m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

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: 2921_Revised 04/14/2023



m DEPARTMENT
| OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

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 assighed 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 . .

1

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 S500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20 for widespread violations;

Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism

authorized in § 144G.20.
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:

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

e I|dentify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.

e |dentify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by 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



PRINTED: 11/21/2024

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
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3123 JAMES AVENUE NORTH
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{0 000} Initial Comments {0 000}
FEEAT TENTION****** Minnesota Department of Health is
ASSISTED LIVING PROVIDER LICENSING documenting the State Correction Orders
CORRECTION ORDER using federal software. Tag numbers have
In accordance with Minnesota Statutes, section been assigned to Minnesota State
144G.08 to 144G.95 this correction order(s) has Statutes for Assisted Living Facilities. The
been issued pursuant to a survey. assigned tag number appears in the far
Determination of whether a violation has been left column entitled "ID Prefix Tag." The
corrected requires compliance with all state Statute number and the
requirements provided at the Statute number corresponding text of the state Statute out
indicated below. When Minnesota Statute of compliance is listed in the "Summary
contains several items, failure to comply with any Statement of Deficiencies" column. This
of the items will be considered lack of column also includes the findings which
compliance. are in violation of the state requirement
INITIAL COMMENTS: after the statement, "This Minnesota
SL32188015-1 requirement is not met as evidenced by."
Following the evaluators ' findings is the
On October 14, 2024, the Minnesota Department Time Period for Correction.
of Health conducted a follow-up survey at the
above provider to follow-up on orders issued PLEASE DISREGARD THE HEADING OF
pursuant to a survey completed on August 6, THE FOURTH COLUMN WHICH
2024. At the time of the survey, there were 0 STATES,"PROVIDER'S PLAN OF
residents receiving services under the Assisted CORRECTION." THIS APPLIES TO
Living license. As a result of the follow-up survey, FEDERAL DEFICIENCIES ONLY. THIS
the following orders were reissued. 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.
{0470} 144G.41 Subdivision 1 Minimum requirements {0 470}
SS=F
(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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{0470} | Continued From page 1 {0 470}

determining its staffing level that:

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

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

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

(i) awake;

(i) 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;

(i) 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 {0 480}
SS=F | requirements

(13) offer to provide or make available at least the
following services to residents:

(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,

Minnesota Department of Health
STATE FORM 6899 KGVM12 If continuation sheet 2 of 9
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{0 480} | Continued From page 2 {0 480}
chapter 4626; and

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

{0 650} 144G.42 Subd. 8 Employee records {0 650}
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
and infection control training, and competency
evaluations;

(3) current job description, including

qgualifications, 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 {0 660}
SS=F | control

Minnesota Department of Health
STATE FORM 6899 KGVM12 If continuation sheet 3 of 9
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{0660} | 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 {0 800}
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.

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} 144G.45 Subd. 2 (b)-(f) Fire protection and {0 810}

SS=F | physical environment

(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
thereatfter.
(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



PRINTED: 11/21/2024

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
R
32188 B. WING 10/14/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3123 JAMES AVENUE NORTH
TWIN CITIES ASSISTED LIVING
MINNEAPOLIS, MN 55411
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

{0 820} | 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 {01460}
SS=D | supervisors

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
STATE FORM 6899 KGVM12 If continuation sheet 7 of 9



PRINTED: 11/21/2024

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
32188 B. WING 10/14/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3123 JAMES AVENUE NORTH
TWIN CITIES ASSISTED LIVING MINNEAPOLIS, MN 55411
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{01500} | Continued From page 7 {01500}
{01500} 144G.63 Subd. 5 Required annual training {01500}
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.

Minnesota Department of Health
STATE FORM 6899 KGVM12 If continuation sheet 8 of 9
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{01500} | Continued From page 8 {01500}

Any training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
iInclude 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,
iIsolation, and depression; or

(3) information about strategies and technology
that may enhance communication and
iInvolvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access in real time, and closed captions.

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



m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

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:

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

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

e |dentify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

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,

AN NER NN

Casey DeVries, Supervisor

State Evaluation Team

Email: Casey.DeVries@state.mn.us

Telephone: 651-201-5917 Fax: 1-866-890-9290

HHH



PRINTED: 09/10/2024

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
32188 B. WING 08/06/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3123 JAMES AVENUE NORTH
TWIN CITIES ASSISTED LIVING MINNEAPOLIS, MN 55411
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
0 000] Initial Comments 0 000
AT TENTION* **** Minnesota Department of Health is
documenting the State Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER(S) Tag numbers have been assigned to
Minnesota State Statutes for Home Care
In accordance with Minnesota Statutes, section Providers. The assigned tag number
144G.08 to 144G.95, these correction orders are appears in the far-left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings is the Time Period for Correction.
SL32188015-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On August 5, 2024, through August 6, 2024, the STATES,"PROVIDER'S PLAN OF
Minnesota Department of Health conducted an CORRECTION." THIS APPLIES TO
Assisted Living license survey at the above FEDERAL DEFICIENCIES ONLY. THIS
provider, and the following correction orders are WILL APPEAR ON EACH PAGE.
iIssued. At the time of the survey, there were two
residents living at the faclity; both residents were THERE IS NO REQUIREMENT TO
receiving services under the Assisted Living SUBMIT A PLAN OF CORRECTION FOR
license. 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).
0470/ 144G.41 Subdivision 1 Minimum requirements 0470
SS=F
(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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0470 | Continued From page 1 0470

determining its staffing level that:

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

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

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

(i) awake;

(i) 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;

(i) capable of communicating with residents;

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

(v) capable of following directions;

This MN Requirement is not met as evidenced
by:

Based on 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).

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.”

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

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

to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
STATE FORM 6899 KGVM11 If continuation sheet 4 of 28
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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.

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.

0650 144G.42 Subd. 8 Employee records 0 650
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

Minnesota Department of Health
STATE FORM 6899 KGVM11 If continuation sheet 5 of 28
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and infection control training, and competency
evaluations;

(3) current job description, including
qgualifications, 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:

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 0 660
SS=F | control

(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
STATE FORM 6899 KGVM11 If continuation sheet 7 of 28



PRINTED: 09/10/2024

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: , COMPLETED
A. BUILDING:
32188 B. WING 08/06/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3123 JAMES AVENUE NORTH
TWIN CITIES ASSISTED LIVING
MINNEAPOLIS, MN 55411
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
0660 | Continued From page 7 0 660
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.

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 HCWVs.

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."

No further information was provided.

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