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November 16, 2023

Licensee
Compass Assisted Living, LLC
7100 64th Avenue North
Brooklyn Park, MN 55428

RE: Project Number(s) SL39144015

Dear Licensee:

On October 31, 2023, 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 July 26, 2023. This
follow-up survey determined  your facility had not corrected  all of the  state  correction orders issued
pursuant  to the  July 26, 2023 survey.

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

In accordance  with Minn. Stat. § 144G.31 Subd. 4 (a), state  correction orders issued  pursuant  to the
last  survey, completed  on July 26, 2023, found not corrected  at  the  time of the  October 31, 2023,
follow-up survey and/ or subject  to penalty  assessment  are  as follows:

0810-Fire Protection  And Physical Environment- 144g.45 Subd.  2 (b)-(f)

The details  of the  violations noted  at  the  time of this follow-up survey completed  on October 31, 2023
(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  vi ol ati ons ; however,  no immediate  fines  are  assessed  for this  survey  of your  facility.

DOCUMENTATION OF ACTION TO COMPLY
In accorda nc e wi th Mi nn. Sta t. § 144G.30, Subd. 5(c), the  licens ee  mus t doc ument  acti ons ta ken 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.

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;
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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.

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

A state  correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment  is associated
with a maltreatment  determination  by the  Office of Health Facility Complaints. If maltreatment  is
substantiated,  you will receive a separate  letter  with the  reconsideration  process  under Minn. Stat. §
626.557.

Pl ea se ema il rec ons idera  ti on reques  ts to: Health. HRD.Appeals@state. mn.us. Pl ea se atta  ch thi s
letter  as part  of your reconsideration  request.  Please  clearly indicate  which tag(s) you are  contesting
and submit information supporting your position(s).

Please  address  your cover letter  for reconsideration  requests  to:
Reconsideration Unit
Health Regulation Division
Minnesota Department  of Health
HRD 3A, 3rd Floor
P.O. Box 64900
625 Robert Street North
St. Paul, MN 55164

We urge you to review these  orders carefully. If you have questions,  please  contact  Tim Hanna at
507-208-8982.

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,

Tim Hanna, Interim Supervisor
State Engineering Services Section
Email: tim.hanna@state. mn.us
Telephone: 507-208-8982 Fax: 1-866-890-9290

PMB
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*****ATTENTION******

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER

In accordance  with Minnesota  Statutes,  section
144G. 08  to 144G. 95  this  correction  order( s)  has
been  issued  pursuant  to a  survey.

Determination  of whether  a  violation has  been
corrected  requires  compliance  with all
requirements  provided  at  the  Statute  number
indicated  below.  When  Minnesota  Statute
contains  several  items,  failure  to comply  with any
of the  items  will be  considered  lack  of
compliance.

INITIAL COMMENTS:
Project  SL39144015- 1

On  October  23,  2023,  through  October  31,  2023,
the  Minnesota  Department  of Health  conducted  a
revisit  at  the  above  provider  to follow-up on
orders  issued  pursuant  to a  survey  completed  on
July  26,  2023.  At the  time  of the  survey,  there
were  3 residents:  3 receiving  services  under  the
Assisted  Living license.  As a  result  of the  revisit,
the  following orders  were  reissued.

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

{0 480}

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

This  MN Requirement  is not  met  as  evidenced
Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE

STATE FORM 6899  NMMO12 If continuation  sheet  1 of 5
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{0 480} Continued  From  page  1

by:
No further  action  required.

{0 480}

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

{0 810}

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

(1) location  and  number  of resident  sleeping
rooms;

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

(3) fire protection  procedures  necessary  for
residents;  and

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

Minnesota  Department  of Health
STATE FORM 6899  NMMO12 If continuation  sheet  2 of 5
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This  MN Requirement  is not  met  as  evidenced
by:
Based  on  a  record  review  and  interview,  the
licensee  failed  to develop  a  fire safety  and
evacuation  plan  with the  required  elements.  This
had  the  potential  to affect  all staff,  residents,  and
visitors.

This  practice  resulted  in a  level  one  violation (a
violation that  has  no  potential  to cause  more  than
a  minimal  impact  on  the  resident  and  does  not
affect  health  or safety) , and  was  issued  at  a
widespread  scope  (when  problems  are  pervasive
or represent  a  systemic  failure  that  has  affected
or has  potential  to affect  a  large  portion  or all of
the  residents) .

The  findings  include:
A record  review  and  interview  were  conducted  on
October  31,  2023,  at  approximately  10:00  a. m.
with the  licensed  assisted  living director  (LALD)-A
on  the  fire safety  and  evacuation  plan,  fire safety
and  evacuation  training,  and  evacuation  drills for
the  facility.
Record  review  of the  available  documentation
indicated  that  the  licensee  did not  have  fire
protection  procedures  necessary  for residents
included  in the  fire safety  and  evacuation  plan.
During  interview,  LALD-A verified  that  the  fire
safety  and  evacuation  plan  for the  facility lacked
these  provisions.
Record  review  of the  available  documentation
indicated  that  the  fire safety  and  evacuation  plan
did not  include  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.  The  facility plan  did
include  some  provisions  for the  relocation  of

Minnesota  Department  of Health
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residents  but  did not  specify  how to move  or
evacuate  residents  or identify the  unique  and
unusual  needs  of the  residents.  During  interview,
LALD-A verified  that  the  fire safety  and
evacuation  plan  for the  facility lacked  these
provisions.
TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days.

{0 810}

{01790}  144G. 71  Subd.  10  Medication  management  for
SS= F residents  who will

{01790}

(2) for unplanned  time  away,  when  the  pharmacy
is not  able  to provide  the  medications,  a  licensed
nurse  or unlicensed  personnel  shall  provide
medications  in amounts  and  dosages  needed  for
the  length  of the  anticipated  absence,  not  to
exceed  seven  calendar  days;
(3) the  resident  must  be  provided  written
information  on  medications,  including  any  special
instructions  for administering  or handling  the
medications,  including  controlled  substances;  and
(4) the  medications  must  be  placed  in a
medication  container  or containers  appropriate  to
the  provider' s  medication  system  and  must  be
labeled  with the  resident' s  name  and  the  dates
and  times  that  the  medications  are  scheduled.
(b) For  unplanned  time  away  when  the  licensed
nurse  is not  available,  the  registered  nurse  may
delegate  this  task  to unlicensed  personnel  if:
(1) the  registered  nurse  has  trained  the
unlicensed  staff  and  determined  the  unlicensed
staff  is competent  to follow the  procedures  for
giving medications  to residents;  and
(2) the  registered  nurse  has  developed  written
procedures  for the  unlicensed  personnel,
including  any  special  instructions  or procedures
regarding  controlled  substances  that  are
prescribed  for the  resident.  The  procedures  must

Minnesota  Department  of Health
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address:
(i) the  type  of container  or containers  to be  used
for the  medications  appropriate  to the  provider' s
medication  system;
(ii) how the  container  or containers  must  be
labeled;
(iii) written  information  about  the  medications  to
be  provided;
(iv) how the  unlicensed  staff  must  document  in
the  resident' s  record  that  medications  have  been
provided,  including  documenting  the  date  the
medications  were  provided  and  who received  the
medications,  the  person  who provided  the
medications  to the  resident,  the  number  of
medications  that  were  provided  to the  resident,
and  other  required  information;
(v) how the  registered  nurse  shall  be  notified  that
medications  have  been  provided  and  whether  the
registered  nurse  needs  to be  contacted  before
the  medications  are  given  to the  resident  or the
designated  representative;
(vi) a  review  by the  registered  nurse  of the
completion  of this  task  to verify that  this  task  was
completed  accurately  by the  unlicensed
personnel;  and
(vii) how the  unlicensed  personnel  must
document  in the  resident' s  record  any  unused
medications  that  are  returned  to the  facility,
including  the  name  of each  medication  and  the
doses  of each  returned  medication.

{01790}

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

Minnesota  Department  of Health
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Electronically Delivered

September 7, 2023

Licensee
Compass Assisted Living LLC
7100 64th Avenue North
Brooklyn Park, MN  55428

RE:  Project Number(s) SL39144015

Dear Licensee:

This is your  official notice  that you have been  granted your assisted living facility license.  Your
license effective and expiration dates remain the same as on your provisional license. Your updated
status will be listed on the license certificate at renewal and  this letter serves as proof  in the
meantime. If you have not received a letter from us with information regarding renewing your license
within 60 days prior to your expiration date, please contact us at (651) 201-5273 or by email at
Health.assistedliving@state.mn.us.

The Minnesota Department of Health completed an initial survey on July 26, 2023, for the purpose
assessing compliance with state licensing statutes. At the time of the survey, the Minnesota
Department of Health noted violations of the laws pursuant to Minnesota Statute, Chapter 144G.

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

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

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

§ 144G.20 for widespread violations;
Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism

authorized in § 144G.20.

                                                                            An equal opportunity employer.                                               Letter ID: 9GJX Revised 04/20/2023
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Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20.

In accordance with Minn. Stat. § 144G.20, Subd. 4(a)(5), the Department of Health imposes fine
amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation
that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572. Subds.
2, 9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated
maltreatment violation consisting of sexual assault, death, or abuse resulting in serious injury.

In accordance with Minn. Stat. § 144G.31, Subd. 4(a)(5)(b), when a fine is assessed against a facility
for substantiated maltreatment, the commissioner shall not also impose an immediate fine under
this chapter for the same circumstance.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
pursuant to this survey:

St - 0 - 0820 - 144g.45 Subd. 2 (g) - Fire Protection And Physical Environment - $3,000.00

The total amount you are assessed is $3,000.00. You will be invoiced approximately 30 days after
receipt of this notice, subject to appeal.

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

The correction order documentation should include the following:

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

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

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

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

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is    
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substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.

Please email reconsideration requests to:  Health.HRD.Appeals@state.mn.us. Please attach this letter
as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and
submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164-0970

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. Requests for hearing may be emailed to:  Health.HRD.Appeals@state.mn.us.

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.

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.    

If you have any questions, please contact me.

Sincerely,

    
Rhylee Gilb, Supervisor
State Rapid Response Team  
Email: rhylee.gilb@state.mn.us
Telephone: 218-232-8285 Fax: 651-215-6894

JMD
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******ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, these correction orders are
issued pursuant to a survey.

Determination of whether violations are corrected
requires compliance with all requirements
provided at the Statute number indicated below.
When Minnesota Statute contains several items,
failure to comply with any of the items will be
considered lack of compliance.

INITIAL COMMENTS:
SL39144015

On July 24, 20233, through July 26, 2023, the
Minnesota Department of Health conducted a
survey at the above provider, and the following
correction orders are issued. At the time of the
survey, there were three residents receiving
services under the provisional Assisted Living
license.

The immediate correction order(s) tag
identification 0820, identified on July 26, 2023 has
been corrected as of July 27, 2023.

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living License
Providers. The assigned tag number
appears in the far left column entitled "ID
Prefix Tag." The state Statute number and
the corresponding text of the state Statute
out of compliance is listed in the
"Summary Statement of Deficiencies"
column. This column also includes the
findings which are in violation of the state
requirement after the statement, "This
Minnesota requirement is not met as
evidenced by." Following the surveyors'
findings is the Time Period for Correction.

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

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

The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 144G.31
subd. 1, 2, and 3.

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

0 480

(13) offer to provide or make available at least the
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

0 480

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

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) 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
dated July 25, 2023, for the specific Minnesota
Food Code deficiencies.

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

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

0 810

(b) Each assisted living facility shall develop and

Minnesota Department of Health
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maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

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

0 810

This MN Requirement is not met as evidenced
by:
Based on a record review and interview, the
licensee failed to develop a fire safety and
evacuation plan with the required elements, failed
to provide required employee and resident
training on fire safety and evacuation, and failed

Minnesota Department of Health
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to conduct required evacuation drills. This had the
potential to affect all staff, residents, 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, 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).

Findings include:

A record review and interview were conducted on
July 26, 2023, at approximately 1:00 p.m. with the
licensed assisted living director (LALD)-A on the
fire safety and evacuation plan, fire safety and
evacuation training, and evacuation drills for the
facility.

Record review of the available documentation
indicated that the licensee did not maintain the
fire safety and evacuation plan for the facility. The
policy indicated that the facility had fire doors and
smoke compartments along with fire alarm pull
stations and that residents are to remain behind
the fire doors in the event of a fire. On the facility
tour conducted on July 26, 2023, at approximately
10:00 a.m. it was observed that the facility did not
have any fire doors or smoke compartments,
there were no fire alarm pull stations the fire
alarm system was single station smoke alarms.
During interview, LALD-A acknowledged the
inappropriate actions in the plan.

Record review of the available documentation
indicated that the licensee did not have fire
protection procedures necessary for residents

Minnesota Department of Health
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included in the fire safety and evacuation plan.
During interview, LALD-A verified that the fire
safety and evacuation plan for the facility lacked
these provisions.

0 810

Record review of available documentation
indicated that the licensee did not provide
employee training on the fire safety and
evacuation plan twice per year after the training at
initial hire. During interview, LALD-A stated the
licensee did not have documentation on
employee training on the fire safety and
evacuation plan.

Record review of the available documentation
indicated that the licensee did not provide annual
training to residents who can assist in their own
evacuation on the proper actions to take in the
event of a fire including movement, evacuation, or
relocation as required by statute. During
interview, LALD-A stated that the facility did not
have documentation on offering resident training
on the fire safety and evacuation plan.

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

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

Minnesota Department of Health
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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.

0 820

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 # 1 and #3
with the minimum window opening meeting the
minimum state standard for egress. This affected
the occupied resident bedrooms #1 on the main
floor.

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 pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

On July 26, 2023, approximately from 10:00 a.m.
to 11:00 a.m., survey staff toured the facility with
the licensed assisted living director (LALD)-A. At
approximately 10:30 a.m., survey staff asked
LALD-A to open the window in occupied resident
bedroom #1 on the main floor for measurement.
LALD-A opened the window and the survey staff
measured the clear opening to be 17 inches in
height and 29 inches in width, the second window
in the room measured 18 inches in height and 35

Minnesota Department of Health
STATE FORM 6899

This immediate correction order identified
on July 26, 2023, has been corrected as of
July 27, 2023. This was confirmed [by the
surveyor's on-site observation] and
approved by evaluation supervisor.
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inches in width. At approximately 10:45 a.m.,
survey staff asked LALD-A to open the window in
occupied resident bedroom #3 on the main floor
for measurement. LALD-A opened the window
and survey staff measured the clear opening to
be 19.5 inches in height and 22.5 inches in width.
The second window in the room had the same
measurements. Survey staff explained to LALD-A
that at least one egress window in each bedroom
must be provided to meet the minimum state
standard for an egress window to be a complying
bedroom for resident occupancy. LALD-A verbally
confirmed the findings.

0 820

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

On July 26, 2023, at approximately 11:30 a.m., at
the exit interview, survey staff explained to
LALD-A that an immediate correction order was
issued for the above finding. LALD-A
acknowledged the above finding.

No Further information was provided.

TIME PERIOD FOR CORRECTION: Immediate.

01790 144G.71 Subd. 10 Medication management for
SS=F residents who will

01790

(2) for unplanned time away, when the pharmacy
is not able to provide the medications, a licensed
nurse or unlicensed personnel shall provide
medications in amounts and dosages needed for
the length of the anticipated absence, not to
exceed seven calendar days;

Minnesota Department of Health
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(3) the resident must be provided written
information on medications, including any special
instructions for administering or handling the
medications, including controlled substances; and
(4) the medications must be placed in a
medication container or containers appropriate to
the provider's medication system and must be
labeled with the resident's name and the dates
and times that the medications are scheduled.
(b) For unplanned time away when the licensed
nurse is not available, the registered nurse may
delegate this task to unlicensed personnel if:
(1) the registered nurse has trained the
unlicensed staff and determined the unlicensed
staff is competent to follow the procedures for
giving medications to residents; and
(2) the registered nurse has developed written
procedures for the unlicensed personnel,
including any special instructions or procedures
regarding controlled substances that are
prescribed for the resident. The procedures must
address:
(i) the type of container or containers to be used
for the medications appropriate to the provider's
medication system;
(ii) how the container or containers must be
labeled;
(iii) written information about the medications to
be provided;
(iv) how the unlicensed staff must document in
the resident's record that medications have been
provided, including documenting the date the
medications were provided and who received the
medications, the person who provided the
medications to the resident, the number of
medications that were provided to the resident,
and other required information;
(v) how the registered nurse shall be notified that
medications have been provided and whether the

01790

Minnesota Department of Health
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registered nurse needs to be contacted before
the medications are given to the resident or the
designated representative;
(vi) a review by the registered nurse of the
completion of this task to verify that this task was
completed accurately by the unlicensed
personnel; and
(vii) how the unlicensed personnel must
document in the resident's record any unused
medications that are returned to the facility,
including the name of each medication and the
doses of each returned medication.

01790

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) developed written procedures for the
unlicensed personnel (ULP) providing
medications for residents having unplanned time
away when the licensed nurse was not available
for one of one resident (R1) who had an
unplanned time away. In addition, the licensee
failed to ensure one of one unlicensed personnel
(ULP-C) was trained and had demonstrated
competency to prepare and give medications for
residents having unplanned time away. This
practice affected all residents.

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:

Minnesota Department of Health
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During the entrance conference on July 24, 2023,
at 9:00 a.m., licensed assisted living director
(LALD)-A and registered nurse (RN)-B confirmed
the licensee provided medication management
services to all of the residents at the facility.

01790

On July 24, 2023, at 11:50 a.m., LALD-A, and
RN-B confirmed the ULP would prepare and send
medications with the residents for unplanned
times away.

The licensee failed to develop and implement a
written procedure for the ULP providing
medications for residents having unplanned times
away.

The licensee's Medications For A Client Who Will
Be Away From Home When Medications Are
Scheduled policy dated November 23, 2020,
indicated for situations when there would be a
short-term absence that was not known in
advance and a licensed nurse was not available,
the RN may delegate this task to ULP. The RN
would develop written procedures for the ULP to
follow.

The licensee's policy lacked the written procedure
to include:
- the resident must be provided written
information on medications, including any specific
instructions for administering or handling the
medications, including controlled substances;
- the type of container or containers to be used
for the medications appropriate to the provider's
medication system;
- how the container or containers must be
labeled;
- written information about the medications to be
provided;
- how the unlicensed staff must document in the

Minnesota Department of Health
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resident's record that medications have been
provided, including documenting the date the
medications were provided and who received the
medications, the person who provided the
medications to the resident, the number of
medications that were provided to the resident,
and other required information;
- how the registered nurse shall be notified that
medications have been provided and whether the
registered nurse needs to be contacted before
the medications are given to the resident or the
designated representative;
- a review by the registered nurse of the
completion of this task to verify that this task was
completed accurately by the unlicensed
personnel; and
- how the unlicensed personnel must document in
the resident's record any unused medications that
are returned to the facility, including the name of
each medication and the doses of each returned
medication.

01790

On July 24, 2023, 11:45 a.m., ULP-A confirmed
the licensee's Medications For A Client Who Will
Be Away From Home When Medications Are
Scheduled policy did not include the above noted
written procedure as required.

TRAINING AND COMPETENCY EVALUATIONS
ULP-C was hired on December 13, 2022, to
provide direct care services under the assisted
living license to include medication
administration.

On July 24, 2023, at 11:30 a.m., LALD-A
confirmed ULP-C provided medication
management services for residents and also sent
medications with residents for unplanned time
away from the facility.

Minnesota Department of Health
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On July 24, 2023, at 11:45 a.m., LALD-A
confirmed ULP-C's employee record lacked
evidence to indicate ULP-C had been trained and
had demonstrated competency to prepare and
provide medications to residents for unplanned
times away from home.

01790

On July 24, 2023, at 11:50 a.m., LALD-A
confirmed ULP-C, and all other ULP at the facility,
had not been trained or demonstrated
competency to provide medications for residents
having unplanned times away.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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Food, Pools, & Lodging Services
P.O. Box 64975
Saint Paul, MN 55164-0975
651-201-4500

Type:
Date:
Time:
Report:

Full
07/25/23
11:11:56
1021231225

Food  and Beverage  Establishment
Inspection  Report

Location:
Compass Assisted Living
7100 64th Ave
Brooklyn Park, MN55428
Hennepin County, 27

Establishment  Info:
ID #: N391440
Risk:
Announced Inspection: Yes

License  Categories: Operator:

Page 1

Expires on: / /
Phone #:
ID #:

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

The following orders were issued during this inspection.

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

MN Rule 4626.0235A(1) Separate raw animal foods during storage, preparation, holding, and display from
ready-to-eat foods to prevent cross-contamination.
A CARTON OF RAW SHELL EGGS FOUND STORED ABOVE READY TO EAT INDIVIDUAL CUPS OF
YOGURT IN FRIGIDAIRE REFRIGERATOR. CARTON OF RAW SHELL EGGS WAS MOVED TO
BOTTOM SHELF DURING INSPECTION DO PREVENT ANY CROSS CONTAMINATION.
CORRECTED ON-SITE.
Comply By: 07/25/23

7-200 Toxic Supplies  and  Applications
7-204.11 ** Priority  1 **

MN Rule 4626.1620 Discontinue using chemical sanitizers, including chemical sanitizing solutions generated
on site and other chemical antimicrobials on food-contact surfaces that do not meet the requirements specified in
40 CFR part 180, section 180.940, or part 180, subpart E, section 180.2020.
THE BLEACH FOUND ON-SITE IS ONLY FOR LAUNDRY AND BATHROOM USE. THE LABEL DOES
NOT MENTION THAT IT CAN BE USED FOR FOOD CONTACT SURFACES. DISCUSSED WITH
STAFF THE APPROVED SANITIZING SOLUTIONS. STAFF WILL GET APPROVED SANITIZER.

Comply By: 07/25/23
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4-300 Equipment  Numbers  and  Capacities
4-302.14 ** Priority  2 **

MN Rule 4626.0715 Provide an appropriate test kit to accurately measure sanitizing solutions.
NO TEST KIT ON-SITE TO MEASURE THE SANITIZING SOLUTION. STAFF WILL GET
APPROPRIATE TEST KIT FOR EITHER CHLORINE OR QUATERNARY AMMONIUM (QUAT).
Comply By: 07/31/23

Food  and  Equipment  Temperatures

Process/Item: Cold Holding
Temperature: 40 Degrees Fahrenheit - Location: MILK - FRIGIDAIRE REFRIGERATOR
Violation Issued: No
Process/Item: Cold Holding
Temperature: 41 Degrees Fahrenheit - Location: INDIVIDUAL CUP OF YOGURT - FRIGIDAIRE
REFRIGERATOR
Violation Issued: No

Total Orders In This Report Priority 1
2

Priority 2
1

Priority 3
0

ALL FINDINGS ON THIS REPORT WERE DISCUSSED WITH LALD, CHRISTINE MORABU AND
DIRECTOR OF OPERATIONS, STEVEN MORABU.

PER CONVERSATION WITH CHRISTINE, FOOD IS MADE FOR SAME DAY SERVICE. NO
LEFTOVERS ARE KEPT.

THIS FACILITY IS A RESIDENTIAL HOME. THE KITCHEN HAS RESIDENTIAL EQUIPMENT.
EQUIPMENT WILL BE MONITORED AT FUTURE INSPECTIONS.
NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1021231225 of 07/25/23.

Certified Food Protection Manager:CHRISTINE N. MORABU

Certification Number: FM112811 Expires: 08/25/25

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
CHRISTINE MORABU
LALD/CFPM

Signed:
Melissa Ramos
Environmental Health Specialist
Metro District Office
651-201-4495
Melissa.Ramos@state.mn.us


