m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

NOTICE OF REMOVAL OF CONDITIONAL LICENSE
Electronic Delivery
June 12, 2025

Licensee

Comfort Care Assisted Living
414 East 26th Street
Minneapolis, MN 55404

RE: License Number 416765
Health Facility Identification Number (HFID) 35884
Project Number(s) SL35884015

Dear Licensee:

OnJune 9, 2025, 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 16, 2024. The
follow-up survey found the facility to be in compliance. Based on these findings, the condition(s) on
the license were removed effective June 12, 2025.

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. Michats-

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

Electronically Delivered
January 24, 2025

Licensee

Comfort Care Assisted Living
414 East 26th Street
Minneapolis, MN 55404

RE: Project Number(s) SL35884015
Dear Licensee:

On November 22, 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 on August 16, 2024.
This follow-up survey determined your facility had not corrected all of the state correction orders
iIssued pursuant to the August 16, 2024, survey.

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 $9,000.00. 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 16, 2024, found not corrected at the time of the November 22,
2024, follow-up survey and/or subject to penalty assessment are as follows:

1750-Delegation Of Medication Administration-144g.71 Subd. 7 - $3,000.00
1760-Documentation Of Administration Of Medication-144g.71 Subd. 8 - $3,000.00
1820-Prescriptions-144g.71 Subd. 13

The details of the violations noted at the time of this follow-up survey completed on November 22,
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.

Also, at the time of this follow-up survey completed on November 22, 2024, we identified the
following violation(s):

0340-Correction Orders-144g.30 Subd. 5 - $3,000.00

0495-Minimum Requirements-144g.41 Subdivision. 1 (13)
1400-Availability Of Contact Person To Staff-144g.62 Subdivision 1
1960-Documentation Of Administration Of Treatments-144g.72 Subd. 5
2320-Appropriate Care And Services-144g.91 Subd. 4 (b)

The details of the violation(s) noted at the time of this follow-up survey are delineated on the

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023
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attached State Form. Only the ID Prefix Tag in the left hand column without brackets will identify
these state correction orders. It is not necessary to develop a plan of correction.

IMPOSITION OF FINES:

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 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.

CORRECTION ORDER RECONSIDERATION PROCESS

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

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

REQUESTING A HEARING

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

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

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

In accordance with Minn. Stat. § 144A.475, Subd. 8 OR Minn. Stat. § 144G.20, Subd. 20, the
Commissioner of Health is authorized to hold a conference to exchange information, clarify issues, or
resolve issues. The Department of Health staff would like to schedule a conference call with Comfort
Care Assisted Living. Please contact Casey DeVries, at 651-201-5917 on or before Wednesday,
January 29, 2025, to schedule the conference call.

We urge you to review these orders carefully. If you have questions, please contact Casey DeVries, at
651-201-5917.

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,

m\\&&\\m

Casey DeVries, Supervisor
State Evaluation Team

Email: Casey.DeVries@state.mn.us
Telephone: 651-201-5917 Fax: 1-800-337-9238

HHH
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AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living License
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.
SL35884015-1 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On November 19, 2024, through November 22, STATES,"PROVIDER'S PLAN OF
2024, the Minnesota Department of Health CORRECTION." THIS APPLIES TO
conducted a licensing order follow up survey at FEDERAL DEFICIENCIES ONLY. THIS
the above provider, and the following correction WILL APPEAR ON EACH PAGE.
orders are issued. At the time of the survey, there
were three residents, all of whom received THERE IS NO REQUIREMENT TO
services under the Assisted Living license. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 144G.31
subd. 1, 2, and 3.
0 340) 144G.30 Subd. 5 Correction orders 0 340
SS=|
(a) A correction order may be issued whenever
the commissioner finds upon survey or during a
Minnesota Department of Health
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complaint investigation that a facility, a
managerial official, an agent of the facility, or staff
of the facility is not in compliance with this
chapter. The correction order shall cite the
specific statute and document areas of
noncompliance and the time allowed for
correction.

(b) The commissioner shall mail or email copies
of any correction order to the facility within 30
calendar days after the survey exit date. A copy of
each correction order and copies of any
documentation supplied to the commissioner
shall be kept on file by the facility and public
documents shall be made available for viewing by
any person upon request. Copies may be kept
electronically.

(c) By the correction order date, the facility must:
(1) document in the facility's records any action
taken to comply with the correction order. The
commissioner may request a copy of this
documentation and the facility's action to respond
to the correction order in future surveys, upon a
complaint investigation, and as otherwise
needed:; and

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to have sufficient documentation
with actions taken to comply with the correction

orders for a survey completed on August 16,
2024.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
Issued at a widespread scope (when problems
are pervasive or represent a systemic failure that

Minnesota Department of Health
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has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

On August 16, 2024, the Minnesota Department
of Health completed a survey resulting in 22
correction orders issued.

The immediacy of order with tag identification

1760 was not removed prior to survey exit on
August 16, 2024.

On November 19, 2024, at approximately 12:19
p.m., the surveyor inquired if clinical nurse
supervisor (CNS)-C was aware of the correction
orders issued related to medication management
upon the initial survey. CNS-C stated, "no they
did not tell me."

On November 20, 2024, at 12:40 p.m., CNS-C
stated they were hired by the licensee in February
2024, they worked for two weeks and had to
leave for an emergency. CNS-C stated they were
rehired couple months ago; they did not know the
exact date.

On November 20, 2024, at approximately 2:30
p.m., via telephone, the surveyor inquired with
agent (A)-G if they could provide their plan of
correction for correction orders issued following
the survey completed on August 16, 2024. A-G
stated they already sent a plan of correction to
the surveyor's supervisor. The surveyor explained
the plan of correction that was sent to the
surveyor's supervisor was only for the immediate
orders and inquired if they had plan of correction
for all other orders issued. A-G stated they would
contact the licensed assisted living director
((LALD)-D) and provide the plan of correction via
Minnesota Department of Health

STATE FORM 6899 NF1F12 If continuation sheet 3 of 55
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email.

On November 21, 2024, at 11:53 a.m., via email
correspondence, A-G indicated, "we are unable to
send you the POC as you requested because the
Director who was assigned to work on the
correction is currently out of the country, and we
are trying to get hold of [LALD-D]." A-G also
iInquired, "If you can give us a few days extension
while we work on this, that'll be super helpful.”

On November 21, 2024, at 1:42 p.m., the
surveyor attempted to reach LALD-D and was
unable to reach the LALD or leave a voice
message as the voice message inbox was full
and could not accept messages.

The follow up survey was completed on
November 22, 2024. Upon completion, the
surveyor found the licensee was not in
compliance with three correction orders
previously issued following the initial survey,
delivered via email to the licensee on October 3,
2024, tags identified as 1750 and 1760, both level
three violations, and 1820, a level two violation.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

{0 470} 144G.41 Subdivision 1 Minimum requirements {0 470}
SS=F
(11) develop and implement a staffing plan for
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;

(i) ensures sufficient staffing at all times to meet

Minnesota Department of Health
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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:
Not reviewed during this survey.

{0 480} 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum | {0 480}
SS=F | requirements; required food services

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with

Minnesota Department of Health
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one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
iInstall a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and

(7) notwithstanding Minnesota Rules, part

Minnesota Department of Health
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4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

0495 144G.41 Subdivision. 1 (13) Minimum 0495
SS=F | Requirements

(13) provide staff access to an on-call registered
nurse 24 hours per day, seven days per week.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure clinical nurse
supervisor (CNS)-C's phone number was readily
available for staff performing delegated nursing
tasks and services. This had the potential to
affect all residents and staff of the facility. The
licensee hired CNS-C to perform all nursing tasks
and to provide oversight to unlicensed personnel
(ULP).

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 Employee List provided to the surveyor on
November 20, 2024, at 9:20 a.m., via email

Minnesota Department of Health
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correspondence, indicated CNS-C was hired on
February 13, 2024.

On November 20, 2024, at approximately 9:50
a.m., the surveyor inquired if ULP-A had reported
R1's high blood sugar results taken during their
shifts to the CNS. ULP-A stated they did not call
the CNS because they did not have CNS-C's
number.

On November 20, 2024, at 10:27 a.m., the
surveyor referred to blood glucose test results
printed from Rtask (charting software) and
inquired if CNS-C was aware of the high blood
sugar results ranging from 300 to 548 on multiple
occasions for the period of November 1 through
November 19, 2024. CNS-C stated they were not
notified about any of the high blood sugars noted
on the report.

On November 20, 2024, at 11:52 a.m., the
surveyor observed no postings with CNS-C's
phone number. ULP-A pointed to a wall posting in
the living room with the previous nurse's phone
number and stated they did not have the new
nurse's phone number posted anywhere. ULP-A
stated they got the new nurse's phone number
from housing manger/unlicensed personal
(HM/ULP)-B yesterday, November 19, 2024, and
had saved the number in their phone.

On November 20, 2024, at 12:40 p.m., CNS-C
stated they were hired by the licensee in February
2024, they worked for two weeks and had to
leave for an emergency. CNS-C stated they were
rehired couple months ago; they did not know the
exact date.

On November 22, 2024, at 9:58 a.m., ULP-A
stated they were trained to call the nurse when

Minnesota Department of Health
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blood sugars were over three hundred or below
seventy by the previous nurse. ULP-A stated they
called HM/ULP-B when blood sugars where high
since they did not have the new nurse's phone
number.

On November 22, 2024, at approximately 10:05
a.m., HM/ULP-B stated they did not know the
ULPs did not have the CNS' phone number, and
they forgot to update the postings with new
nurse's phone number; the director was
supposed to change it. HM/ULP-B stated, "It is
not a big deal we can just cross off [the previous
nurse's] name and put [the new nurse's] name.

No further information was provided.

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

{0650} 144G.42 Subd. 8 (a) Staff records {0 650}
SS=D
(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each
iIndividual contractor providing services. The
records must include the following infomation:

(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

Minnesota Department of Health
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{0650} | Continued From page 9 {0 650}

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:
Not reviewed during this survey.

{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
iInclude 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:
Not reviewed during this survey.

{0 680} 144G.42 Subd. 10 Disaster planning and {0 680}
SS=F | emergency preparedness
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{0680} | Continued From page 10 {0 680}

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an
emergency;

(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;

(4) post emergency exit diagrams on each floor;
and

(5) have a written policy and procedure regarding
missing residents.

(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.

(c) The facility must meet any additional
requirements adopted in rule.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

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

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

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

(i) provide smoke alarms outside each separate
sleeping area in the immediate vicinity of

Minnesota Department of Health
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{0 780} | Continued From page 11 {0 780}
bedrooms;

(i) provide smoke alarms on each story within a
dwelling unit, including basements, but not
including crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

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

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{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:
Not reviewed during this survey.
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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) staff 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) Staff 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 staff 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:
Not reviewed during this survey.
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{0 950} | Continued From page 13 {0 950}
{0 950} 144G.50 Subd. 3 Designation of representative {0 950}
SS=C

(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01060} 144G.52 Subd. 9 Emergency relocation {01060}
SS=F
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{01060} | Continued From page 14 {01060}

(a) A facility may remove a resident from the
facility in an emergency if necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.

(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:

(1) the reason for the relocation;

(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;

(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;

(4) if known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and

(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G.54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.

(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:

(1) the resident, legal representative, and
designated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not
returned to the facility within four days.

(d) Following an emergency relocation, a facility's
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{01060} | Continued From page 15 {01060}

refusal to provide housing or services constitutes
a termination and triggers the termination process
in this section.currently known; and

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

01400| 144G.62 Subdivision 1 Availability of contact 01400
SS=F | person to staff

(b) The appropriate contact person must be
readily available either in person, by telephone, or
by other means to the staff at times when the
staff is providing services.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure staff had access to
licensed assisted living director (LALD)-D due to
the director being out of the country.

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:
LALD-D started at the licensee April 1, 2024.

On November 19, 2024, at 8:30 a.m., during a
phone call, housing manager/unlicensed
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01400 | Continued From page 16 01400

personnel (HM/ULP)-B stated LALD-D was in
Africa for a funeral.

Upon entering the licensee on November 19,
2024, at 10:00 a.m., owner/unlicensed personnel
(O/ULP)-H reached LALD-D by phone. O/ULP-H
stated LALD-D was aware of the survey and they
could be reached by phone at any time.

On November 20, 2024, at approximately 2:45
p.m., HM/ULP-B attempted to reach LALD-D but
was unable to get ahold of them..

On November 21, 2024, at 11:53 a.m., via email
correspondence, agent (A)-G indicated, "we are
unable to send you the POC [plan of correction]
as you requested because the Director who was
assigned to work on the correction is currently out

of the country, and we are trying to get hold of
[LALD-D]."

On November 21, 2024, at 1:42 p.m., the
surveyor again attempted to reach LALD-D and
was unable to reach the LALD or leave a voice
message as the voice message inbox was full
and could not accept messages.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

{Oggog} 144G.63 Subd. 5 Required annual training {01500}
(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
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{01500} | Continued From page 17 {01500}

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.
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
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{01500} | Continued From page 18 {01500}

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:
Not reviewed during this survey.

{01530} 144G .64 TRAINING IN DEMENTIA CARE {01530}
$S=F | REQUIRED

(a) All assisted living facilities must meet the
following training requirements:

(1) supervisors of direct-care staff must have at
least eight hours of initial training on topics
specified under paragraph (b) within 120 working
hours of the employment start date, and must
have at least two hours of training on topics
related to dementia care for each 12 months of
employment thereafter;

(2) direct-care employees must have completed
at least eight hours of initial training on topics
specified under paragraph (b) within 160 working
hours of the employment start date. Until this
initial training is complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care and who can act as a resource
and assist if issues arise. A trainer of the
requirements under paragraph (b) or a supervisor
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{01530} | Continued From page 19 {01530}

meeting the requirements in clause (1) must be
available for consultation with the new employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereatfter;

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01610} 144G.70 Subd. 2 (a-b) Initial reviews, {01610}
SS=E | assessments, and monitoring

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
Initial nursing assessment.

(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
prior to the date on which a prospective resident
executes a contract with a facility or the date on
which a prospective resident moves in, whichever
IS earlier. If necessitated by either the geographic
distance between the prospective resident and
the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident's needs and reflect person-centered
planning and care delivery.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01620}) 144G.70 Subd. 2 (c-e) Initial reviews, {01620}
SS=E | assessments, and monitoring
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{01620} | Continued From page 20 {01620}

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.

(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.

(e) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever is earlier.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01640} 144G.70 Subd. 4 (a-e) Service plan, {01640}
SS=E | implementation and revisions to

(a) No later than 14 calendar days after the date
that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
iInclude a signature or other authentication by the
facility and by the resident documenting
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agreement on the services to be provided. The
service plan must be revised, if needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident
about changes to the facility's fee for services
and how to contact the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabillities.
(c) The facility must implement and provide all
services required by the current service plan.

(d) The service plan and the revised service plan
must be entered into the resident record,
including notice of a change in a resident's fees
when applicable.

(e) Staff providing services must be informed of
the current written service plan.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01750} 144G.71 Subd. 7 Delegation of medication {01750}
SS=G | administration

When administration of medications is delegated
to unlicensed personnel, the assisted living facility
must ensure that the registered nurse has:

(1) instructed the unlicensed personnel in the
proper methods to administer the medications,
and the unlicensed personnel has demonstrated
the ability to competently follow the procedures;
(2) specified, in writing, specific instructions for
each resident and documented those instructions
In the resident's records; and

(3) communicated with the unlicensed personnel
about the individual needs of the resident.

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
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Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse (RN) prepared in writing specific
medication administration instructions related to
iInsulin for one of one resident (R1).

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
iIssued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

On August 15, 2024, at 2:40 p.m., during the
initial survey, the former clinical nurse supervisor
(CNS) stated they used two different pharmacies
for R1's medication supply; they got NovoLog
from [pharmacy #1] and Lantus and all oral meds
from [pharmacy #2].

R1 was admitted to the facility on October 31,
2023. R1's diagnoses included schizoaffective
disorder, cannabis use disorder, intellectual
disability post-traumatic stress disorder
schizophrenia, diabetes mellitus, hypertension,
hyperlipidemia, history of malnutrition, and
personality disorder.

R1's service plan dated July 29, 2024, included
the following services: insulin injections by the
home health aide/resident assistant (HHA/RA)
three times per day, medication administration by
the HHA/RA three time per day, record-blood
glucose (BG) by the HHA/RA three time per day,
and supervision of the blood glucose record by
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the RN one day a week.

R1's Master Care Plan dated November 20,
2024, indicated the following:

- "[R1] has been diagnosed with Type 1
diabetes and is supposed to take insulin with any
food. [R1] does not always do so and has a
history of poor glucose control Stating [sic] [R1's]
readings used to be regularly in the 300's but
recently have been in the 100's. [R1] checks [their]
blood sugar at least twice a day and is very
resistive to staff with reminders and assistance
with BS [blood sugar] checks. Staff will continue
to provide reminders and assistance to take
[their] insulin as per MD [medical doctor] orders
and to eat healthy. Staff will report any low or high
blood sugar readings to RN immediately and call
911 with any emergencies.”

-  R1 was at risk for self-neglect and R1's
mental health impacted R1's ability to take their
medication as prescribed. R1 became upset and
argumentative with staff when discussing the
need to follow providers orders; staff will remain
calm; provide education to R1 and notify the
nurse with any concerns;

-  R1 needed full medication management and
setup; RN will be responsible for medication
management, medication setup/ reconciliation
with providers and pharmacy as ordered by the
physician;

- RN will review/clarify any medication
Instructions from the physician that are not clear;
and

-  R1 needs frequent dosage changes or review
of lab tests-blood glucose.

R1's record included an unsigned After Visit
Summary (AVS) dated October 9, 2024, from a
Diabetic and Endocrinology Clinic which
indicated:

Minnesota Department of Health
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- Insulin aspart (fast-acting insulin) (NovolLog)
100units/mL FlexPen inject 6 units (u)
subcutaneously three times daily after meal and
4u with small meals/snack. Do not take if not
eating. TDD (total daily dose) 35u daily.

R1's Medication Administration Record (MAR)
dated November 2024, indicated:

- Insulin aspart (fast-acting insulin) (NovolLog)
100units/mL FlexPen inject 6u subcutaneously
three times daily after meal. For safety reasons
do not take if not eating. Notify RN with any
guestions.

R1's NovoLog insulin directions on the MAR
dated November 2024, did not match with the
AVS dated October 9, 2024.

On November 19, 2024, at 12:11p.m., CNS-C
stated they did not have signed physician orders
for R1, "it was misplaced.”

On November 19, 2024, at 12:19 p.m., the
surveyor referred to the AVS mentioned above
and inquired about the NovoLog order. CNS-C
stated, "so her insulin goes up and down they told
me to give her six units after meals, | do not know
about the four units." CNS-C stated, "| am new
here, | am learning." CNS-C stated they did not
think the order on the AVS was the right order,
and the right order was misplaced. The surveyor
inquired if CNS-C was aware of the correction
orders issued related to medication management
upon the initial survey. CNS-C stated, "no they
did not tell me."

On November 19, 2024, at 12:25 p.m., housing
manager/unlicensed personal (HM/ULP)-B stated
R1 gets 4u for snacks because R1 eats a lot of
candy, but HM/ULP-B stated they did not chart it.
Minnesota Department of Health
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CNS-C who was seated at the same table with
the surveyor spoke to HM/ULP-B in different
language and interrupted the interview.
HM/ULP-B then stated they charted it under as
needed (PRN) medications. The surveyor
iInquired how they charted under PRN when it
was not included on the MAR. HM/ULP-B stated,
"No, PRN?"

On November 19, 2024, at 12:30 p.m., the
surveyor observed CNS-C call pharmacy #2.
CNS-C put them on a speaker phone, and the
surveyor heard a pharmacist from pharmacy #2
state R1's medication orders on file included the
following:

- Insulin aspart (fast-acting insulin) (NovolLog)
100units/mL FlexPen inject 6u subcutaneously
three times daily, written on August 22, 2024.
CNS-C requested a copy of all R1's medication
orders from pharmacy #2.

On November 19, 2024, at 1:50 p.m., unlicensed
personnel (ULP)-A stated they used to give the
additional 4u of NovoLog, but since the last
survey they only administered 6u of NovolLog.

R1's insulin administration record for AM
(morning shift) indicated staff documented R1
received NovoLog at times varying from 7:28
a.m., to 2:29 p.m., PM (afternoon shift)
administration times indicated staff documented
R1 received NovolLog insulin at times varying
from 11:56 a.m., to 5:10 p.m., and NOC (night
shift) administration times indicated staff
documented R1 received NovolLog insulin at
times varying from 1:22 a.m., to 8:29 p.m.

On November 20, 2024, at approximately 9:50
a.m., the surveyor asked ULP-A to explain their
understanding of administration time frames
Minnesota Department of Health
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noted on the insulin administration record for AM,
PM, and NOC shifts. ULP-A stated AM was from
7:00 a.m., to 3:00 p.m., PM was from 3:00 p.m.,
to 11:00 p.m., and NOC was from 11:00 p.m., to
7:00 a.m. ULP-A stated R1 did not have a set
time for breakfast, lunch, or dinner, as sometimes
they would get up at 5:00 a.m., sometimes at
8:00 a.m., or 9:00 a.m., and R1 refused blood
sugar checks until they were up and out of their
room, although, if R1 slept in very late, they would
knock on R1's door to do blood sugar checks.
ULP-A stated if R1were to keep refusing and it
was the end of their shift, they would write decline
on the MAR.

On November 20, 2024, at approximately 8:30
a.m., HM/ULP-B provided the surveyor with
copies of R1's E-script records received from
pharmacy #1 and pharmacy #2.

R1's E-Script New Prescription Request received
from pharmacy #2, indicated.:

- Insulin aspart (fast-acting insulin) (NovolLog)
100units/mL FlexPen inject 6u subcutaneously
three times daily after meals, with a start date of
August 22, 2024.

R1's E-Script New Prescription Request received
from pharmacy #1, indicated:

- Insulin aspart (fast-acting insulin) (NovolLog)
100units/mL FlexPen inject 6u subcutaneously
three times daily after meal and 4u with small
meals/snack. Do not take if not eating. TDD 35u
daily, with a start date of September 13, 2024.
The most current order for R1's NovolLog insulin
was from pharmacy #1.

On November 20, 2024, at approximately 10:00
a.m., CNS-C stated they did not know anything
about the above-mentioned NovolLog order
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received from pharmacy #1.

On November 20, 2024, at approximately 10:05
a.m., the surveyor asked CNS-C to explain the
AM, PM, and NOC insulin administration time
frames. CNS-C stated AM was 7:00 a.m., to 8:00
a.m., PM was 11:00 a.m., to 2:00 p.m., and NOC
was 6:00 p.m., to 8:00 p.m. CNS-C stated, "Their
[licensee's] computer system is a little weird. | do
not know their system; you are asking the wrong
person." CNS-C also stated R1 eats whenever
they want; they get insulin only if they eat.

R1's MAR indicated R1 received the following:

- NovoLog 6u on November 3, at 12:52 a.m.,
recorded under the NOC administration time
frame; and

- NovoLog 6u on November 3, at 1:38 a.m.,
recorded under the PM administration time frame.

On November 20, 2024, at approximately 10:20
a.m., the surveyor referred CNS-C to the above
noted MAR entries and inquired if R1 received
two administrations of 6u of NovoLog within 50
minutes of one another. CNS-C stated "how did
the computer let them [the ULPs] do that unless
they charted late. They never do that the
computer will not allow them."

On November 20, 2024, at approximately 10:40
a.m., HM/ULP-B informed the surveyor R1 was
awake, their blood glucose check was done, and
R1 was eating breakfast. The surveyor asked
HM/ULP-B if R1 would get insulin after they ate,
and inquired if R1 ate lunch at noon would they
still get insulin after? HM/ULP-B stated "If she
eats at noon, we will give it [referring to the
NovoLog] but she does not usually do that. How
IS she gonna eat at 11 and 12?" HM/ULP-B
stated, "she will eat around 2:00 p.m., or 3:00, or
Minnesota Department of Health
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4:00 p.m., then she gets it; she is all over the
place. It is hard to explain it, but she eats
whenever she wants."

On November 20, 2024, at approximately 11:05
a.m., the surveyor contacted ULP-E via phone
and inquired about the November 3, 2024, 1:38
a.m., NovoLog administration indicated on the
MAR. ULP-E stated, "The daylight-saving day,
yes, | worked NOC shift. | think she cooked food
around midnight, and | gave her insulin after she
ate, | think she ate sausage. | give it to her after
she ate, and | check blood sugar." ULP-E then
clarified they checked blood sugars before R1
ate. The surveyor inquired if ULP-E administered
insulin to R1 anytime they ate, or did they only
administer at breakfast, lunch, and dinner times.
ULP-E stated "l give it every time she eats. So,
she is very selective, she eats whenever she
wants to. She does not follow [a] schedule." The
surveyor referred to the MAR and stated that
NovolLog 6u was administered on November 3,
2024, at 12:52 a.m., by ULP-F and inquired if
ULP-F had worked with them the night of
November 3 and if ULP-E was aware R1 got
NovoLog at 12:52 a.m. ULP-E stated, "Yes,
[ULP-F] was with me that night." "So, what she
does is, she would drink juice or eat something
sugary and force staff to give her insulin; maybe
that is what happened. | do not remember
exactly. She did eat [a] meal for me. She called
cops on [ULP-F] before, for not giving her insulin
even though she did not eat." ULP-E stated R1
gets six units with a meal. The surveyor inquired
If ULP-E ever gives R1 four units of insulin.
ULP-E stated R1 gets four units when they drink
juice or eat small snack. The surveyor inquired
where the four units were charted. ULP-E stated,
"It is the same charting, so it is like under the ...
the thing is, we use to chart it under PRN [as
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needed], now they changed it." ULP-E stated, the
doctor changed the four units to six units four
times a day, for breakfast, lunch, dinner, and
midnight. ULP-E stated R1 forces staff to give
them an additional four units. ULP-E stated they
sometimes do not give it to R1.

On November 20, 2024, at approximately 12:05
p.m., CNS-C stated they were not aware R1 was
getting insulin four times a day, they were not
aware R1 was getting insulin at midnight, and
they were also not aware R1 was getting insulin
after snacks. CNS-C stated, "[R1] is alert and
oriented, whatever she asks she gets, if it is on
the schedule." CNS-C stated insulin
administration times should be eight hours apart.

On November 20, 2024, at 12:29 p.m., the
surveyor inquired how would the ULPs know they
have to give insulin eight hours apart. CNS-C
stated, "Because they know she gets it three
times a day." "lt is three times a day. If she wakes
up at 7am she eats and she gets her insulin; if
she eats lunch around one or two [pm], she gets
it after she eats and then for dinner if she eats at
nine, ten or eleven [pm] they [ULPs] give it to her
after she eats; it is her choice."

On November 20, 2024, at 12:40 p.m., CNS-C
stated they were hired by the licensee in February
2024, they worked for two weeks and had to
leave for an emergency. CNS-C stated they were
rehired a couple of months ago; they did not
know the exact date. The Employee List provided
to the surveyor on November 20, 2024, at 9:20
a.m., via email correspondence, indicated CNS-C
was hired on February 13, 2024.

On November 20, 2024, at 12:43 p.m., CNS-C
stated R1 gets insulin three times a day, if R1
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eats at midnight R1 will get insulin at midnight as
long as it is eight hours apart. CNS-C stated they
asked the ULPs who administered insulin on
November 3, 2024, at 12:52 a.m., and 1:38 a.m.,
and the ULPs said they gave it on time and
charted late. The surveyor inquired how the ULPs
would know if it was charted late, and how would
they know what time the insulin was given to
determine the next administration time. CNS-C
stated the ULPs get a report from the previous
ULP, and the ULPs did not always write a
progress note. The surveyor stated to CNS-C that
ULP-E and ULP-F worked NOC shift together on
November 3, 2024. CNS-C stated, "No they did
not." The surveyor informed the CNS that they
interviewed the ULPs and learned both ULPs
were on duty the night of November 3, 2024.
CNS-C then stated, "so they [referring to ULPs]
gave the same medication? No, they charted Ilate,
one of them charted late." CNS-C stated they did
not see any problem with charting late.

R1's records that were available to ULP did not
reflect clear instructions for R1's insulin
administration. CNS-C did not have awareness of
R1's current insulin orders, was not aware ULP
were administering insulin doses above and
beyond what the MAR indicated, and had not
written clear instructions for the ULP for how long
to wait between doses insulin, nor did they ensure
ULP were accurately documenting the
administration times to determine when it was
safe to administer the next dose of insulin. The
record did not provide direction on the cut off
times for AM, PM, and NOC insulin administration
or provide resident-specific instructions for when
R1 skipped a meal period or demanded extra
iInsulin.

The licensee's Prescriber's Orders policy dated
Minnesota Department of Health
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May 2, 2020, read, "1. Written orders from an
authorized prescriber will be obtained for all
medications and treatments with which the home
health [the licensee's name] Assisted Living
assists clients, including over the counter
medications.

2. \VVerbal orders may be accepted by a nurse who
records and signs the order and then forwards it
to the prescriber for signature no later than seven
days after receipt of the verbal order.

3. Telephone, facsimile, or computer-generated
orders will be kept confidential. An order received
by facsimile must have been signed by the
prescriber and a durable copy placed in the
clinical record by home care staff.

4. All orders must be signed and dated by the
prescriber. If the prescriber omitted a date, the
[licensee's name] Assisted Living will date the
order when received from the prescriber.

5. Medication orders will include the name of the
medication, dosage, and directions for use.

6. The Registered Nurse is responsible for
Implementing medication and treatment orders or
for delegating the orders to the appropriate
paraprofessional.

7. Medication and treatment orders will be
renewed at least every year or when changes
occur."

No further information was provided.

{01760} 144G.71 Subd. 8 Documentation of {01760}
SS=G | administration of medication

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to administer
medications according to provider's orders, failed
to reconcile provider's orders when changes were
made, and failed to ensure staff accurately
administered insulin and documented the insulin
administration in accordance with the resident's
medication management plan.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
iIssued 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:

TRANSCRIPTION/CLARIFICATION OF
PROVIDER ORDERS

On August 15, 2024, at 2:40 p.m., during the
initial survey, the former clinical nurse supervisor
(CNS) stated they used two different pharmacies
for R1's medication supply; they got NovolLog
Minnesota Department of Health
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from [pharmacy #1] and Lantus and all oral meds
from [pharmacy #2].

R1 was admitted to the facility on October 31,
2023. R1's diagnoses included schizoaffective
disorder, cannabis use disorder, intellectual
disability post-traumatic stress disorder
schizophrenia, diabetes mellitus, hypertension,
hyperlipidemia, history of malnutrition, and
personality disorder.

R1's service plan dated July 29, 2024, included
the following services: insulin injections by the
home health aide/resident assistant (HHA/RA)
three times per day, medication administration by
the HHA/RA three time per day, record-blood
glucose (BG) by the HHA/RA three time per day,
and supervision of the blood glucose record by
the registered nurse (RN) one day a week.

R1's Master Care Plan dated November 20,
2024, included the following services: medication
administration, diabetes management, RN
consultation to clarify instruction changes from
medical providers, and needs frequent dosage
changes or review of lab tests- blood sugar.

R1's 90-day assessment dated November 20,
2024, included the following related to R1's
medication management:

- Medication Administration- Staff will assist
with reminder, administering, and documenting
medications as prescribed by medical providers.

- Medication Management- The RN would be
responsible for medication management and
medication set up/reconciliation with providers
and pharmacy as ordered by the prescriber. The
RN would review/clarify any medication
instructions from the prescriber that were not
clear.
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R1's record included an unsigned After Visit
Summary (AVS) dated October 9, 2024, from a
Diabetic and Endocrinology Clinic which
indicated:

- Insulin aspart (fast-acting insulin) (NovolLog)
100units/mL FlexPen inject 6 units (u)
subcutaneously three times daily after meal and 4
units with small meals/snack. Do not take if not
eating. TDD (total daily dose)35 units daily.

- Hydroxyzine 25milligrams (mg) tablet. Take 1
-2 tablets (25-50mg) by mouth three times daily
as needed (PRN) for anxiety.

-  Docusate sodium -sennosides 50-8.6 mg
tablet. Take 1 tablet by mouth twice daily.

R1's E-Script from pharmacy #2 indicated the
following orders:

- Insulin aspart (fast-acting insulin) (NovolLog)
100units/mL FlexPen inject 6u subcutaneously
three times daily after meals, with a start date of
August 22, 2024.

-  Hydroxyzine HCL 50mg oral tablet. Take 1
tablet (50mg) by mouth 4 times daily with a start
date of November 1, 2024.

-  Docusate sodium -sennosides 50-8.6 mg
tablet. Take 1 tablet by mouth twice daily, with a
start date of November 8, 2024.

R1's E-Script from pharmacy #1 indicated the
following orders:

- Insulin aspart (fast-acting insulin) (NovolLog)
100units/mL FlexPen inject 6u subcutaneously
three times daily after meal and 4 units with small
meals/snack. Do not take if not eating. TDD 35
units daily, with a start date of September 13,
2024

R1's medication administration record (MAR)
dated November 2024, included the following:
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-  Hydroxyzine HCL 50mg oral tablet. Take 1
tablet (50mg) by mouth 4 times daily with a start
date of November 19, 2024 .

- Docusate sodium -sennosides 50-8.6 mg
tablet. Take 1 tablet by mouth twice daily, with a
start date of November 19, 2024.

- Insulin aspart (fast-acting insulin) (NovolLog)
100units/mL FlexPen inject 6u subcutaneously
three times daily after meal. For safety reasons
do not take if not eating. Notify RN with any
qguestions.

The NovoLog insulin order on R1's MAR dated
November 2024, did not match with the AVS
dated October 9, 2024, or the most recent
physician order written on September 13, 2024.
The hydroxyzine HCL 50mg and docusate
sodium -sennosides 50-8.6mg orders, although
written with a start date of November 1, 2024,
and November 8, 2024, respectively, were not
transcribed to the MAR until November 19, 2024,
during the survey.

On November 19, 2024, at 12:11p.m., CNS-C
stated most of the time the pharmacy transcribed
medication orders into the system and the CNS
confirmed the orders to be available in the system
for the unlicensed personnel (ULP) to administer.
CNS-C stated they had previously called the
providers and requested for R1's hydroxyzine
PRN order to be changed from PRN to scheduled
as R1 had been receiving the medication daily.
CNS-C stated they entered the hydroxyzine order
iInto the system and that the NovolLog order was
entered into the system before the CNS started
working for the licensee. CNS-C also stated they
did not have the signed physician orders for R1
prior to the start of the survey, "it was misplaced."

On November 19, 2024, at 12:19 p.m., the
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surveyor referred to the AVS mentioned above
and inquired about the NovoLog order. CNS-C
stated, "so her insulin goes up and down they told
me to give her six units after meals, | do not know
about the four units." CNS-C stated, "| am new
here, | am learning." CNS-C stated they did not
think the order on the AVS was the right order,
and the right order was misplaced. The surveyor
inquired if CNS-C was aware of the correction
orders issued related to medication management
upon the initial survey. CNS-C stated, "no they
did not tell me."

On November 19, 2024, at approximately 12:40
p.m., the surveyor inquired why the order for
hydroxyzine was not entered into the system until
today, November 19, 2024. CNS-C stated
pharmacy did not deliver the medication. CNS-C
also stated they confirmed the order for senna
today, "l saw it under orders to confirm today, and
| called the pharmacy and the provider then |
confirmed it in the system.”

On November 19, 2024, at 12:43 p.m., the
surveyor observed a pharmacy Delivery Manifest
dated September 13, 2024, which indicated 90
tablets of hydroxyzine 25mg tablets were
delivered to the licensee's address for R1.

On November 19, 2024, at 12:58 p.m., the
surveyor observed R1's pharmacy prepackaged
medication bubble packs dispensed on
November 15, 2024. The bubble packs included:
- hydroxyzine Hcl 50mg in four slots for Morning,
Noon, Evening, and Bedtime administration
times;

- Senna-plus 8.6-50mg in two slots or Morning
and Bedtime administration times.

On November 19, 2024, at 1:48 p.m., CNS-C
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stated they entered the hydroxyzine order late
because they were not notified until today,
November 19, 2024. "l do not know the system. |
know there was change in medication, they had it
for the PRN | guess, | do not know."

On November 19, 2024, at 1:50 p.m., unlicensed
personnel (ULP)-A stated they used to give four
units before but after the last survey they only
administered six units of insulin. ULP-A also

stated they check blood sugars once on their
shift.

INSULIN ADMINISTRATION TIMES

R1's insulin administration record for AM
(morning shift) indicated staff documented R1
received NovoLog at times varying from 7:28
a.m., to 2:29 p.m., PM (afternoon shift)
administration times indicated staff documented
R1 received NovolLog insulin at times varying
from 11:56 a.m., to 5:10 p.m., and NOC (night
shift) administration times indicated staff
documented R1 received NovolLog insulin at
times varying from 1:22 a.m., to 8:29 p.m.

On November 20, 2024, at approximately 9:50
a.m., the surveyor asked ULP-A to explain their
understanding of administration time frames
noted on the insulin administration record for AM,
PM, and NOC shifts. ULP-A stated AM was from
7:00 a.m., to 3:00 p.m., PM was from 3:00 p.m.,,
to 11:00 p.m., and NOC was from 11:00 p.m., to
7:00 a.m. ULP-A stated R1 did not have a set
time for breakfast, lunch, or dinner, as sometimes
they would get up at 5:00 a.m., sometimes at
8:00 a.m., or 9:00 a.m., and R1 refused blood
sugar checks until they were up and out of their
room, although, if R1 slept in very late, they would
knock on R1's door to do blood sugar checks.
Minnesota Department of Health
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ULP-A stated if R1were to keep refusing and it
was the end of their shift, they would write decline
on the MAR.

On November 20, 2024, at approximately 10:00
a.m., CNS-C stated they did not know anything
about the above-mentioned NovolLog orders
received from pharmacy #1.

On November 20, 2024, at approximately 10:05
a.m., the surveyor asked CNS-C to explain the
AM, PM, and NOC insulin administration time
frames. CNS-C stated AM was 7:00 a.m., to 8:00
a.m., PM was 11:00 a.m., to 2:00 p.m., and NOC
was 6:00 p.m., to 8:00 p.m. CNS-C stated, "Their
[licensee's] computer system is a little weird. | do
not know their system; you are asking the wrong
person." CNS-C also stated R1 eats whenever
they want; they get insulin only if they eat.

R1's MAR indicated R1 received the following:

- NovoLog 6 units on November 3, at 12:52
a.m., recorded under the NOC administration
time frame; and

- NovolLog 6 units on November 3, at 1:38
a.m., recorded under the PM administration time
frame.

On November 20, 2024, at approximately 10:20
a.m., the surveyor referred CNS-C to the above
noted MAR entries and inquired if R1 received
two administrations of 6u of NovoLog within 50
minutes of one another. CNS-C stated "how did
the computer let them [the ULPs] do that unless
they charted late. They never do that the
computer will not allow them."

On November 20, 2024, at approximately 10:40
a.m., HM/ULP-B informed the surveyor R1 was
awake, their blood glucose check was done, and
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