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Electronically Delivered

December 13, 2024

Licensee
Country View Senior Living
810 8th Street
Walnut Grove, MN  56180

RE:  Project Number(s) SL35904016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on November 6, 2024, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, MDH noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota
Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute
Chapter 260E.

MDH concludes the licensee is in substantial compliance. State law requires the facility must take
action to correct the state correction orders and document the actions taken to comply in the
facility's records. The Department reserves the right to return to the facility at any time should the
Department receive a complaint or deem it necessary to ensure the health, safety, and welfare of
residents in your care.

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

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

Level 1: no fines or enforcement.
Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in    

        § 144G.20 for widespread violations;
  Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism    
        authorized in § 144G.20.
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Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
          § 144G.20.        
       
Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
pursuant to this survey:

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

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999,  the total amount you are
assessed is $500.00. You will be invoiced approximately 30 days after receipt of this notice, subject to
appeal.    

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

The correction order documentation should include the following:

� 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).

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

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

REQUESTING A HEARING
Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has
been assessed a fine under this subdivision has a right to a reconsideration or a hearing under this
section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating
factor.    
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To submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm
    

To appeal fines via reconsideration, please follow the procedure outlined above.  Please note that you
may request a reconsideration  or a hearing, but not both.  If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.    

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

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

If you have any questions, please contact me.

Sincerely,

Jodi Johnson, Supervisor
State Evaluation Team
Email: Jodi.Johnson@state.mn.us
Telephone: 507-344-2730 Fax: 1-866-890-9290

HHH
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0 000 Initial Comments 0 000

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:

SL35904016-0

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.

On November 5, 2024, through November 6,
2024, and November 8, 2024, the Minnesota
Department of Health conducted a full survey at
the above provider. At the time of the survey,
there were 14 residents; 11 receiving services
under the Assisted Living Facility 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.

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

0 480

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 480 Continued From page 1

(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

0 480

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

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated November 8, 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.

0 510 144G.41 Subd. 3 Infection control program
SS=F

(a) All assisted living facilities must establish and
maintain an infection control program that

0 510

Minnesota Department of Health
STATE FORM 6899 HXWS11 If continuation sheet 2 of 25
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0 510 Continued From page 2

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

0 510

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure two of two
unlicensed personnel (ULP-D, ULP-E) complied
with accepted health care, medical, and nursing
standards for infection control with proper hand
hygiene.

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 November 6, 2024, at 6:22 a.m., unlicensed
personnel (ULP)-D was continuously observed by
the surveyor. ULP-D entered R5's room put on
gloves, set up and administered oral medications
to R5, removed gloves and exited R5's room.
ULP-D did not wash their hands or use hand
sanitizer. At 6:29 a.m., ULP-D entered R6's room,

Minnesota Department of Health
STATE FORM 6899 HXWS11 If continuation sheet 3 of 25
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put on gloves, set up oral medications and
brought them to R6. While taking the
medications, R6 dropped a pill on the floor.
ULP-D picked up the pill and put it back into the
medication cup and R6 took the medications.
Wearing the same gloves, ULP-D held open R6's
left eye and placed an eye drop in her eye and
then held open R6's right eye and placed an eye
drop in her eye. R6 removed their gloves and
exited R6's room. ULP-D did not wash their
hands or use hand sanitizer. ULP-D stated she
usually washed her hands after providing
personal cares for R4 and before she left her
shift. ULP-D further stated she usually didn't
wash her hands or use hand sanitizer between
R5 and R6 because she only administered
medications to them and didn't do personal cares.

On November 6, 2024, at 7:00 a.m., ULP-E was
continuously observed by the surveyor. ULP-E
assisted R2 to sit up in bed, hands on guided her
with transferring, wheeled her in the wheelchair
into the bathroom, hands on guided her transfer
and assisted to pull down her pants and
incontinent brief. ULP-E put on gloves and
assisted to change her brief. ULP-E did not
change his gloves, wash his hands, or use hand
sanitizer after changing the incontinent brief.
While R2 was sitting on the toilet, ULP-E put TED
(thrombo embolic deterrent) stockings on R2 and
put on her pants. ULP-E gently stretched open
R2's right hand slowly stretching and
straightening each finger, while putting on a
compression glove. ULP-E then assisted R2 to
put on her bra and a blouse, assisted R2 to stand
and pulled up her brief and her pants. ULP-E
removed his gloves and assisted R2 into the
wheelchair. ULP-E completed hair care for R2
and wheeled her into the kitchen. ULP-E did not
wash hands or use hand sanitizer. At 7:18 a.m.,

Minnesota Department of Health
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ULP-E unlocked the medication cabinet, removed
medications, checked the medications to the
medication administration record (MAR), punched
tablets into the medication cup, opened a bottle
and poured liquid medications into a medication
cup, checked an eye drop and checked a tube of
ointment. ULP-E handed R2 the oral medications
and observed her take them. ULP-E did not
perform hand hygiene or wear gloves, used his
finger to hold open R2's eyes and put eye drops
in her right eye and then in her left eye. ULP-E
then put on gloves, placed a dime size amount of
ointment on his gloved hand and rubbed it into
her arm and shoulder. ULP-E then removed the
gloves and wheeled R2 to the dining room.
ULP-E did not wash hands, but did use hand
sanitizer. At 7:31 a.m., ULP-E entered R3's room
put on gloves, applied TED stockings, removed
gloves, exited room and used hand sanitizer.

0 510

On November 6, 2024, at 7:40 a.m., ULP-E
stated he used hand sanitizer when his hands are
not visibly soiled and would wash hands after
toileting and if hands were visibly soiled.

On November 6, 2024, at 10:20 a.m., licensed
assisted living director/registered nurse
(LALD/RN)-A stated handwashing should be
completed between residents and anytime after
hands were soiled. Staff should have washed
hands after toileting and performing personal
cares. Gloves should have been worn when
administering eye drops. If staff or a resident drop
a pill, staff were expected to inform the resident
and ask them if they want it or if they want a new
one.

The licensee's 8.09 Hand washing policy dated
June 1, 2024, indicated hand washing will be
performed by all employees, as necessary,

Minnesota Department of Health
STATE FORM 6899 HXWS11 If continuation sheet 5 of 25



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 12/13/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

35904 B. WING _____________________________ 11/06/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

COUNTRY VIEW SENIOR LIVING 810 8TH STREET
WALNUT GROVE, MN 56180

(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

0 510 Continued From page 5

between tasks and procedures, and after
bathroom use, to prevent cross-contamination.
When conducting a procedure requiring the use
of gloves, proper hand hygiene should be
completed before donning gloves and after
removing gloves.

0 510

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 650 144G.42 Subd. 8 Employee records
SS=F

(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual
contractor providing services. The records must
include the following information:
(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;
(2) records of orientation, required annual training
and infection control training, and competency
evaluations;
(3) current job description, including
qualifications, responsibilities, and identification of
staff persons providing supervision;
(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;
(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and
(6) documentation of the background study as
required under section 144.057.

0 650

Minnesota Department of Health
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This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure employee
records included all required content for three of
three employees (unlicensed personnel (ULP)-C,
ULP-D, and ULP-E).

0 650

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:

ULP-C
ULP-C was hired on February 28, 2024, to
provide direct care services.

On November 5, 2024, at 12:19 a.m. ULP-C was
observed placing a molded plastic brace to R2's
right wrist and hand. ULP-C stated licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A trained her how to place the
brace.

ULP-C's employee record lacked evidence
ULP-C had received the the following:
- orientation to the facilities policies;
- competency testing for transfers and
ambulation; and
- training and competency testing for application
of braces.

ULP-D
Minnesota Department of Health
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ULP-D was hired on December 4, 2007, to
provide direct care services.

0 650

On November 6, 2024, at 6:41 a.m. ULP-D stated
she had already placed R4's brace. The surveyor
observed R4's brace to be a right leg and foot
hinged plastic formed brace with Velcro straps.
ULP-D stated LALD/CNS-A trained her how to
apply the brace.

ULP-D's employee record lacked evidence
ULP-D had received the the following:
- orientation to the facilities policies;
- competency testing for transfers and
ambulation; and
- training and competency testing for application
of braces.

ULP-E
ULP-E was hired on June 25, 2017, to provide
direct care services.

On November 6, 2024, at 7:10 a.m., ULP-E was
observed placing a molded plastic brace to R2's
right wrist and hand.

On November 6, 2024, at 7:40 a.m., ULP-E
stated LALD/CNS-A trained him how to apply the
brace and observed him apply the brace.

On November 5, 2024, at 1:45 p.m., LALD/CNS-A
stated during orientation, she has staff review
policies and procedures but she does not
document it.

On November 5, 2024, at 2:20 p.m., LALD/CNS-A
stated she trains staff how the facility assists with
transfers and ambulation. The facility assists
minimally with hands on or stand-by assist. She
observes staff completing transfers and

Minnesota Department of Health
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ambulation. The form the facility was using to
document competencies, identified how to
transfer using mechanical lifts; therefore,
LALD/CNS-A stated since they do not use
mechanical lifts, she marks it as not applicable.
All employee forms would be marked as not
applicable.

0 650

On November 5, 2024, at 2:53 p.m. LALD/CNS-A
stated she had trained and competency tested
staff on the braces for R2 and R4 but had not
documented it.

The licensee's 4.05 Employee Records policy
dated June 1, 2024, identified the employee
record would include "Records of all training and
in-service education required and/or provided
including record of competency testing as
required"

The licensee's 5.02 Competency Training
Evaluations policy dated June 1, 2024, identified
"When a registered nurse or licensed health
professional staff of [licensee] delegates tasks,
prior to the delegation of services they must
make certain the unlicensed personnel is trained
in the proper methods to perform the tasks or
procedures for each client and are able to
demonstrate the ability to competently follow the
procedures and perform the tasks."

No further information was provided.

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

01760 144G.71 Subd. 8 Documentation of
SS=D administration of medication

01760

Minnesota Department of Health
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01760 Continued From page 9

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
include the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

01760

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure medications
were administered as ordered for one of five
residents (R2) receiving medication services.

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:

R2's service plan dated October 11, 2024,
indicated R2 received medication administration
services.

R2's diagnoses included hypertension (high blood
pressure) history of stroke, right hand

Minnesota Department of Health
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01760 Continued From page 10

contracture, osteoporosis (thinning of the bones),
and right sided hemiplegia (weakness).

01760

R2's prescriber order dated September 10, 2024,
included diclofenac gel 4 grams (gm) to left
shoulder/arm area two times daily for pain.

On November 6, 2024, at 7:18 a.m., unlicensed
personnel (ULP)-E was observed to take R2's
tube of diclofenac gel and squeeze a dime size
amount of medication onto his gloved fingers and
apply it to R2's upper arm and shoulder. ULP-E
failed to use the designated measuring tool to
accurately measure the prescribed amount/does
of medication for R2.

On November 6, 2024, at 8:41 a.m., licensed
assisted living director/registered nurse
(LALD/RN)-A stated staff were trained to use the
measuring tool that came with the diclofenac
ointment and should have been using it. The
surveyor observed R2's medication drawer with
LALD/CNS-A, under a tray which the diclofenac
was sitting in were two measuring tools in the
plastic wrapper with the instructions supplied by
the manufacturer and were unused.

The licensee's 7.42 Topical Application of
Ointment & Cream policy dated June 1, 2024,
indicated topical ointments and creams were to
be applied per prescriber's orders.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

01880 144G.71 Subd. 19 Storage of medications
SS=D

Minnesota Department of Health
STATE FORM

01880

6899 HXWS11 If continuation sheet 11 of 25



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 12/13/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

35904 B. WING _____________________________ 11/06/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

COUNTRY VIEW SENIOR LIVING 810 8TH STREET
WALNUT GROVE, MN 56180

(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

01880 Continued From page 11

An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

01880

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure the
licensee's medications were securely locked
permitting only authorized personnel to have
access for one of five residents (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 an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

On November 6, 2024, at 7:18 a.m., unlicensed
personnel (ULP)-E was observed administering
medications to R2, which included lactulose
(liquid medication to treat constipation). After
administration, ULP-E checked the cap of the
lactulose bottle to assure it was secure and left it
on the corner of the counter. ULP-E then locked
the medication drawer and left the room.

R2's comprehensive assessment dated
November 5, 2024, indicated R2 was not able to
safely self-administer medications. R2 received
medication medication management and
medication administration. The assessment

Minnesota Department of Health
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01880 Continued From page 12

indicated all medications were to be locked in a
drawer in R2's room.

01880

On November 6, 2024, at 8:41 a.m., licensed
assisted living director/clinical nurse supervise
(LALD/CNS)-A observed the lactulose sitting out
on the counter and stated maybe they were doing
that because it was leaking; however, it should
have been locked up in the drawer. LALD/CNS-A
checked the bottle to assure it was sealed and
placed it in the locked drawer.

The licensee's 7.11 Medication Storage policy
dated June 1, 2024, indicated medications
managed by the facility will be stored securely
locked and only authorized staff would have
access.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

(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.

01910

Minnesota Department of Health
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01910 Continued From page 13

(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 interview and record review, the
licensee failed to to include all required
information on the disposition of medications 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 an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R1's record included a Discharge Summary dated
September 30, 2024,which indicated R1 received
medication management services while residing
at the facility.

A document titled Medications Current included a
list of medications including dose and quantity
and a note on the bottom of the page that all
medications were given to a family member upon
discharge. The document failed to include the
prescription numbers for the medications.

On November 5, 2024, at 11:20 a.m., licensed
Minnesota Department of Health
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01910 Continued From page 14

assisted living director/clinical nurse supervisor
(LALD/CNS)-A stated she was aware the
disposition of medications should have included
the prescription numbers and it must have been
missed.

01910

The licensee's 7.23 Medication Disposal policy
dated June 1, 2024, indicated 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.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01940 144G.72 Subd. 3 Individualized treatment or
SS=D therapy managemen

01940

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include in the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
individualized treatment and therapy
management record for each resident which must
contain at least the following:
(1) a statement of the type of services that will be
provided;
(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;

Minnesota Department of Health
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01940 Continued From page 15

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;
(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and
(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

01940

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure it developed
an individual treatment management plan for one
of three residents (R2) who received treatments.

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

The findings include:

On November 6, 2024, at 7:00 a.m., the surveyor
observed unlicensed personnel (ULP)-E apply
bilateral knee high TED stockings on R2. ULP-E
then began slowly stretching and open R2's
fingers. R2's hand and fingers appeared slightly

Minnesota Department of Health
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01940 Continued From page 16

edematous and contractures were observed in
the fingers. As ULP-E stretched the fingers open,
he slowly placed a compression glove on each
finger and worked it up the hand and wrist.

01940

R2's comprehensive assessments dated July 29,
2024, October 8, 2024, and November 5, 2024,
completed by licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
identified the following:
- R2 had a CVA (cerebral vascular accident -
stroke) on November 30, 2023, which caused
right hemiplegia (partial or total paralysis on one
side of the body).
- R2 has contractures to the right hand
- R2 "does wear glove to right hand for swelling
purposes, which staff assists with daily"
- R2 "wears a brace to right arm 2 hours during
the day and staff put on at night and take off in
am [sic]"
- R2 "needs help with anti-embolism stockings -
on and off (TED hose)"
- "Staff assists with putting TED stockings on in
the am [sic] and taking off in the pm [sic]"
- R2 only takes a few steps to pivot transfer and
is wheelchair dependent, wheels self with her feet
once situated in her manual wheelchair
- R2 has a diagnosis of atrial fibrillation (irregular
heart rate which can cause blood clots) and is on
Eloquis (blood thinner)

R2's service plan signed October 11, 2024, did
not include the TED stockings or the compression
glove treatments.

R2's record did not include a current
individualized treatment and therapy
management record which contained the
following:
- a statement of the type of services that will be

Minnesota Department of Health
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01940 Continued From page 17 01940

provided;
- documentation of specific resident instructions
relating to the treatments or therapy
administration;
- identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;
- procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and
- any resident-specific requirements relating to
documentation of treatment and therapy received,
verification that all treatment and therapy was
administered as prescribed, and monitoring of
treatment or therapy to prevent possible
complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

R2's record lacked evidence of physician orders
for the TED stockings or the compression glove.

On November 6, 2024, at 10:15 a.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A stated she was unaware the staff
were even using TED hose with R2. She spoke to
R2 who stated she had some swelling in her legs
and she had the TED hose in the drawer. R2
asked staff to use them, so they started using
them. The TED hose and compression glove
were not included on the service plan and they
should have.

The Licensee's 7.05 Treatment and Therapy
Management Plan policy dated June 1, 2024,
identified "For each resident at [facility] receiving
management of ordered or prescribed treatments
or therapy services the facility will prepare and
include in the service plan a written statement of
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01940 Continued From page 18

the treatment or therapy services that will be
provided to the resident."
"[Facility] will develop and maintain a current
individualized treatment and therapy
management record for each resident which must
contain at least the following:
a. A statement of the type of services that will be
provided
b. Documentation of specific resident instructions
relating to the treatments or therapy
administration
c. Identification of treatment or therapy tasks that
will be delegated to unlicensed personnel
d. Procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services
e. Any resident-specific requirements relating to
documentation of treatment and therapy received
f. Verification that all treatment and therapy was
administered as prescribed
g. Monitoring of treatment or therapy to prevent
possible complications or adverse reactions.

01940

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

01960 144G.72 Subd. 5 Documentation of
SS=D administration of treatments

01960

Each treatment or therapy administered by an
assisted living facility must be in the resident
record. The documentation must include the
signature and title of the person who
administered the treatment or therapy and must
include the date and time of administration. When
treatment or therapies are not administered as

Minnesota Department of Health
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01960 Continued From page 19

ordered or prescribed, the provider must
document the reason why it was not administered
and any follow-up procedures that were provided
to meet the resident's needs.

01960

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure treatments
were documented as administered for one of
three residents (R2) who received treatments.

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

The findings include:

On November 6, 2024, at 7:00 a.m., the surveyor
observed unlicensed personnel (ULP)-E apply
bilateral knee high TED stockings on R2. ULP-E
then began slowly stretching and open R2's
fingers. R2's hand and fingers appeared slightly
edematous and contractures were observed in
the fingers. As ULP-E stretched the fingers open,
he slowly placed a compression glove on each
finger and worked it up the hand and wrist.

R2's comprehensive assessments dated July 29,
2024, October 8, 2024, and November 5, 2024,
completed by licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
identified the following:
- R2 had a CVA (cerebral vascular accident -
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stroke) on November 30, 2023, which caused
right hemiplegia (partial or total paralysis on one
side of the body).
- R2 has contractures to the right hand
- R2 "does wear glove to right hand for swelling
purposes, which staff assists with daily"
- R2 "wears a brace to right arm 2 hours during
the day and staff put on at night and take off in
am [sic]"
- R2 "needs help with anti-embolism stockings -
on and off (TED hose)"
- "Staff assists with putting TED stockings on in
the am [sic] and taking off in the pm [sic]"
- R2 only takes a few steps to pivot transfer and
is wheelchair dependent, wheels self with her feet
once situated in her manual wheelchair
- R2 has a diagnosis of atrial fibrillation (irregular
heart rate which can cause blood clots) and is on
Eloquis (blood thinner)

01960

R2's service plan signed October 11, 2024, did
not include the TED stockings or the compression
glove treatments.

R2's Service Chart Monthly for November 2024,
did not included TED stockings on in a.m. and off
in the p.m. or application and removal of the
compression glove.

R2's record lacked evidence of physician orders
for the TED stockings or the compression glove.

On November 6, 2024, at 10:15 a.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A stated she was unaware the staff
were even using TED hose with R2. She spoke to
R2 who stated she had some swelling in her legs
and she had the TED hose in the drawer. R2
asked staff to use them, so they started using
them. The TED hose and compression glove
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were not on the service plan and they should
have been on it; therefore, they were also not on
the service documentation for the staff to
document application and removal of the them.

01960

The licensee's 7 .22 Medication & Treatment
Record - Documentation & Refusal policy dated
June 1, 2024, indicated "The following must be
documented in the resident's medication and/or
treatment/therapy records after providing
medication assistance or administration:
a. The date,
b. The time,
c. The quantity of dosage,
d. The method of administration of all
prescribed legend and over-the-counter
medications and or treatments/therapy
e. Signature and title of the authorized person
who provided the assistance and/or
administration of medications/treatment/therapy".

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

01970 144G.72 Subd. 6 Treatment and therapy orders
SS=D

There must be an up-to-date written or
electronically recorded order from an authorized
prescriber for all treatments and therapies. The
order must contain the name of the resident, a
description of the treatment or therapy to be
provided, and the frequency, duration, and other
information needed to administer the treatment or
therapy. Treatment and therapy orders must be
renewed at least every 12 months.

01970

This MN Requirement is not met as evidenced
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by:
Based on observation, interview and record
review, the licensee failed to ensure it had
physician orders for treatments for one of three
residents (R2).

01970

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

The findings include:

On November 5, 2024, at 12:19 a.m. ULP-C was
observed slowly stretching R2's fingers on the
right hand, putting a protective sleeve on R2's
hand and wrist and then placing R2's hand and
wrist into a molded plastic brace/splint and
securing it with Velcro straps.

On November 6, 2024, at 7:00 a.m. unlicensed
personnel (ULP)-E was observed by the surveyor
putting bilateral knee high TED stockings on R2.
ULP-E then began slowly stretching and open
R2's fingers. Hand and fingers appeared slightly
edematous and contractures were observed in
the fingers. As ULP-E stretched the fingers open
he slowly placed a compression glove on each
finger and worked it up the hand and wrist.

R2's comprehensive assessments dated July 29,
2024, October 8, 2024, and November 5, 2024,
completed by licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
identified the following:
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- R2 had a CVA (cerebral vascular accident -
stroke) on November 30, 2023, which caused
right hemiplegia (partial or total paralysis on one
side of the body).
- R2 has contractures to the right hand
- "does wear glove to right hand for swelling
purposes, which staff assists with daily"
- "wears a brace to right arm 2 hours during the
day and staff put on at night and take off in am"
- "needs help with anti-embolism stockings - on
and off (TED hose)"
- "Staff assists with putting TED stockings on in
the am and taking off in the pm [sic]"
- R2 only takes a few steps to pivot transfer and
is wheelchair dependent, wheels self with her feet
once situated in her manual wheelchair
- R2 has a diagnosis of atrial fibrillation (irregular
heart rate which can cause blood clots) and is on
Eloquis (blood thinner)

01970

R2's service plan signed October 11, 2024,
included staff were to apply and remove the hand
splint/brace. It did not include the TED stockings
or the compression glove treatments.

R2's record lacked evidence of physician orders
for the TED stockings or the compression glove.

R2's record included an order signed by an
occupational therapist on April 16, 2024, that
indicated "The patient is to wear the orthosis at
night and periodically during the day, increasing
her wear time as tolerated". The document was
noted to be received via fax by the facility on
November 6, 2024, at 10:49 a.m. after requested
by the surveyor.

On November 6, 2024, at 10:15 a.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A stated she was unaware the staff
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were even using TED hose with R2. She spoke
to R2 who stated she had some swelling in her
legs and she had the TED hose in the drawer.
R2 asked staff to use them, so they started using
them. They did not have an order for the TED
stockings. LALD/CNS-A stated she spoke with
the therapy department who ordered the
brace/splint, and they stated she did not need a
physician's order since it is something that can be
purchased over the counter. At 11:02 a.m.,
LALD/CNS-A further stated she was unable to
find a physician's order for the right wrist brace
for R2 so she called occupational therapy and
requested it.

01970

The licensee's 7.16 Medication & Treatment
Orders - Implementing policy date June 1, 2024,
indicated a current, written prescriber's order
must be obtained for any treatment or medication
administration provided to a resident.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days.
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