
P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

Electronically Delivered

December 7, 2023

Licensee
Baikah Homes, LLC
814 Charlotte Drive
Anoka, MN 55303

RE: Project Number(s) SL34336015

Dear Licensee:

On November 22, 2023, the  Minnesota Department  of Health completed  a follow-up survey of your
facility to determine  if orders from the October 4, 2023, survey were corrected.  This follow-up survey
verified that  the  facility is in substantial  compliance.
You are  encouraged  to retain  this document for your records. It is your responsibility to share  the
information contained  in the  letter  with your organization’s Governing Body.

Please  feel free to call me with any questions.

Sincerely,

Tim Hanna, Interim Supervisor
State Engineering Services Section
Health Regulation Division
Email: Tim.Hanna@state. mn.us
Telephone: 507-208-8982 Fax: 1-866-890-9290
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An equal  opportunity employer. P709 HC Orders Corrected
REVISED 04/19/ 2023



    

P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s   

Electronically Delivered

October 31, 2023

Licensee
Baikah Homes LLC
814 Charlotte Drive
Anoka, MN  55303

RE:  Project Number(s) SL34336015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on October 4, 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.

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 assigned tag number appears in the far left column entitled "ID Prefix
Tag." The state statute number and the corresponding text of the state statute out of compliance are
listed in the "Summary Statement of Deficiencies" column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . . ."    

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

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

The correction order documentation should include the following:

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

� Identify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.    

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

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

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,

Casey DeVries, Supervisor
State Evaluation Team
Email: casey.devries@state.mn.us
Telephone: 651-201-5917 Fax:  1-866-890-9290

JMD
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0 000 Initial Comments 0 000

******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:
SL34336015-0

On October 2, 2023, through October 4, 2023,
the Minnesota Department of Health conducted a
survey at the above provider, and the following
correction orders are issued. At the time of the
survey, there were two active residents; both of
whom were receiving services under the Assisted
Living license.

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 License
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 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 surveyors'
findings is the Time Period for Correction.

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
subd. 1, 2, and 3.

0 460 144G.41 Subdivision 1 Minimum requirements
SS=F

0 460

(5) provide a means for residents to request
assistance for health and safety needs 24 hours

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 460 Continued From page 1 0 460

per day, seven days per week;
(6) allow residents the ability to furnish and
decorate the resident's unit within the terms of the
assisted living contract;
(7) permit residents access to food at any time;
(8) allow residents to choose the resident's
visitors and times of visits;
(9) allow the resident the right to choose a
roommate if sharing a unit;
(10) notify the resident of the resident's right to
have and use a lockable door to the resident's
unit. The licensee shall provide the locks on the
unit. Only a staff member with a specific need to
enter the unit shall have keys, and advance
notice must be given to the resident before
entrance, when possible. An assisted living
facility must not lock a resident in the resident's
unit;

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to provide a means for residents to request
assistance for health and safety needs 24 hours a
day, seven days a week.

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

The findings include:

On October 2, 2023, at 9:45 a.m., during the
entrance conference, licensed assisted living

Minnesota Department of Health
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director/ clinical nurse supervisor (LALD/CNS)-C
stated there was no call light system in place and
the residents ambulated to staff for assistance or
used their personal cell phones to call staff
members when assistance was needed.

0 460

On October 3, 2023, at 10:00 a.m., during a
facility tour, the surveyor observed a split-level
home with one resident located on the upper level
and one resident located on the lower level, as
well as a new resident moving into the lower
level. In addition, the surveyor observed no bells,
call lights, or pendants.

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

0 680

(a) The facility must meet the following
requirements:
(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an
emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;
(4) post emergency exit diagrams on each floor;
and
(5) have a written policy and procedure regarding
missing residents.
(b) The facility must provide emergency and
disaster training to all staff during the initial staff

Minnesota Department of Health
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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 have a written emergency
preparedness plan (EPP) with all the required
content. This had the potential to affect all
residents receiving services under the assisted
living license.

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

The findings include:

The licensee's emergency disaster preparedness
plan lacked evidence of the following required
content:
- Risk assessment that is updated annually and
that considered hazards like care related
emergencies, equipment/utility failures,
interruptions in communications/cyber-attacks,
loss of all or portion of a facility, interruption to
normal supply of essential resources and medical
supplies;

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

- Categorize the various probable risks/hazards
by likelihood of occurrence;
- Strategies for addressing facility &
community-based risks;
- Develop and implement EP policies/procedures
(P/P) based on the EP, risk assessment &
communication plan;
- Address the following whether evacuated or
shelter in place for staff/residents:

-Food, water, medical supplies,
pharmaceutical supplies;
-Alternate sources of energy to maintain:

-Temperatures to protect resident
health/safety;

-Safe/sanitary storage of provisions;
-Emergency lighting;
-Fire detection, extinguishing, alarm systems;

and
-Sewage and waste disposal;

- Develop P/P to shelter in place for residents,
staff, and volunteers who remain in the facility;
- Develop P/P to address role of facility under a
waiver declared by the Secretary in accordance
with section 1135 of the Act;
- Develop and maintain EP training and testing
program;
- Training program must include all of the
following:

-Initial training in EP P/P to all new and
existing staff, individuals providing services under
arrangement, and volunteers consistent with their
expected role;
-Provide EP training at least annually;
-Maintain documentation of all EP training;
-Demonstrate staff knowledge of EP;
- Conduct exercises to test the EP at least twice
per year, including unannounced staff drills using
the EP and must include the following:

- Participate in an annual full-scale exercise
that is community based OR conduct an annual,

Minnesota Department of Health
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individual, facility-based functional exercise OR if
the facility experiences an actual emergency
requiring activation of plan, facility is exempt from
engaging in its next required full-scale exercise;
and

- Conduct an additional annual exercise that
may include: a second full-scale exercise that is
community-based or an individual, facility based
functional exercise OR mock disaster drill OR
table-top exercise.

0 680

On October 4, 2023, at 9:45 a.m., licensed
assisted living director/ clinical nurse supervisor
(LALD/CNS)-C acknowledged they did not have
the missing items and stated, "no I do not update
it yearly; I took the regulations to mean it as
training needed to be done annually so I have the
staff do educare [training software program]
training annually."

The licensee's Emergency Preparedness policy
dated August 1, 2021, read, "[Licensee] will have
an identified plan in place to assure the safety
and well-being of residents and staff during
periods of an emergency or disaster that disrupts
services.

No further information was provided.

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

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

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

Minnesota Department of Health
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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.

0 810

This MN Requirement is not met as evidenced
by:
The licensee failed to provide a maintained fire
safety and evacuation plan that showed the
location and number of resident rooms and failed
to provide required employee training on fire
safety and evacuation. This had the potential to
affect all staff, residents, and visitors.

This practice resulted in a level two violation (a
Minnesota Department of Health
STATE FORM 6899 H79Z11 If continuation sheet 7 of 26
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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, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

0 810

Findings include:

An interview and record review were conducted
on October 4, at approximately 12:00 p.m., with
the licensed assisted living director/ clinical nurse
supervisor (LALD/CNS)-C on the fire safety and
evacuation plan, fire safety and evacuation
training for the facility, and fire safety and
evacuation drills for the facility.

On the facility tour on October 3, at approximately
12:30 p.m. with the LALD/CNS-C, it was
observed that the fire safety and evacuation plan
did not show the number of resident rooms.

Record review of the available documentation
indicated that employees did not receive training
twice per year after initial hire. During the
interview, LALD/CNS-C stated that the licensee
provided annual training to employees, but not
twice per year after the initial hire, on the fire
safety and evacuation plan, as required by
statute. During the interview, LALD/CNS-C
verified this deficient condition and confirmed that
there was no further documented training for the
staff on the fire safety and evacuation plan as
required by statute.

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

Minnesota Department of Health
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0 820 144G.45 Subd. 2 (g) Fire protection and physical 0 820
SS=D environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to provide facilities that were not a distinct
hazard to life. The licensee failed to provide a
resident bedroom with the minimum window
opening meeting the minimum state standard for
egress. This had the potential to directly affect the
resident in the room.

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

On October 3, 2023, at approximately 12:30 p.m.,
survey staff toured the facility with the licensed

Minnesota Department of Health
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assisted living director/ clinical nurse supervisor
(LALD/CNS)-C. During the facility tour, survey
staff observed the following items:

0 820

It was observed that bedroom #2 on the main
level did not have windows that met the minimum
size requirements for egress escape. The
sleeping room was not occupied by residents.
The clear openable area of the opened windows
measured 43 inches in width and 8 1/2 inches in
height and did not meet the minimum required
opening for existing sleeping rooms of 648
square inches.

This deficient condition was verified by
LALD/CNS-C accompanying on the facility tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 900 144G.50 Subdivision 1 Contract required
SS=F

(a) An assisted living facility may not offer or
provide housing or assisted living services to any
individual unless it has executed a written
contract with the resident.
(b) The contract must contain all the terms
concerning the provision of:
(1) housing;
(2) assisted living services, whether provided
directly by the facility or by management
agreement or other agreement; and
(3) the resident's service plan, if applicable.
(c) A facility must:
(1) offer to prospective residents and provide to
the Office of Ombudsman for Long-Term Care a
complete unsigned copy of its contract; and
(2) give a complete copy of any signed contract
and any addendums, and all supporting

0 900
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0 900 Continued From page 10

documents and attachments, to the resident
promptly after a contract and any addendum has
been signed.
(d) A contract under this section is a consumer
contract under sections 325G.29 to 325G.37.
(e) Before or at the time of execution of the
contract, the facility must offer the resident the
opportunity to identify a designated representative
according to subdivision 3.

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

0 900

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to develop and execute a written
contract with the required content post
implementation of 144G Statutes for one of one
resident (R2).

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:

R2 admitted to the facility on January 19, 2023.

R2's diagnoses included schizoaffective disorder
and bipolar affective disorder.

Minnesota Department of Health
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0 900 Continued From page 11

R2's [Licensee] Home Care Service Plan signed
and dated January 26, 2023, indicated R2
received assistance with self-administration and
medication administration as well as vital signs
monitoring.

0 900

R2's record included a signed assisted living
contract dated January 26, 2023.

R2's record included a medication administration
record dated January 1, 2023, through January
31, 2023, which indicated that R2 received
medication administration twice a day, as well as
safety checks four times a day, from January 19,
2023, through January 31, 2023.

R2's record lacked a signed contract prior to the
beginning of services that started on January 19,
2023.

On October 4th, 2023, at 10:02 a.m., licensed
assisted living director/ clinical nurse supervisor
(LALD/CNS)-C stated, "The service plan and
contract was done late for [R2] because she was
going through ECT programing
(Electroconvulsive therapy - used to treat severe
depression), and she was not able to have the
service plan done prior to receiving services.
Same with most of them, like the new lady that
just moved in, she has been gone at her day
treatments, and I have not had a chance to meet
with her."

No further information was provided.

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

Minnesota Department of Health
STATE FORM 6899 H79Z11 If continuation sheet 12 of 26



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 10/31/2023
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

34336 B. WING _____________________________ 10/04/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

BAIKAH HOMES LLC 814 CHARLOTTE DRIVE
ANOKA, MN 55303

(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

0 970 Continued From page 12
0 970 144G.50 Subd. 5 Waivers of liability prohibited

SS=C
The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
include any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

0 970

0 970

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the assisted living
contract did not include language waiving the
licensee's liability for health, safety, or personal
property of a resident. This had the potential to
affect all residents.

This practice resulted in a level 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:

R2's record included a signed assisted living
contract dated January 26, 2023, which read,
"Insurance Liability and Release. The resident
shall maintain at all times his or her own health,
personal property, liability, automobile (if
applicable), and other insurance coverages and
shall provide evidence of same by copies of
binders or policies provided to [licensee] upon

Minnesota Department of Health
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0 970 Continued From page 13

request. The resident acknowledges that
[licensee] is not an insurer of the resident's
person or property. The resident agrees that
[licensee] will not be liable to the resident for any
personal injury or property damage (including,
without limitation, damage to, or loss or theft of,
automobiles or personal property of resident)
suffered by the resident or the resident's agents,
guests or invitees, unless and to the extent that
the injury or damage is caused by the negligence
of [licensee] or its employees or agents. The
resident hereby releases [licensee] from liability
for any personal injury or property damage
suffered by the resident or the resident's agents,
guests, or invitees, unless caused by the
negligence of [licensee] or its employees or
agents."

0 970

On October 4, 2023, at 10:07 a.m., licensed
assisted living director/ clinical nurse supervisor
(LALD/CNS)-C acknowledged that all of the
resident contracts had the liability waiver in them
and stated, "They do all say the same wording so
we will get that changed."

No further information provided.

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

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

01370

(a) Training and competency evaluations for all
unlicensed personnel must include the following:
(1) documentation requirements for all services
provided;
(2) reports of changes in the resident's condition
to the supervisor designated by the facility;

Minnesota Department of Health
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01370 Continued From page 14

(3) basic infection control, including blood-borne
pathogens;
(4) maintenance of a clean and safe
environment;
(5) appropriate and safe techniques in personal
hygiene and grooming, including:
(i) hair care and bathing;
(ii) care of teeth, gums, and oral prosthetic
devices;
(iii) care and use of hearing aids; and
(iv) dressing and assisting with toileting;
(6) training on the prevention of falls;
(7) standby assistance techniques and how to
perform them;
(8) medication, exercise, and treatment
reminders;
(9) basic nutrition, meal preparation, food safety,
and assistance with eating;
(10) preparation of modified diets as ordered by a
licensed health professional;
(11) communication skills that include preserving
the dignity of the resident and showing respect for
the resident and the resident's preferences,
cultural background, and family;
(12) awareness of confidentiality and privacy;
(13) understanding appropriate boundaries
between staff and residents and the resident's
family;
(14) procedures to use in handling various
emergency situations; and
(15) awareness of commonly used health
technology equipment and assistive devices.

01370

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

Minnesota Department of Health
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01370 Continued From page 15 01370

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

The findings include:

ULP-D was hired on November 2, 2022, to
provide direct care services to residents of the
facility.

On October 3, 2023, at 8:15 a.m., the surveyor
observed ULP-D serving the breakfast meal,
interacting with residents.

ULP-D's employee record lacked documentation
of training and competency evaluations for ULP's
providing assisted living services including:
- appropriate and safe techniques in personal
hygiene and grooming, including:

- care of teeth, gums, and oral prosthetic
devices; and

- assisting with toileting;
- standby assistance techniques and how to
perform them; and
- medication, exercise, and treatment reminders.

On October 3, 2023, at 1:25 p.m., ULP-D stated,
"I was trained when I was hired. I went through
training and shadowing and the nurse signed me
off on the things I needed to know."

On October 4, 2023, at 10:12 a.m., licensed
assisted living director/ clinical nurse supervisor

Minnesota Department of Health
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01370 Continued From page 16

(LALD/CNS)-C stated, "No, I didn't sign off on
that because we did not have someone who uses
dentures at that time or toileting or all that, so no,
I trained them, but I only did competencies on the
items that we currently have in the house."

01370

The licensee's Staff Competency policy dated
August 1, 2021, indicated that all the above
missing items would be competency trained by a
registered nurse.

No further information was provided.

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

01440 144G.62 Subd. 4 Supervision of staff providing
SS=D delegated nurs

01440

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
interaction with the resident.
(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
individual begins working for the facility and first
performs the delegated tasks for residents and
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01440 Continued From page 17

thereafter as needed based on performance. This
requirement also applies to staff who have not
performed delegated tasks for one year or longer.

01440

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse (RN) completed supervision of a
ULP within 30 calendar days of beginning to
provide delegated tasks for one of two employees
(unlicensed personnel (ULP)-D).

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

The findings include:

ULP-D had a hire date of November 2, 2022.

On October 3, 2023, at 8:15 a.m., the surveyor
observed ULP-D assisting residents with meals.

ULP-D's record lacked evidence a RN conducted
direct supervision of ULP-D within 30 days of
performing delegated tasks.

On October 4, 2023, at 10:22 a.m., licensed
assisted living director/ clinical nurse supervisor
(LALD/CNS)-C stated, "I usually do a 30-day
supervision, but I may not have filled out the form
and documented it for [ULP-D]."
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01440 Continued From page 18

The licensee's training policies did not cover
30-day supervisions by RN.

01440

No further information provided.

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

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

(a) All staff that perform direct services must
complete at least eight hours of annual training
for each 12 months of employment. The training
may be obtained from the facility or another
source and must include topics relevant to the
provision of assisted living services. The annual
training must include:
(1) training on reporting of maltreatment of
vulnerable adults under section 626.557;
(2) review of the assisted living bill of rights and
staff responsibilities related to ensuring the
exercise and protection of those rights;
(3) review of infection control techniques used in
the home and implementation of infection control
standards including a review of hand washing
techniques; the need for and use of protective
gloves, gowns, and masks; appropriate disposal
of contaminated materials and equipment, such
as dressings, needles, syringes, and razor
blades; disinfecting reusable equipment;
disinfecting environmental surfaces; and
reporting communicable diseases;
(4) effective approaches to use to problem solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders;
(5) review of the facility's policies and procedures
relating to the provision of assisted living services

01500
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01500 Continued From page 19

and how to implement those policies and
procedures; and
(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person.
(b) In addition to the topics in paragraph (a),
annual training may also contain training on
providing services to residents with hearing loss.
Any training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
include training on one or more of the following
topics:
(1) an explanation of age-related hearing loss
and how it manifests itself, its prevalence, and
challenges it poses to communication;
(2) the health impacts related to untreated
age-related hearing loss, such as increased
incidence of dementia, falls, hospitalizations,
isolation, and depression; or
(3) information about strategies and technology
that may enhance communication and
involvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access in real time, and closed captions.

01500

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

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
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01500 Continued From page 20

is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

01500

The findings include:

ULP-B was hired on March 4, 2019, to perform
direct care services to the licensee's residents.

On October 3, 2023, at 7:15 a.m., the surveyor
observed ULP-B serving the breakfast meal,
interacting with residents.

ULP-B's record lacked evidence annual training
had been completed as required in the following
areas:
- Reporting maltreatment of vulnerable adults;
- Assisted Living Bill of Rights; and
- Principles of person-centered planning/service
delivery.

On October 4, 2023, at 10:29 a.m., licensed
assisted living director/ clinical nurse supervisor
(LALD/CNS)-C stated, "We have been having
issues with educare [training software program]
training, I will assign it and they won't all stick, so
then I have to go reissue it so that may be what
happened. I will need to go back and do that for
everyone who should have had it on their annual
training."

The licensee's Staff Orientation and Education
policy dated August 1, 2021, read, "All staff
providing assisted living services will complete at
least eight (8) hours of education for every twelve
(12) months of employment." The policy also
indicated it would cover the above mentioned
items.
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No further information was provided.

01500

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

01630 144G.70 Subd. 3 Temporary service plan
SS=F

When a facility initiates services and the
individualized assessment required in subdivision
2 has not been completed, the facility must
complete a temporary plan and agreement with
the resident for services. A temporary service
plan shall not be effective for more than 72 hours.

01630

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the facility failed to initiate a temporary
service plan for one of two residents (R2) with
records reviewed.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at 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:

R2 admitted and began receiving services on
January 19, 2023.

On October 3, 2023, at 8:15 a.m., the surveyor
observed ULP-D serving the breakfast meal,
interacting with residents including R2.
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R2's diagnoses included schizoaffective disorder
and bipolar affective disorder.

R2's [Licensee] Home Care Service Plan signed
and dated January 26, 2023, indicated R2
received assistance with self-administration and
medication administration as well as vital signs
monitoring.

R2's record lacked a temporary service plan.

On October 4th, 2023, at 10:02 a.m., licensed
assisted living director/ clinical nurse supervisor
(LALD/CNS)-C stated, "The service plan and
contract was done late for [R2] because she was
going through ECT programing
(Electroconvulsive therapy - used to treat severe
depression), and she was not able to have the
service plan done prior to receiving services.
Same with most of them, like the new lady that
just moved in, she has been gone at her day
treatments, and I have not had a chance to meet
with her."

The licensee's Service plan policy dated August
1, 2021, read, "1. Beginning with the date
assisted living services are first provided, a
Service plan is developed for the resident based
on an agreement with the resident/ responsible
party and on the assessed needs identified in the
comprehensive assessment. 2. The Service plan
will be finalized no later than 14 days after the
date Home Care Services are first provided if not
already completed."

No further information was provided.

TIME PERIOD TO CORRECT: Twenty-one (21)
days
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01790 144G.71 Subd. 10 Medication management for
SS=F residents who will

01790

(2) for unplanned time away, when the pharmacy
is not able to provide the medications, a licensed
nurse or unlicensed personnel shall provide
medications in amounts and dosages needed for
the length of the anticipated absence, not to
exceed seven calendar days;
(3) the resident must be provided written
information on medications, including any special
instructions for administering or handling the
medications, including controlled substances; and
(4) the medications must be placed in a
medication container or containers appropriate to
the provider's medication system and must be
labeled with the resident's name and the dates
and times that the medications are scheduled.
(b) For unplanned time away when the licensed
nurse is not available, the registered nurse may
delegate this task to unlicensed personnel if:
(1) the registered nurse has trained the
unlicensed staff and determined the unlicensed
staff is competent to follow the procedures for
giving medications to residents; and
(2) the registered nurse has developed written
procedures for the unlicensed personnel,
including any special instructions or procedures
regarding controlled substances that are
prescribed for the resident. The procedures must
address:
(i) the type of container or containers to be used
for the medications appropriate to the provider's
medication system;
(ii) how the container or containers must be
labeled;
(iii) written information about the medications to
be provided;
(iv) how the unlicensed staff must document in
the resident's record that medications have been
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provided, including documenting the date the
medications were provided and who received the
medications, the person who provided the
medications to the resident, the number of
medications that were provided to the resident,
and other required information;
(v) how the registered nurse shall be notified that
medications have been provided and whether the
registered nurse needs to be contacted before
the medications are given to the resident or the
designated representative;
(vi) a review by the registered nurse of the
completion of this task to verify that this task was
completed accurately by the unlicensed
personnel; and
(vii) how the unlicensed personnel must
document in the resident's record any unused
medications that are returned to the facility,
including the name of each medication and the
doses of each returned medication.

01790

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse (RN) documented training
and/or competencies for two of two unlicensed
personnel ((ULP)-B and ULP-D) who would
provide medications for residents with unplanned
time away from home when a licensed nurse was
not available.

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
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a large portion or all of the residents).

01790

The findings include:

ULP-B
ULP-B was hired on March 4, 2019, to perform
direct care services to the licensee's residents.

On October 4, 2023, at 8:00 a.m., the surveyor
observed ULP-B administer medication to R2.

ULP-D
ULP-D was hired on November 2, 2022, to
provide direct care services to residents of the
facility.

On October 3, 2023, at 8:15 a.m., the surveyor
observed ULP-D serving the breakfast meal,
interacting with residents.

ULP-B and ULP-D's records lacked
documentation they were trained and found
competent by the RN to provide medications to
residents who may have an unplanned time away
from home.

On October 4, 2023, at 10:19 a.m., licensed
assisted living director/ clinical nurse supervisor
(LALD/CNS)-C stated, "There is a form for them
to fill out when they send medications out with
someone, they were trained but I didn't document
the training was done so I have nothing to show
you, but they were trained."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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