition, CNS-C stated the
licensee's plan for transportation in case of an
emergency was to transport in CNS-C's or
licensed assisted living director/nurse
practitioners (LALD/NP)-D's vehicle and they
were the only current employees for the licensee.

On September 10, 2024, at 10:47 a.m., CNS-C
stated they did not have a backup staffing plan
but planned on hiring more staff as they received
residents. CNS-C stated they reviewed the
missing resident policy monthly, however, the
licensee does not document the reviews. CNS-C
verified they did not have information in the EPP
related to roles under a waiver declared by
secretary and was not aware of the requirement.

The licensee's Emergency Preparedness policy
dated August 1, 2022, indicated the licensee
would have an identified plan in place to assure
the safety and well-being of residents and staff

Minnesota Department of Health
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during periods of an emergency or disaster that
disrupts services.

0 680

No further information was provided.

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

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

0 780

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

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

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

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

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

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

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

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
STATE FORM 6899 GZDX11 If continuation sheet 15 of 41



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 10/14/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

39824 B. WING _____________________________ 09/10/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

GENTLE CARE ASSISTED LIVING LLC 10921 JERSEY COURT NORTH
CHAMPLIN, MN 55316

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE
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Based on observation and interview, the licensee
failed to keep the facility in compliance with the
Minnesota Fire Code. The deficient condition had
the ability to affect all staff and residents.

0 780

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).

Findings include:

On facility tour with the clinical nurse supervisor
(CNS)-C on September 9, 2024, between 10:00
a.m. and 11:00 a.m. the following deficient
condition was observed:

LOCKS:

The surveyor observed an unapproved lock on
the basement door.

The surveyor explained to the CNS-C that the
door from the basement shall always open with
one motion and no special knowledge from the
basement side of the door.

This deficient condition was visually verified by
the CNS-C accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days.
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0 810 144G.45 Subd. 2 (b)-(f) Fire protection and
SS=F physical environment

0 810

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
thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.
(f) Evacuation drills are required for employees
twice per year per shift with at least one
evacuation drill every other month. Evacuation of
the residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
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review, the licensee failed to develop the fire
safety and evacuation plan with the required
content and provide the required training and
drills. This had the potential to directly affect all
residents, staff, and visitors.

0 810

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:

A record review and interview were conducted on
September 9, 2024, at approximately 11:00 a.m.
with the clinical nurse supervisor (CNS)-C on the
fire safety and evacuation plan and fire safety and
evacuation training and drills for the facility.

FIRE/SAFETY/EVACUATION PLAN:

During record review the surveyor explained to
the CNS-C that the fire safety and evacuation
plans shall be changed to reflect the correct
resident room numbers on the plan. Also, the
plan shall be placed inside the fire safety and
evacuation plan binder to be available for first
responders outside the home if needed.

The surveyor explained to CNS-C the employees
shall be trained specifically on their fire safety and
emergency plan at new hire and twice a year
thereafter. Also, the residents shall be offered the
training once a year. Both shall be documented.
The fire safety and evacuation plan shall be
updated and continue to be always updated
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annually and available within the facility. The fire
drills shall be completed twice per year on each
shift, at least one every other month and this shall
be documented with date, time and signatures of
who participated.

0 810

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

0 910 144G.50 Subd. 2 (a-b) Contract information
SS=C

(a) The contract must include in a conspicuous
place and manner on the contract the legal name
and the health facility identification of the facility.
(b) The contract must include the name,
telephone number, and physical mailing address,
which may not be a public or private post office
box, of:
(1) the facility and contracted service provider
when applicable;
(2) the licensee of the facility;
(3) the managing agent of the facility, if
applicable; and
(4) the authorized agent for the facility.

0 910

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to execute a written contract with
the required content for one of one discharged
resident (R1).

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
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the residents).

0 910

The findings include:

R1 admitted to the licensee on March 14, 2024,
and began receiving assisted living services. R1
discharged from the licensee on April 10, 2024.

R1's Resident Agreement Assisted Living signed
March 14, 2024, lacked in a conspicuous place
and manner on the contract the Health Facility
Identification number (HFID#) of the facility.

On September 9, 2024, at 2:11 p.m., licensed
assisted living director/nurse practitioner
(LALD/NP)-D stated they were unaware the
contract was required to have the HFID#.
LALD/NP-D stated they used a contract provided
to the licensee by a consultant.

No further information provided.

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

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

(a) The orientation must contain the following
topics:
(1) an overview of this chapter;
(2) an introduction and review of the facility's
policies and procedures related to the provision
of assisted living services by the individual staff
person;
(3) handling of emergencies and use of
emergency services;
(4) compliance with and reporting of the
maltreatment of vulnerable adults under section
626.557 to the Minnesota Adult Abuse Reporting

01470
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Center (MAARC);
(5) the assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights;
(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person;
(7) handling of residents' complaints, reporting of
complaints, and where to report complaints,
including information on the Office of Health
Facility Complaints;
(8) consumer advocacy services of the Office of
Ombudsman for Long-Term Care, Office of
Ombudsman for Mental Health and
Developmental Disabilities, Managed Care
Ombudsman at the Department of Human
Services, county-managed care advocates, or
other relevant advocacy services; and
(9) a review of the types of assisted living
services the employee will be providing and the
facility's category of licensure.
(b) In addition to the topics in paragraph (a),
orientation may also contain training on providing
services to residents with hearing loss. Any
training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
include training on one or more of the following
topics:
(1) an explanation of age-related hearing loss
and how it manifests itself, its prevalence, and
the challenges it poses to communication;
(2) health impacts related to untreated
age-related hearing loss, such as increased
incidence of dementia, falls, hospitalizations,
isolation, and depression; or
(3) information about strategies and technology
that may enhance communication and
involvement, including communication strategies,

01470
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assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access in real time, and closed captions.

01470

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure staff providing services
completed an orientation to assisted living facility
licensing requirements and regulations before
providing services for two of two employees
(clinical nurse supervisor (CNS)-C, licensed
assisted living director/nurse practitioner
(LALD/NP)-D).

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

The findings include:

CNS-C
CNS-C was hired on March 11, 2023, to provide
oversite and supervision to unlicensed personnel
(ULP) and provide direct care services to
residents.

LALD/NP-D
LALD/NP-D was hired on March 11, 2020, to
provide oversite and supervision to ULP and
provide direct care services to residents.

CNS-C and LALD/NP-D's employee records
included an EduCare (a training software)
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01470 Continued From page 22

transcript that indicated CNS-C and LALD/NP-D
completed home care orientation on March 5,
2024. CNS-C and LALD/NP-D employee records
lacked evidence of orientation to assisted living
regulations (Minnesota Statutes, chapter
144G.63, subdivision 2) effective August 1, 2021,
for the following:
- an overview of this assisted living statutes;
- 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.

01470

On September 9, 2024, at 1:24 p.m., CNS-C
stated they received the home care orientation
and the EduCare transcript would show the
training completed. CNS-C stated they believe
due to the license converting to an assisted living
license, is why they took the wrong course in
EduCare. LALD/NP-D stated they completed the
home care orientation because it was completed
prior to the license converting to an assisted living
license.

The licensee's Staff Orientation and Education
policy dated August 1, 2022, read, "3. Orientation
topics will include, but not be limited to, the
following
a. Overview of Minnesota Assisted Living Statute
144G and Minnesota Rules Chapter 4659
b. Review of the employee's job description and
responsibilities
c. Introduction to and review of the organization's
policies and procedures related to the provision of
assisted living services by the individual staff
person
d. Handling of emergencies and the use of
emergency services
e. Compliance with Minnesota's Vulnerable Adult
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01470 Continued From page 23

(Sections 626.556 and 5572), including
requirements based on organizational policy.
identification of incidents of maltreatment (abuse.
financial exploitation and neglect) and that ay act
that constitutes maltreatment is prohibited
f. The Assisted Living Bill of Rights and the
employee's responsibilities to ensure the exercise
and protection of those rights
g. The principles of person-centered planning and
service delivery and how they apply to direct
support services provided by staff
h. Grievance Policy/Process, including reports to
the Office of Health Facility Complaints

i. Consumer advocacy services, including
i. Office of Ombudsman for Long-Term-Care
ii. Office of Ombudsman for Mental Health

and Developmental Disabilities
iii. Managed Care Ombudsman at the

Department of Human Services
iv. County managed care advocates
v. Other advocacy services

j. The types of assisted living services the
employee will be providing based on the Uniform
Checklist Disclosure of Services and the
organization's category of licensure
k. The organizational chart and roles of staff
within the facility".

01470

No further information provided.

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

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

01530

(a) All assisted living facilities must meet the
following training requirements:
(1) supervisors of direct-care staff must have at
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01530 Continued From page 24

least eight hours of initial training on topics
specified under paragraph (b) within 120 working
hours of the employment start date, and must
have at least two hours of training on topics
related to dementia care for each 12 months of
employment thereafter;
(2) direct-care employees must have completed
at least eight hours of initial training on topics
specified under paragraph (b) within 160 working
hours of the employment start date. Until this
initial training is complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care and who can act as a resource
and assist if issues arise. A trainer of the
requirements under paragraph (b) or a supervisor
meeting the requirements in clause (1) must be
available for consultation with the new employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

01530

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure a supervisor of
direct-care employees received at least eight
hours of initial training on topics specified under
paragraph (b) within 120 working hours of the
employment start date for two of two employees
(clinical nurse supervisor (CNS)-C, licensed
assisted living director/nurse practitioner
(LALD/NP)-D).

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

01530

The findings include:

CNS-C
CNS-C was hired on March 11, 2023, to provide
oversite and supervision to unlicensed personnel
(ULP) and provide direct care services to
residents.

CNS-C's employee record included two hours of
initial training on dementia completed March 4,
2024. The employee record lacked the required
eight hours of dementia training to be completed
within 120 working hours of employment.

LALD/NP-D
LALD/NP-D was hired on March 11, 2020, to
provide oversite and supervision to ULP and
provide direct care services to residents.

LALD/NP-D's employee record included two
hours of initial training on dementia completed
March 4, 2024. The employee record lacked the
required eight hours of dementia training to be
completed within 120 working hours of
employment.

On September 9, 2024, at 1:31 p.m., LALD/NP-D
stated the licensee provided two hours of
dementia care training. LALD/NP-D then stated,
"how many do we need." The surveyor reviewed
the statue and LALD/NP-D and CNS-C both
stated they were not aware of the requirement.

The licensee's Dementia policy dated August 1,
2024, indicated supervisors of direct-care
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employees would have at least eight hours of
initial dementia education within 120 working
hours of employment start date.

01530

No further information provided.

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

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

01620

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

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
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01620 Continued From page 27

Based on observation, interview and record
review, the licensee failed to ensure the
registered nurse (RN) conducted ongoing
resident monitoring and reassessment to include
all areas required on the uniform assessment tool
per Minnesota Rule 4659.0150 for one of one
discharged resident (R1).

01620

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at 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 admitted to the licensee on March 14, 2024,
and began receiving assisted living services. R1
discharged from the licensee on April 10, 2024.

R1's record contained two service plans: 1) R1's
RTasks (a documenting software program)
service plan signed March 14, 2024, indicated R1
received assistance with appointments, bathing,
grooming, housekeeping, laundry, behavior
management, meals, medication administration,
medication set up, safety check, socialization,
and transportation, and 2) R1's service plan
signed March 14, 2024, indicated R1 received
assistance with medication management
including medication administration, oral care,
hair care, bathing, and dressing.

R1's initial assessment dated March 14, 2024,
lacked areas required on the uniform assessment
tool including:
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- personal lifestyle preferences;
- activities of daily living including dressing,
grooming, bathing, personal hygiene, mobility,
oral care;
- instrumental activities of daily living including
housework, laundry, and transportation; and
- risk indicators including alcohol and drug use,
including the resident's alcohol use or drug use
not prescribed by a physician.

01620

R1's 14-day assessment completed on March 16,
2024, included parts of the uniform assessment
completed on March 16, 2024, and remaining
areas on the uniform assessment were
completed on September 10, 2024, during the
survey. The following sections listed below were
completed on September 10, 2024:
- personal lifestyle preferences;
- activities of daily living including bathing,
dressing, eating, oral care, grooming, mobility,
and toileting;
- instrumental activities of daily living including
housework, laundry, and transportation; and
- smoking assessment.

On September 10, 2024, at 8:24 a.m., registered
nurse/billing coordinator (RN/BC)-E stated part of
the 14-day assessment for R1 was not completed
"I don't want to lie". RN/BC-E stated a section of
the 14-day assessment was just completed so
they were able to print off the assessment to
provide to the surveyor.

On September 10, 2024, at 10:52 a.m., clinical
nurse supervisor (CNS)-C stated they were
unaware the initial assessment did not include all
areas on the uniform assessment tool because it
was provided to the licensee by a consultant.
CNS-C stated they did not know why the entire
14-day assessment was not completed in RTasks
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(a documenting software program) on March 16,
2024.

01620

The licensee's Comprehensive Nursing
Assessment policy dated August 1, 2022, read,
"1. The RN will conduct a comprehensive
assessment utilizing a uniform assessment tool
that addresses the following:
a. Head to Toe Evaluation

i. Current Medical and Nursing
Diagnoses/Health Conditions

ii. Communication and Sensory Capabilities
1. Hearing
2. Vision
3. Speech
4. Assistive Communication and Sensory

Devices, including
a. Hearing Aids
b. The Ability to Understand and be

Understood
iii. Activities of Daily Living
iv. Instrumental Activities of Daily Living
v. Skin/Integument Status
vi. Digestive/Nutritional Status, including

1. Hydration
2. Diet
3. Food Allergies
4. Weight

vii. Respiratory Status
1. Seasonal Allergies

viii. Urinary Status
ix. Joint/Muscle Status
x. Endocrine
xi. Cardiovascular, including

1. Vital Signs
xii. Neurological Status
xiii. Pain, including

1. Location, Frequency, Intensity and
Duration

2. Effectiveness of Medications and
Minnesota Department of Health
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01620 Continued From page 30 01620

Nonmedication Interventions
xiv. Infectious Conditions
xv. Mental/Emotional Health, including

1. Cognition, including
a. Review of Neurocognitive

Evaluations and Diagnoses
b. Current Memory, Orientation,

Confusion and Decision-Making Status and Ability
2. History/Diagnoses of Mood Disorders,

such as
a. Depression
b. Anxiety
c. Bipolar Disorder
d. Thought or Behavioral Disorders

3. Current Symptoms of Mental Health
Conditions and Behavioral Expressions of
Concern

4. Effective Medication Treatment and
Nonmedication Interventions

xvii. Lifestyle Preferences, including
1. Social Supports/Needs
2. Sleep schedule
3. Leisure Activities
4. Prior Housing Situation(s)
5. Smoking, including Safety Factors
6. Alcohol/Drug Use (nonprescribed)

xviii. Spiritual Assessment
xix. Cultural Assessment
xx. Safety Factors
xxi. Health History, including:

1. Access of Health Care over Past 12
Months, including

a. Medical Visits (PCP)
b. Hospitalizations
c. Surgeries
d. Post-Acute In-Patient Care
e. Dental Visits
f. Emergency Room Visits

2. Reports from Physical Therapy,
Occupational Therapy, Speech Therapy or
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Cognitive Evaluations within Past 12 Months
b. Vulnerability Assessment, including

Risk for Elopement
c. Falls Risk Assessment
d. SLUMS (if appropriate)
e. Nutritional Assessment (if

appropriate)
f. Medications*
i. Medication Allergies
g. Emergency Information, including

Evacuation Level**
h. End of Life Preferences, including

i. Health Care Directives
ii. DNR/DNI" orders
i. POLST".

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

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

01650

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

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

The findings include:

R1 admitted to the licensee on March 14, 2024,
and began receiving assisted living services. R1
discharged from the licensee on April 10, 2024.

R1's RTasks (a documenting software program)
service plan signed March 14, 2024, indicated R1
received assistance with appointments, bathing,
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grooming, housekeeping, laundry, behavior
management, meals, medication administration,
medication set up, safety check, socialization,
and transportation. The service plan lacked the
following required content:
- the schedule and methods of monitoring
assessments of the resident;
- the schedule and methods of monitoring staff
providing services; and
- a contingency plan that includes:

- the action to be taken if the scheduled
service cannot be provided;

- information and a method to contact the
facility;

- the names and contact information of
persons the resident wishes to have notified in an
emergency or if there is a significant adverse
change in the resident's condition, including
identification of and information as to who has
authority to sign for the resident in an emergency;
and

- the circumstances in which emergency
medical services are not to be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.

01650

R1's service plan signed March 14, 2024,
indicated R1 received assistance with medication
management including medication administration,
oral care, hair care, bathing, and dressing. The
service plan lacked the following required
content:
- the schedule and methods of monitoring staff
providing services; and
- methods of monitoring assessments of the
resident.
R1's service plans listed above were signed on
the same date and lacked different required
content for the service plan.
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On September 10, 2024, at 10:55 a.m., clinical
nurse supervisor (CNS)-C stated they did not
know why R1 had two separate service plans
signed on the same day. CNS-C stated they were
unaware that the service plan had to include the
schedule and methods of monitoring of staff.

The licensee's Service Plan policy dated August
1, 2022, read, "8. The service plan includes the
following:
a. A description of the services to be provided;
the service description may be in the form of the
resident's care plan developed with the
resident/responsible party
b. The fees for services and the frequency of
each service, according to the resident's current
review or assessment and resident preferences
c. The identification of the staff or categories of
staff who will provide the services
d. The schedule and methods of monitoring
reviews or assessments of the resident
e. The schedule and method of monitoring staff
providing services**.
f. A contingency plan that includes the following

i. Action to be taken if the scheduled service
cannot be provided

ii. Information and method for a resident or
resident's representative to contact the facility

iii. Names and contact information of persons
the resident wishes to have notified in an
emergency or if there is a significant adverse
change in the resident's condition

iv. The identification of and information as to
who has the authority to sign for the resident in an
emergency

v. Circumstances in which emergency
medical services are not to be summoned and
declarations made by the resident related to
health care directives".
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No further information was provided.

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

01910 144G.71 Subd. 22 Disposition of medications
SS=F

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

01910

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to provide
documentation in the resident's record regarding
the disposition of medication to include
medication's name, strength, prescription number
as applicable, quantity, date of disposition, to
whom the medications were given, and names of
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staff and other individuals involved in the
disposition for one of one discharged resident
(R1).

01910

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

The findings include:

R1 admitted to the licensee on March 14, 2024,
and began receiving assisted living services. R1
discharged from the licensee on April 10, 2024.

R1's record contained two separate service
plans: 1) R1's RTasks (a documenting software
program) service plan signed March 14, 2024,
indicated R1 received assistance with
appointments, bathing, grooming, housekeeping,
laundry, behavior management, meals,
medication administration, medication set up,
safety check, socialization, and transportation,
and 2) R1's service plan signed March 14, 2024,
indicated R1 received assistance with medication
management including medication administration,
oral care, hair care, bathing, and dressing.

R1's Med Admin Summary- Date Range dated
March 2024, included escitalopram 10 milligrams
(mg), omeprazole 20 mg, venlafaxine 300 mg
and 150 mg, Seroquel 300 mg, atorvastatin 40
mg, folic acid 1 mg, Lantus 52 units (u), lisinopril
2.5 mg, insulin aspart 1 -20 u, and lorazepam 2
mg.
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R1's Medication Destruction Record dated April
30, 2024, included lorazepam 2 mg seven pills
destroyed on April 30, 2024, signed by two
employees. The documents lacked other
medications listed above.

R1's Resident Notes- One Resident dated March
14, 2024, through May 28, 2024, lacked
information related to medication disposition for
R1.

R1's discharged summary indicated R1
discharged to a hospital and was going to be
transferred to a different facility. The discharged
summary lacked information related to
medication disposition for R1.

On September 9, 2024, at approximately 11:10
a.m., during entrance conference, clinical nurse
supervisor (CNS)-C stated medication destruction
documentation included what was destroyed and
who destroyed it. CNS-C stated for narcotics two
nurses had to destroy the medication.

On September 10, 2024, at 10:16 p.m., CNS-C
stated R1's mother received R1's medications
with the exception of lorazepam because it was a
controlled substance. CNS-C stated they forgot to
document where R1's medications went in R1's
record. CNS-C then showed the surveyor a
picture. The surveyor observed three closed
suitcases and was unable to see the contents.
CNS-C stated the medications were delivered in
those suitcases to R1.

The licensee's Disposition and Disposal of
Medications policy dated August 1, 2022,
indicated unused portions of current medications
being managed by the licensee would be given to
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the resident or responsible party when the
resident's service plan ends, medication
management services are no longer provided
under the service plan or upon discharge and a
note regarding this was placed in the clinical
record.

01910

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02290 144G.91 Subd. 2 Legislative intent
SS=F

The rights established under this section for the
benefit of residents do not limit any other rights
available under law. No facility may request or
require that any resident waive any of these rights
at any time for any reason, including as a
condition of admission to the facility.

02290

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee limited the rights of residents when the
licensee required one of one discharged resident
(R1) to follow certain house rules.

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:
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R1 admitted to the licensee on March 14, 2024,
and began receiving assisted living services. R1
discharged from the licensee on April 10, 2024.

02290

R1's record contained two separate services
plans; 1) R1's RTasks (a documenting software
program) service plan signed March 14, 2024,
indicated R1 received assistance with
appointments, bathing, grooming, housekeeping,
laundry, behavior management, meals,
medication administration, medication set up,
safety check, socialization, and transportation,
and 2) R1's service plan signed March 14, 2024,
indicated R1 received assistance with medication
management including medication administration,
oral care, hair care, bathing, and dressing.

R1's Resident Guidelines signed by R1 on March
14, 2024, indicated R1 understood the licensee's
rules and if the rules were broken then R1could
be evicted from the facility. The following rules
were listed in the document under the section
titled Resident Rules:
- all residents were required to bring a written
medical after care summary from every medical
and psychiatric appointment attended;
- all residents were required to attend all
psychiatrist, medical, and social service
appointments;
- no alcohol, or over the counter medications
were allowed on the property or in the residents
room and any violation of this rule would result in
termination of the residents housing and service
contract and notification of the appropriate law
enforcement agencies;
- curfew was at 10:00 p.m. every night;
- no visitors after 9:00 p.m.;
- residents must always be properly clothed
including a top, bottom and something covering
their feet; and
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- residents must shower and wear clean clothes.

02290

On September 10, 2024, at 10:59 a.m., clinical
nurse supervisor (CNS)-C stated they do not
allow alcohol on the licensee premises. CNS-C
stated no visitors were allowed to enter the facility
after 9:00 p.m. CNS-C stated they cannot force
but encourage residents to attend appointments,
wear footwear, and wear clean clothing.

The licensee's Minnesota Assisted Living Bill of
Rights dated 2021, indicated the licensee's staff
may not request nor obtain from the resident any
waiver of any of their rights.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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Report  #: 1029241302 Food  Establishment  Inspection  Report
Minnesota  Department  of  Health
Food,  Pools,  and  Lodging  Services
625  Robert  Street  North
St.  Paul

Gentle  Care  Assisted  Living Address
10921  Jersey  Court  N

License/ Permit  #
0043383

Permit  Holder

No.  of  RF/PHI Categories  Out

No.  of  Repeat  RF/PHI Categories  Out

Legal  Authority  MN Rules  Chapter  4626
City/ State
Champlin,  MN

Zip  Code
55316

Purpose  of  Inspection
Full

Est  Type

3 Date  09/09/ 24

0 Time  In 12:26: 41

Time  Out

Telephone
6125320129

Risk  Category

FOODBORNE  ILLNESS  RISK  FACTORS  AND PUBLIC  HEALTH INTERVENTIONS
Circle  designated  compliance  status  (IN, OUT, N/O,  N/A) for each  numbered  item Mark "X" in appropriate  box  for COS  and/ or R

IN=in compliance OUT=  not  in compliance N/O= not  observed N/A= not  applicable COS= corrected  on- site  during  inspection R= repeat  violation

Compliance  Status

1 IN OUT
2 IN OUT N/A

Surpervision
PIC knowledgeable;  duties  & oversight
Certified  food  protection  manager,  duties

Employee  Health
3 IN OUT
4 IN OUT

5 IN OUT

6 IN OUT

Mgmt/Staff;knowledge, responsibilities& reporting
Proper  use  of reporting,  restriction  & exclusion
Procedures  for responding  to vomiting  & diarrheal
events

Good  Hygenic  Practices
N/O Proper  eating,  tasting,  drinking,  or tobacco  use

7 IN OUT N/O No discharge  from eyes,  nose,  & mouth
Preventing  Contamination  by  Hands

8 IN OUT N/O Hands  clean  & properly  washed

9 IN
No bare  hand  contact  with RTE  foods  or pre-approved

OUT N/A N/O alternate  pprocedure  properly  followed
10  IN OUT Adequate  handwashing  sinks  supplied/ accessible

Approved  Source
11 IN OUT Food  obtained  from approved  source

12  IN OUT N/A N/O Food  received  at  proper  temperature

COS  R Compliance  Status COS  R

Time/ Temperature  Control  for  Safety
18  IN OUT N/ON/A Proper  cooking  time  & temperature
19  IN OUT N/ON/A Proper  reheating  procedures  for hot  holding
20  IN OUT N/ON/A Proper  cooling  time  & temperature
21  IN OUT N/ON/A Proper  hot  holding  temperatures
22  IN OUT N/A Proper  cold  holding  temperatures
23  IN OUT N/A N/O Proper  date  marking  & disposition

24  IN OUT N/ON/A Time  as  a  public  health  control:  procedures  & records
Consumer  Advisory

25  IN OUT N/A Consumer  advisory  provided  for raw/undercooked  food
Highly  Susceptible  Populations

26  IN OUT N/A Pasteurized  foods  used;  prohibited  foods  not  offered

27  IN OUT N/A
Food  and  Color  Additives  and  Toxic  Substances
Food  additives:  approved  & properly  used

28  IN OUT Toxic substances  properly  identified,  stored,  & used
Conformance  with  Approved  Procedures

29  IN OUT N/A Compliance  with variance/ specialized  process/ HACCP

13  IN OUT Food  in good  condition,  safe,  & unadulterated

14 IN OUT N/A N/O
Required  records  available;  shellstock  tags,
parasite  destruction

Protection  from  Contamination
15  IN OUT N/A N/O Food  separated  and  protected

Risk  factors  (RF) are  improper  practices  or proceedures  identified  as  the  most
prevalent  contributing  factors  of foodborne  illness  or injury. Public  Health  Interventions
(PHI) are  control  measures  to prevent  foodborne  illness  or injury.

16  IN OUT N/A

17  IN OUT

Food  contact  surfaces:  cleaned  & sanitized
Proper  disposition  of returned,  previously  served,
reconditioned,  & unsafe  food

GOOD  RETAIL PRACTICES
Good  Retail  Practices  are  preventative  measures  to control  the  addition  of pathogens,  chemicals,  and  physical  objects  into foods.

Mark "X" in box  if numbered  item is  in compliancenot Mark "X" in appropriate  box  for COS  and/ or R COS=  corrected  on-site  during  inspection  R= repeat  violation

Safe  Food  and  Water
COS  R

Proper  Use  of  Utensils
COS  R

30  IN OUT N/A Pasteurized  eggs  used  where  required

31  Water  & ice  obtained  from an  approved  source

32  IN OUT N/A Variance  obtained  for specialized  processing  methods

Food  Temperature  Control

33 Proper  cooling  methods  used;  adequate  equipment  for
temperature  control

34  IN OUT N/A N/O Plant  food  properly  cooked  for hot  holding

43  In-use  utensils:  properly  stored

44  Utensils,  equipment  & linens:  properly  stored,  dried,  & handled

45  Single- use/ single  service  articles:  properly  stored  & used

46  Gloves  used  properly
Utensil  Equipment  and  Vending

Food  & non- food  contact  surfaces  cleanable,  properly
47  designed,  constructed,  & used

48  X Warewashing  facilities:  installed,  maintained,  & used;  test  strips

35  IN OUT N/A N/O Approved  thawing  methods  used

36  X Thermometers  provided  & accurate
Food  Identification

49  Non- food contact  surfaces  clean
Physical  Facilities

50  Hot & cold  water  available;  adequate  pressure
37  Food  properly  labled;  original  container 51  Plumbing  installed;  proper  backflow  devices

Prevention  of  Food  Contamination
38  Insects,  rodents,  & animals  not  present

39  Contamination  prevented  during  food  prep,  storage  & display

40  Personal  cleanliness

41  Wiping  cloths:  properly  used  & stored

42  Washing  fruits & vegetables

52  Sewage  & waste  water  properly  disposed

53  Toilet facilities:  properly  constructed,  supplied,  & cleaned

54  Garbage  & refuse  properly  disposed;  facilities  maintained

55  Physical  facilities  installed,  maintained,  & clean

56  Adequate  ventilation  & lighting; designated  areas  used

57  Compliance  with MCIAA

Food  Recalls:
58  Compliance  with licensing  & plan  review

Person  in  Charge  (Signature) Date:  09/ 10/24

Inspector  (Signature)


