
    

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   

NOTICE OF REMOVAL OF CONDITIONAL LICENSE

Electronic Delivery

February 11, 2025

Licensee
Twin Cities Assisted Living
3123 James Avenue North
Minneapolis, MN  55411

RE:   License Number 417552
  Health Facility Identification Number (HFID) 32188
  Project Number(s) SL32188015

Dear Licensee:

On December 31, 2024, The Minnesota Department of Health (MDH) completed a follow-up survey of
your facility to determine correction of orders found on the survey completed August 6, 2024.  The
follow-up survey found the facility to be in substantial compliance.  Based on these findings, the
condition(s) on the license were removed effective February 11, 2024.     

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.
    

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

Sincerely,

    
Rick Michals, J.D.
Executive Regional Operations Manager

Minnesota Department of Health
Health Regulation Division

HHH

An equal opportunity employer.                                                     Letter ID: 292I_Revised 04/14/2023  



    

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   

NOTICE OF CONDITIONAL LICENSE

Electronically Delivered

November 21, 2024

Licensee
Twin Cities Assisted Living
3123 James Avenue North
Minneapolis, MN  55411

RE:    Conditional License Number 417552
  Health Facility Identification Number (HFID) 32188
  Project Number(s) SL32188015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a follow-up survey on October 14, 2024, for
the purpose of assessing compliance with state licensing statutes. Based on the follow-up survey
results you were found not to be in substantial compliance with the laws pursuant to Minnesota
Statutes, Chapter 144G.     
  
As a result, pursuant to Minn. Stat. § 144G.20, MDH is issuing a 90-day conditional license due to
expire on  February 19, 2025.

STATE CORRECTION ORDERS
The enclosed State Form documents the state correction orders. MDH documents state 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 . .
."    

MDH may assess fines based on the level and scope of the orders outlined below. The total amount of
potential  fines that may be assessed related to these correction orders is $500.00.  MDH is not
imposing these fines against your license at this time.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on August 6, 2024, found not corrected at the time of the October 14, 2024,
follow-up survey and/or subject to penalty assessment are as follows:

0820 - Fire Protection And Physical Environment - 144g.45 Subd. 2 (g) - $500.00

An equal opportunity employer.                                                     Letter ID: MX30_Revised 04/14/2023  
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The details of the violations noted at the time of this follow-up survey completed on October 14, 2024
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

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.

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.
  Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
          § 144G.20.        

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 and immediately correct any reissued orders outlined on the state
form; however, plans of correction are not required to be submitted for approval.  If corrections are
not made, MDH may impose fines as described above and in accordance with Minnesota Statutes
144G.

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
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CONDITIONAL LICENSE ISSUED:
MDH will issue Twin Cities Assisted Living  a conditional assisted living facility license for 90 calendar
days from the date of this notice. At an unannounced point in time, within the 90 calendar days, MDH
will conduct a follow-up survey, as defined in Minn. Stat. § 144G.30, Subd. 6. Based on the results of
the follow-up survey, MDH will determine if Twin Cities Assisted Living  is in substantial compliance.

The following conditions apply on the conditional assisted living facility license:

a. Health Facility Construction Permit:  Twin Cities Assisted Living, will contact
The Minnesota Department of Labor and Industry (MNDLI) or City with
delegated authority to review and inspect State Licensed Facilities in
accordance with Minn. Stat. § 326B.103, Subd. 13 and obtain a construction
permit for a health facility.  Within 21-days from the date of this notice, Twin
Cities Assisted Living, will provide MDH with a copy of the permit obtained
from MNDLI or City with delegated authority.

b. General Contractor:  Twin Cities Assisted Living must provide the following to
Tim Hanna (Tim.Hanna@state.mn.us) via email within 21-days of the date of
this notice:

i. Name
ii. License Number
iii. Contact Information

c. Egress Window Requirements:  Twin Cities Assisted Living will replace at
least one window in resident sleeping rooms #1, #2, and #3 meeting the
minimum size requirements.

i.  Must have a minimum openable width of no less than 20 inches
ii.  Must have a minimum openable height of no less than 20 inches
iii. Must have a total openable area of no less than 648 square inches (4.5    
  square feet)
iv. Must have a windowsill height of no more than 48 inches from the floor to    
  the clear opening    
v.  All measurements must be achieved under normal operation of opening    
  window without the use of a key, tool or special knowledge    

RESULTS OF FOLLOW-UP EVALUATION DURING THE CONDITIONAL LICENSE PERIOD:
MDH will determine if Twin Cities Assisted Living  is in substantial compliance based on the results of
the follow up survey. MDH will make this determination within the 90-day conditional license period.
If MDH determines Twin Cities Assisted Living  is in substantial compliance on the follow up survey,
MDH will remove the conditions from Twin Cities Assisted Living’s assisted living facility license, and
Twin Cities Assisted Living  will correct any outstanding violations identified during the survey.  If Twin
Cities Assisted Living  is not in substantial compliance on the follow-up survey, MDH may take
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additional enforcement action, up to and including immediate temporary suspension and revocation,
as authorized by Minn. Stat. § 144G.20.
    
REQUESTING A HEARING:
Pursuant to Minn. Stat. §144G.20, Subd. 18, the licensee may appeal an action against the license
under this section.  The licensee must request a hearing no later than 15 business days after licensee
receives notice of the action.     

To submit a hearing request, please visit
https://forms.web.health.state.mn.us/form/HRD-Appeals-Form.

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 Tim Hanna directly at: 507-208-8982 .

Sincerely,

    
Rick Michals, J.D.
Executive Regional Operations Manager

Minnesota Department of Health
Health Regulation Division

JMD
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

32188

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

B. WING _____________________________

PRINTED: 11/21/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

R
10/14/2024

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

TWIN CITIES ASSISTED LIVING 3123 JAMES AVENUE NORTH
MINNEAPOLIS, MN 55411
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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

{0 000} Initial Comments {0 000}

*****ATTENTION******
ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER
In accordance with Minnesota Statutes, section
144G.08 to 144G.95 this correction order(s) has
been issued pursuant to a survey.
Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.
INITIAL COMMENTS:
SL32188015-1

On October 14, 2024, the Minnesota Department
of Health conducted a follow-up survey at the
above provider to follow-up on orders issued
pursuant to a survey completed on August 6,
2024. At the time of the survey, there were 0
residents receiving services under the Assisted
Living license. As a result of the follow-up survey,
the following orders were reissued.

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.

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.

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

{0 470}

(11) develop and implement a staffing plan for
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 KGVM12 If continuation sheet 1 of 9
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{0 470} Continued From page 1 {0 470}

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

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

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

{0 480}

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

Minnesota Department of Health
STATE FORM 6899 KGVM12 If continuation sheet 2 of 9
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{0 480} Continued From page 2

chapter 4626; and

{0 480}

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

{0 650} 144G.42 Subd. 8 Employee records
SS=D

{0 650}

(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.

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

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

Minnesota Department of Health
STATE FORM

{0 660}

6899 KGVM12 If continuation sheet 3 of 9
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{0 660} Continued From page 3 {0 660}

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

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

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

{0 800}

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

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

Minnesota Department of Health
STATE FORM 6899 KGVM12 If continuation sheet 4 of 9
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{0 810} Continued From page 4
{0 810} 144G.45 Subd. 2 (b)-(f) Fire protection and
SS=F physical environment

{0 810}

{0 810}

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.
(f) Evacuation drills are required for employees
twice per year per shift with at least one
evacuation drill every other month. Evacuation of
the residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.

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

Minnesota Department of Health
STATE FORM 6899 KGVM12 If continuation sheet 5 of 9
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{0 810} Continued From page 5 {0 810}

{0 820} 144G.45 Subd. 2 (g) Fire protection and physical {0 820}
SS=F 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 ensure physical facility elements did not
constitute a distinct hazard to life. The licensee
failed to provide resident bedrooms with the
minimum window opening meeting the minimum
state standard for egress. This had the potential
to affect some residents, staff, and visitors.

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

The findings include:

Minnesota Department of Health
STATE FORM 6899 KGVM12 If continuation sheet 6 of 9
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{0 820} Continued From page 6 {0 820}

On October 14, 2024, from approximately 10:00
a.m. to 10:30 a.m., the surveyor attempted an
onsite follow up for non-compliant egress
windows in sleeping rooms 1, 2, and 3. The
surveyor knocked on the door two times and rang
the doorbell with no answer.

The surveyor contacted licensed assisted living
director (LALD)-D via telephone at 10:28 a.m.
LALD-D verbally confirmed that the facility had
moved all residents to another facility while they
replaced the windows, and that the facility was
currently unoccupied. LALD-D confirmed that
they have a contractor who has a building permit
application with the city of Minneapolis. The
surveyor requested LALD-D provide
documentation of the permit application. LALD-D
provided documentation in an email on October
14, 2024, at 1:20 p.m. that permit application was
being processed by the city of Minneapolis.

{01460} 144G.63 Subdivision 1 Orientation of staff and
SS=D supervisors

{01460}

All staff providing and supervising direct services
must complete an orientation to assisted living
facility licensing requirements and regulations
before providing assisted living services to
residents. The orientation may be incorporated
into the training required under subdivision 5. The
orientation need only be completed once for each
staff person and is not transferable to another
facility.

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

Minnesota Department of Health
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{01500} Continued From page 7 {01500}

{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
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.

{01500}

Minnesota Department of Health
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{01500} Continued From page 8

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:
No further action needed.

Minnesota Department of Health
STATE FORM 6899 KGVM12 If continuation sheet 9 of 9



    

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

September 10, 2024

Licensee
Twin Cities Assisted Living
3123 James Avenue North
Minneapolis, MN  55411

RE:  Project Number(s) SL32188015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on August 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.

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 . . ."    

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



Twin Cities Assisted Living
September 10, 2024
Page  2

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

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

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

If you have any questions, please contact me.

Sincerely,

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

HHH
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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:

Minnesota Department of Health is
documenting the State Licensing
Correction Orders using federal software.
Tag numbers have been assigned to
Minnesota State Statutes for Home Care
Providers. The assigned tag number
appears in the far-left column entitled "ID
Prefix Tag." The state Statute number and
the corresponding text of the state Statute
out of compliance 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.

SL32188015-0

On August 5, 2024, through August 6, 2024, the
Minnesota Department of Health conducted an
Assisted Living license survey at the above
provider, and the following correction orders are
issued. At the time of the survey, there were two
residents living at the faclity; both residents were
receiving services under the Assisted Living
license.

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

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

THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144A.474
SUBDIVISION 11 (b)(1)(2).

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

0 470

(11) develop and implement a staffing plan for
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 470 Continued From page 1

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

0 470

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to develop and implement a
written staffing plan that included an evaluation
completed by the clinical nurse supervisor in
accordance with Minnesota Administrative Rule
4659.0180 Subpart 3., at least twice a year. This
had the potential to affect all residents, staff, and
visitors.

This practice resulted in a level two violation (a
Minnesota Department of Health
STATE FORM 6899 KGVM11 If continuation sheet 2 of 28
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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).

0 470

The findings include:

The licensee held an assisted living license. The
facility was licensed for a capacity of five
residents, and during the survey had a census of
two residents.

The licensee provided their [Licensee] Assisted
Living Staffing Plan along with their staffing policy.
The staffing plan indicated it was last revised on
April 12, 2022, it was not signed by anyone or
dated otherwise.

On August 5, 2024, at 9:40 a.m., during the
entrance conference, licensed assisted living
director (LALD)-D stated they had a staffing plan.
LALD-D and clinical nurse supervisor (CNS)-A
stated their staffing plan was only updated if
something had changed with their staffing needs.
LALD-D and CNS-A were unaware it was
required to be updated at least twice a year.

On August 5, 2024, at 12:06 p.m., LALD-D and
CNS-A both stated the staffing plan provided was
not up to date and was not updated annually.
They stated they understood the requirements
now after it was discussed during the entrance
conference.

The licensee's 4.06 Staffing & Scheduling dated
July 21, 2024, indicated:

Minnesota Department of Health
STATE FORM 6899 KGVM11 If continuation sheet 3 of 28
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"1. The clinical nurse supervisor will develop and
implement a written staffing plan that provides an
adequate number of qualified direct-care staff to
meet the residents' needs 24-hours a day,
seven-days a week.
2. The clinical nurse supervisor must ensure
that staffing levels are adequate to address the
following:

a. Each resident's needs, as identified in the
resident's service plan and assisted living
contract

b. Each resident's acuity level, as
determined by the most recent assessment or
individualized review

c. The ability of staff to timely meet the
residents' scheduled and reasonably foreseeable
unscheduled needs given the physical layout of
the facility premises

d. Whether the facility has a secured
dementia care unit, and

e. Staff experience, training, and
competency."

0 470

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

0 480

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

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
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0 480 Continued From page 4

Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code. This had the potential to affect all
residents of the assisted living facility.

0 480

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

The findings include:

Please refer to the included document titled, Food
and Beverage Establishment Inspection Report
(FBEIR) dated August 6, 2024, for the specific
Minnesota Food Code deficiencies. The
Inspection Report was provided to the licensee
on August 6, 2024.

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

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

(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

0 650

Minnesota Department of Health
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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

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure employee
records included annual performance review
documentation for one of two employees (clinical
nurse supervisor (CNS)-A).

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

CNS-A was hired on August 1, 2021, to provide
clinical duties and oversight to unlicensed
personnel.

CNS-A's employee record lacked annual
performance reviews.

Minnesota Department of Health
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On August 5, 2024, the surveyor observed CNS-A
conducting their duties throughout the survey.

On August 5, 2024, at 11:08 a.m., licensed
assisted living director (LALD)-D stated they did
not complete annual performance reviews for
CNS-A. LALD-D stated they were overlooked.

The licensee's 4.05 Employee Records policy
dated July 21, 2024, indicated, " Documentation
of annual performance reviews that identify areas
of improvement needed and training needs."

No further information provided.

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

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

0 660

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

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 a facility
tuberculosis (TB) risk assessment was completed
annually. In addition, the licensee failed to ensure
TB symptom screening and testing was
completed within 90 days prior to the date of hire
for two of two employees (clinical nurse
supervisor CNS)-A, unlicensed personnel
(ULP)-B), and the licensee failed to ensure initial
and annual TB training was completed for one of
two employees (CNS-A).

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

The findings include:

The licensee lacked a facility TB risk assessment
required to be completed annually. LALD-D
provided a TB risk assessment completed during
survey on August 5, 2024.

CNS-A
CNS-A was hired on August 1, 2021, to provide
clinical duties and oversight to unlicensed
personnel.

CNS-A's employee record lacked initial and
annual TB education.

CNS-A's employee record lacked TB symptom
screening.

Minnesota Department of Health
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ULP-B
ULP-B was hired on July 1, 2024, to provide
direct cares to residents.

ULP-B's employee record included a MinuteClinic
negative TB Mantoux skin test dated October 16,
2023, completed 258 days prior to ULP-B's date
of hire.

On August 5, 2024, the surveyor observed CNS-A
conducting their duties throughout the survey.

On August 5, 2024, at 11:49 a.m., the surveyor
observed ULP-B provide medication
administration for R2.

On August 5, 2024, at 11:08 a.m., licensed
assisted living director (LALD)-D stated CNS-A
did not complete any TB education or TB
screening.

On August 5, 2024, at 11:44 a.m., CNS-A stated
they thought TB test results were good for one
year which was why they accepted ULP-B's
Mantoux skin test from October 16, 2023. CNS-A
stated they recently learned on their last survey
this was not true and ULP-B needed to have a
new TB test completed.

On August 5, 2024, at 12:06 p.m., LALD-D stated
a facility TB risk assessment had not been
completed and did not have one to provide.
LALD-D stated they were aware of the TB risk
assessment requirement. LALD-D stated they did
not have residents in the facility for a period of
time during construction and did not complete a
new one when they should have.

The CDC Tuberculosis Guidance website, last
Minnesota Department of Health
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updated December 15, 2023, indicated all health
personnel should receive baseline TB screening
and testing upon hire. It further indicated all
health care personnel should receive annual TB
education.

0 660

The Minnesota Department of Health TB FAQ,
last updated on April 3, 2024, indicated:
-all Minnesota health care personnel should
receive TB education annually, regardless of
facility risk level classification;
-TB testing should be dated within 90 days prior
to the date of hiring; and
-baseline TB screening is required at the time of
hire for all health care personnel in Minnesota.

The licensee's 8.16 Tuberculosis Screening
policy dated July 21, 2024, indicated:
"Staff Education
Staff will be educated regarding TB at time of
hire. The content of the training should be
appropriate to the job responsibilities and
educational or professional background of the
employee (licensed versus unlicensed staff).
Content of the training will focus on basic
information about:
1. TB pathogenesis and transmission,
2. Signs and symptoms of active TB disease,
and
3. Twin Cities Assisted Living Inc. infection
control plan (i.e., how to implement your early
recognition, isolation, and referral procedure),
especially any sections that employees are
responsible for implementing.
Staff Screening
Staff whose essential job functions require work
within the same air space of home care clients
will be screened and tested for tuberculosis prior
to the staff being exposed to clients. Baseline
(upon hire) screening will be completed, but serial

Minnesota Department of Health
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(annual) screening will only be required with
increased occupational risk or exposure.
Screening will be conducted as follows:
1. New staff will be screened for active signs of
TB using the Baseline TB Screening Tool for
HCWs.
2. New staff will have an IGRA blood test or a
two-step Mantoux conducted with results
documented on the Baseline TB Screening Tool
for HCWs.
3. No staff will be permitted to begin work where
the work involves sharing the air space with
residents until the negative results of the first
Mantoux are read and documented or a negative
IGRA blood test result is received and
documented.
4. Staff TB screening results will be kept in each
employee medical file.
5. Staff should be screened for signs and
symptoms on an annual basis."

0 660

No further information was provided.

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

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

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

0 800

This MN Requirement is not met as evidenced

Minnesota Department of Health
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by:
Based on observation and interview, the licensee
failed to maintain the physical environment,
including walls, floors, ceiling, all furnishings,
grounds, systems, and equipment in a continuous
state of good repair and operation with regard to
the health, safety, comfort, and well-being of the
residents. This deficient condition had the
potential to affect all staff, residents, and visitors.

0 800

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 August 6, 2024, from approximately 11:00
a.m. to 1:30 p.m., survey staff toured the facility
with licensed assisted living director (LALD)-D.
The following was observed.

GENERAL MAINTENANCE:
The closet in bedroom 2 had a hole in the wall
exposing a pipe and the wall cavity.

The main-level bathroom sink had deep
scratches in the sink bowl and on the countertop.

The designated smoking area was not provided
with a non-combustible ashtrays. Survey staff
explained to LALD-D that a non-combustible
ashtray should be provided for resident use and
that the discarded cigarette butts were a fire
hazard if cigarettes were not completely

Minnesota Department of Health
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extinguished before discarding them.

0 800

On August 6, 2024, at 1:30 p.m., LALD-D stated
they understood the above-listed deficiencies.

TIME PERIOD FOR CORRECTION: Seven (7)
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
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

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

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

The findings include:

On August 6, 2024, licensed assisted living
director (LALD)-D provided documents on the fire
safety and evacuation plan (FSEP), fire safety
and evacuation training, and evacuation drills for
the facility.

FIRE SAFETY AND EVACUATION PLAN:
The licensee's FSEP, titled "9.06 Fire Policy",
dated July 21, 2024, failed to include the
following:

The FSEP included standard employee
procedures but failed to provide specific
employee actions to take in the event of a fire or

Minnesota Department of Health
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similar emergency relative to the facility's building
layout and environmental risks. The plan included
the acronym R.A.C.E. (Rescue, Alarm, Confine,
and Extinguish or Evacuate) but the plan was
designed for a building with life safety systems
such as fire doors and smoke compartments.
The policy had not been updated to provide
complete actions for employees to take in the
event of a fire or similar emergency at the
licensed facility which did not have life safety
systems or a fire-resistant construction type.

0 810

The FSEP did not identify specific fire protection
actions for residents. There was no section in the
policy that addressed the responsibilities or basic
evacuation procedures that residents should
follow in case of a fire or similar emergency.

The FSEP included standard resident evacuation
procedures but failed to provide specific
procedures for resident movement and
evacuation or relocation during a fire or similar
emergency including individualized unique needs
of residents. The plan included instructions to
evacuate residents but did not include any
procedures for assisting residents during
evacuation nor did it include instructions for staff
to follow in case of relocation.

On August 6, 2024, at 1:30 p.m., LALD-D stated
they understood the areas of their policy that
were incomplete and would work on bringing
them into compliance. The policy reviewed was
an unedited policy purchased from a third-party
provider that was not specific to the facility.

TRAINING:
The licensee failed to provide evacuation training
to residents at least once per year. LALD-D
lacked documentation showing any training was

Minnesota Department of Health
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offered or training was scheduled for a future date
for residents on the fire safety and evacuation
plan.

The licensee failed to provide training to
employees on the FSEP upon hire and at least
twice per year. LALD-D lacked documentation
showing any training was completed or training
was scheduled for a future date for staff on the
fire safety and evacuation plan.

On August 6, 2024, at 1:30 p.m., LALD-D stated
they understood the requirements for training
residents and staff and would implement a
training program that was compliant with statute
requirements.

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

0 820 144G.45 Subd. 2 (g) Fire protection and physical 0 820
SS=F 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

Minnesota Department of Health
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by:
Based on observation and interview, the licensee
failed to ensure physical facility elements did not
constitute a distinct hazard to life. The licensee
failed to provide resident bedrooms with the
minimum window opening meeting the minimum
state standard for egress. This had the potential
to affect some residents, staff, and visitors.

0 820

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

On August 6, 2024, from approximately 11:00
a.m. to 1:30 p.m., survey staff toured the facility
with licensed assisted living director (LALD)-D.
During the tour, survey staff asked LALD-D to
open the windows in the resident bedrooms for
measurement. The noncompliant measurements
were as follows:

OCCUPIED SLEEPING ROOMS:
Bedroom 1: One window measuring 23 1/2
inches clear width, 22 1/2 inches clear height,
and 528 3/4 square inches total open area.

UNOCCUPIED SLEEPING ROOMS:
Bedroom 2: Two windows measuring 23 1/2
inches clear width, 22 1/2 inches clear height,
and 528 3/4 square inches total open area.
Bedroom 3: Two windows measuring 25 inches
clear width, 24 inches clear height, and 600
square inches total open area.
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The windows in bedrooms 1, 2, and 3 did not
meet the minimum requirements for total
openable area.

0 820

Egress windows in existing sleeping rooms must
have a minimum openable width of 20 inches and
minimum openable height of 20 inches with no
less than 648 square inches total of openable
area (4.5 square feet) for the window.

Survey staff explained to LALD-D that at least
one window in each bedroom in a state-licensed
facility must meet the minimum state fire code
standard for an egress window to be a complying
bedroom for resident occupancy.

On August 6, 2024, at 1:30 p.m. LALD-D stated
they measured the windows after a survey at a
different location. Measurement by licensee
confirmed the windows did not meet the minimum
requirements for egress. LALD-D stated they
implemented a fire watch and started the process
to find a contractor to replace the non-compliant
windows on the same day they measured the
windows.

TIME PERIOD FOR CORRECTION: Two (2)
days

01460 144G.63 Subdivision 1 Orientation of staff and
SS=D supervisors

01460

All staff providing and supervising direct services
must complete an orientation to assisted living
facility licensing requirements and regulations
before providing assisted living services to
residents. The orientation may be incorporated
into the training required under subdivision 5. The
orientation need only be completed once for each
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staff person and is not transferable to another
facility.

01460

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure employees
received orientation to assisted living statutes for
one of two direct care employees (clinical nurse
supervisor (CNS)-A).

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

CNS-A was hired on August 1, 2021, to provide
clinical duties and oversight to unlicensed
personnel.

CNS-A's employee record lacked orientation
training required to be completed prior to
providing services to residents on the following
topics:
-Overview of Assisted Living statutes;
-Review of provider's policies and procedures;
-Handling emergencies and using emergency
services;
-Reporting maltreatment of vulnerable adults or
minors;
-Assisted Living Bill of Rights;
-Handing of resident complaints, reporting of
complaints, where to report;
-Consumer advocacy services;
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-Review of types of Assisted Living services the
employee will provide and provider's scope of
license;
-Principles of person-centered planning/service
delivery;
-Hearing loss training (optional); and
-Orientation to each specific resident and
services provided

01460

On August 5, 2024, the surveyor observed CNS-A
conducting their duties throughout the survey.

On August 5, 2024, at 10:46 a.m., licensed
assisted living director (LALD)-D stated CNS-A
did not have orientation training completed.
LALD-D stated CNS-A was rehired and did not
complete the training again upon rehire. CNS-A
stated they did not complete the training when
rehired. The licensee lacked documentation of
any previous orientation training.

The licensee's 5.01 Orientation of Staff and
Supervisors & Content policy dated July 14, 2024,
indicated:
"POLICY: All staff of Twin Cities Assisted Living
Inc. providing and supervising direct services
must complete an orientation to Assisted Living
facility licensing requirements and regulations
before providing assisted living services to
residents.
PROCEDURE: Orientation must be completed
once for each staff person and is not transferable
to another home care provider.
1. All Twin Cities Assisted Living Inc. employees
must complete the orientation to assisted living
facility requirements before providing assisted
living services to residents.
2. The materials and/or type of training (i.e.
video, lecture, reading, etc.) will be documented
for compliance.
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3. The orientation must contain the following
topics:

-An overview of the appropriate Assisted
Living statutes and rules

-An introduction and review of the facility's
policies and procedures related to the provision of
assisted living services by the individual staff
person

-Handling of emergencies and use of
emergency services

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

-The assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights

-Principles of person-centered planning and
service delivery and how they apply to direct
support services provided by the staff person

-Handling of residents' complaints, reporting
of complaints, and where to report complaints,
including information on the Office of Health
Facility Complaints

-Consumer advocacy services of the Office of
Ombudsman for Long-Term Care, Office of
Ombudsman for Mental Health and
Developmental Disabilities, Managed Care
Ombudsman at the Department of Human
Services, county-managed care advocates, or
other relevant advocacy services

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

-The staff person's job description upon hire
and whenever there is a change to the job
description that changes the nature of the job or
how the job is to be performed

-The facility's organization chart and the roles
of staff within the facility, and the services offered
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by the facility as identified in the uniform checklist
disclosure of services

-The identification of incidents of
maltreatment as defined under Minnesota
Statutes, section 626.5572, subdivision 15,
including abuse, financial exploitation, and
neglect, and an explanation that any act that
constitutes maltreatment is prohibited.
4. In addition to the topics listed above,
orientation may also contain training on providing
services to residents with hearing loss. Any
training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
include training on one or more of the following
topics:

a. An explanation of age-related hearing
loss and how it manifests itself, its prevalence,
and the challenges it poses to communication

b. Health impacts related to untreated
age-related hearing loss, such as increased
incidence of dementia, falls, hospitalizations,
isolation, and depression; or

c. 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.
5. Staff providing assisted living services must
be oriented specifically to each individual resident
and the services to be provided. This orientation
may be provided in person, orally, in writing, or
electronically
6. All direct care staff and supervisors providing
direct services must demonstrate an
understanding of the training specified
7. Evidence of the completion of required
orientation topics must be kept in the employee
record of each staff person having completed the
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orientation.
8. Additional orientation. In addition to the staff
orientation requirements the facility's training
policy must include orientation training on:

a. The staff person's job description upon
hire and whenever there is a change to the job
description that changes the nature of the job or
how the job is to be performed

b. The facility's organization chart and the
roles of staff within the facility, and the services
offered by the facility as identified in the uniform
checklist disclosure of services,

c. The identification of incidents of
maltreatment as defined under Minnesota
Statutes, section 626.5572, subdivision 15,
including abuse, financial exploitation, and
neglect, and an explanation that any act that
constitutes maltreatment is prohibited."

01460

No further information was 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

01500
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the home and implementation of infection control
standards including a review of hand washing
techniques; the need for and use of protective
gloves, gowns, and masks; appropriate disposal
of contaminated materials and equipment, such
as dressings, needles, syringes, and razor
blades; disinfecting reusable equipment;
disinfecting environmental surfaces; and
reporting communicable diseases;
(4) effective approaches to use to problem solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders;
(5) review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement those policies and
procedures; and
(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person.
(b) In addition to the topics in paragraph (a),
annual training may also contain training on
providing services to residents with hearing loss.
Any training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
include training on one or more of the following
topics:
(1) an explanation of age-related hearing loss
and how it manifests itself, its prevalence, and
challenges it poses to communication;
(2) the health impacts related to untreated
age-related hearing loss, such as increased
incidence of dementia, falls, hospitalizations,
isolation, and depression; or
(3) information about strategies and technology
that may enhance communication and
involvement, including communication strategies,

01500
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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 employees
received at least eight hours of annual training for
each 12 months of employment on required
annual training topics for two of two employees
(clinical nurse supervisor (CNS)-A, unlicensed
personnel (ULP)-C).

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

The findings include:

CNS-A
CNS-A was hired on August 1, 2021, to provide
clinical duties and oversight to unlicensed
personnel.

CNS-A's employee record lacked annual training
to include at least eight hours of annual training
for every 12 months of employment in the
following topics:
-Reporting maltreatment of vulnerable adults or
minors;
-Assisted Living Bill of Rights;
-Infection control techniques;
-Effective approaches to use to problems solve
when working with a resident's challenging
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behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders;
-Review of provider's policies and procedures;
-Principles of person-centered planning/service
delivery; and
-Hearing loss training (optional).

01500

ULP-C
ULP-C was hired on August 1, 2021, to provide
direct cares to residents.

ULP-C's employee record lacked annual training
to include at least eight hours of training for every
12 months of employment in the following topics:
-Reporting maltreatment of vulnerable adults or
minors;
-Assisted Living Bill of Rights;
-Infection control techniques;
-Effective approaches to use to problems solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders;
-Review of provider's policies and procedures;
-Principles of person-centered planning/service
delivery; and
-Hearing loss training (optional).

On August 5, 2024, the surveyor observed CNS-A
conducting their duties throughout the survey.

On August 5, 2024, at 10:46 a.m., licensed
assisted living director (LALD)-D stated no annual
training was completed. LALD-D stated annual
training for CNS-A and ULP-C was just
overlooked. LALD-D stated they were aware of
the annual training requirements. CNS-A stated
they did not complete their annual training as
required.
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The licensee's 5.06 Annual Required Staff
Training dated July 21, 2024, indicated:
"POLICY: All staff that perform direct care
services at Twin Cities Assisted Living Inc. will
complete at least eight (8) hours of annual
training for each 12 months of employment.
PROCEDURE:
A training record, kept in employee records, will
be retained for each employee who performs
direct home care services to track compliance
with annual training requirements.
Annual training may be obtained from the facility
or another source and must include topics
relevant to the provision of assisted living
services.
The following training elements MUST be
included every 12 months to all staff who
performs direct care services:
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
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procedures relating to the provision of assisted
living services and how to implement those
policies and procedures
6. Principles of person-centered planning and
service delivery and how they apply to direct
support services provided by the staff person.
In addition to the topics listed above, 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. Health impacts related to untreated
age-related hearing loss, such as increased
incidence of dementia, falls, hospitalizations,
isolation, and depression
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

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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Type:
Date:
Time:
Report:

Full
08/06/24
10:45:00
1005241176

Food  and Beverage  Establishment
Inspection  Report

Location:
Twin Cities Assisted Living
3123 James Avenue North
Minneapolis, MN55411
Hennepin County, 27

Establishment  Info:
ID #: 0038892
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 6124408001
ID #:

The violations listed in this report include any previously issued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

The following orders were issued during this inspection.

3-300B Protection  from  Contamination:  cross-contamination,  eggs
3-302.11A(1) ** Priority  1 **

MN Rule 4626.0235A(1) Separate raw animal foods during storage, preparation, holding, and display from
ready-to-eat foods to prevent cross-contamination.
IN THE KITCHEN REFRIGERATOR, RAW SHELL EGGS WERE STORED ON THE TOP SHELVES,
ABOVE READY-TO-EAT FOODS. STORE RAW ANIMAL FOODS BELOW READY-TO-EAT FOODS.
Comply By: 08/06/24

3-500B Microbial  Control:  hot  and  cold holding
3-501.16A2 ** Priority  1 **

MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical
refrigeration.
TCS FOODS IN THE REFRIGERATOR WERE ABOVE 41 DEGREES F. UNIT WAS TURNED TO A
COLDER SETTING. MONITOR TO ENSURE FOOD TEMPERATURES COME TO 41 DEGREES F OR
BELOW.
Comply By: 08/06/24

4-300 Equipment  Numbers  and  Capacities
4-301.12A ** Priority  2 **

MN Rule 4626.0680A Provide a 3 compartment sink with integrally attached drainboards at each end for
manually washing, rinsing and sanitizing equipment and utensils.
FACILITY HAS NO 3-COMPARTMENT SINK OR DISHWASHER. PROVIDE A 3-COMP SINK OR
DISHWASHER TO PROPERLY WASH, RINSE, AND SANITIZE DISHES.
Comply By: 11/06/24
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2-100 Supervision
2-102.12DMN

MN Rule 4626.0033D Post the certified food protection manager certificate.
ONLY THE SERVSAFE CERTIFICATE WAS POSTED ON SITE. POST THE STATE OF MINNESOTA
CERTIFIED FOOD PROTECTION MANAGER CERTIFICATE.
Comply By: 08/13/24

4-200 Equipment  Design and  Construction
4-204.112A

MN Rule 4626.0620A Provide a temperature measuring device located in the warmest part of mechanically
refrigerated units and coolest part of hot food storage units that are capable of measuring air temperature or a
simulated product temperature.
THERE WAS NO AMBIENT THERMOMETER IN THE KITCHEN REFRIGERATOR. CORRECTED ON
SITE.
Comply By: 08/06/24

Surface  and  Equipment  Sanitizers
Chlorine: = 50+PPM at Degrees Fahrenheit
Location: WIPING CLOTH BUCKET
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Cold Hold/MILK
Temperature: 47 Degrees Fahrenheit - Location: KITCHEN AID REFRIGERATOR
Violation Issued: Yes
Process/Item: Cold Hold/TURKEY
Temperature: 48 Degrees Fahrenheit - Location: KITCHEN AID REFRIGERATOR
Violation Issued: Yes
Process/Item: Cold Hold/HOT DOG
Temperature: 48 Degrees Fahrenheit - Location: KITCHEN AID REFRIGERATOR
Violation Issued: Yes
Process/Item: Cold Hold/AMBIENT
Temperature: 45 Degrees Fahrenheit - Location: KITCHEN AID REFRIGERATOR - TOP SHELF
Violation Issued: Yes

Total Orders In This Report Priority 1
2

Priority 2
1

Priority 3
2

INSPECTION COMPLETED WITH ASSISTANT DIRECTOR AND EMAILED TO HRD NURSING
EVALUATOR JOEY KEEN.

FACILITY DOES NOT HAVE A 3-COMPARTMENT SINK OR A DISHWASHER. DISHES ARE BEING
WASHED, RINSED, AND SANITIZED USING ONE SINK BASIN AND A SEPARATE DISH BIN.
DISCUSSED THAT FACILITY NEEDS TO PROVIDE EITHER A 3-COMPARTMENT SINK AND
SANITIZE WITH CHEMICAL, OR A DISHWASHER THAT SANITIZES WITH HEAT (REQUIRED
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UTENSIL SURFACE TEMPERATURE OF 160 DEGREES F OR ABOVE).

DISCUSSED DATE MARKING, GLOVE USE, COOKING TEMPERATURES,
CROSS-CONTAMINATION, AND EMPLOYEE ILLNESS.

KITCHEN IS RESIDENTIAL AND FOOD IS PREPARED FOR SAME DAY SERVICE.

FLOORING IS LAMINATE, CABINETS ARE WOOD WITH HOLLOW BASE, AND COUNTERS ARE
GRANITE. ALL ARE FOUND TO BE IN GOOD CONDITION AND WILL BE MONITORED AT FUTURE
INSPECTIONS. IF AT SUCH A TIME THEY ARE FOUND TO BE A CONCERN OR RISK OF
CONTAMINATION, THEY WILL BE ORDERED TO BE REPLACED AND BROUGHT UP TO CODE.
NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1005241176 of 08/06/24.

Certified Food Protection Manager:SARAH FINK

Certification Number: FM78833 Expires: 06/12/24

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
STEPHANIE NEAL
ASSISTANT DIRECTOR

Signed:
Jessica Davis
Public Health Sanitarian III
651-201-3961
jessica.davis@state.mn.us


