m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
February 12, 2025

Licensee

Diamond Willow Assisted Living
949 Sw 11th Avenue

Grand Rapids, MN 55744

RE: Project Number(s) SL24815016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on January 8, 2025, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

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

STATE CORRECTION ORDERS

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

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines based on the level and scope
of the violations; however, no immediate fines are assessed for this survey of your facility.

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:

e |dentify how the area(s) of noncompliance was corrected related to the
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resident(s)/employee(s) identified in the correction order.
e |dentify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.

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

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,

including the level and scope, and any fine assessed through the correction order reconsideration

process. The request for reconsideration must be in writing and received by MDH within 15 calendar
days of the correction order receipt date.

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

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have

any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

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

If you have any questions, please contact me.

Sincerely,

|
il

Jessie Chenze, Supervisor

State Evaluation Team

Email: Jessie.Chenze@state.mn.us

Telephone: 218-332-5175 Fax: 1-866-890-9290

HHH
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0 000] Initial Comments 0 000
ASSISTED LIVING PROVIDER LICENSING Minnesota Department of Health is
CORRECTION ORDER(S) documenting the State Correction Orders
using federal software. Tag numbers have
In accordance with Minnesota Statutes, section been assigned to Minnesota State
144G.08 to 144G.95, these correction orders are Statutes for Assisted Living Facilities. The
Issued pursuant to a survey. assigned tag number appears in the
far-left column entitled "ID Prefix Tag." The
Determination of whether violations are corrected state Statute number and the
requires compliance with all requirements corresponding text of the state Statute out
provided at the Statute number indicated below. of compliance is listed in the "Summary
When Minnesota Statute contains several items, Statement of Deficiencies" column. This
failure to comply with any of the items will be column also includes the findings which
considered lack of compliance. are in violation of the state requirement
after the statement, "This Minnesota
INITIAL COMMENTS: requirement is not met as evidenced by."
Following the evaluators ' findings is the
SL24815016 Time Period for Correction.
PLEASE DISREGARD THE HEADING OF
On January 6, 2025, through January 8, 2025, the THE FOURTH COLUMN WHICH
Minnesota Department of Health conducted a full STATES,"PROVIDER'S PLAN OF
survey at the above provider. At the time of the CORRECTION." THIS APPLIES TO
survey, there were 25 residents receiving FEDERAL DEFICIENCIES ONLY. THIS
services under the Assisted Living Facility with WILL APPEAR ON EACH PAGE.
Dementia Care license. THERE IS NO REQUIREMENT TO
SUBMIT APLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
0 480| 144G.41 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

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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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
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

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was

prepared and served according to the Minnesota
Food Code.

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated January 6, 2025, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

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

Minnesota Department of Health
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0 485| 144G.41 Subdivision 1.a (a) Minimum 0 485

SS=C | requirements; required food services

All assisted living facilities must offer to provide or
make available at least three nutritious meals
daily with snacks available seven days per week,
according to the recommended dietary
allowances in the United States Department of
Agriculture (USDA) guidelines, including seasonal
fresh fruit and fresh vegetables. The menus must
be prepared at least one week in advance and
made available to all residents. The facility must
encourage residents' involvement in menu
planning. Meal substitutions must be of similar
nutritional value if a resident refuses a food that is
served. Residents must be informed in advance
of menu changes. The facility must not require a
resident to include and pay for meals in the
resident's contract.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure weekly
menus were made available to the residents. This
had the potential to affect all 25 residents.

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:

During the entrance conference on January 6,
2025, at approximately 9:30 a.m., licensed
Minnesota Department of Health
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assisted living director in residency/clinical nurse
supervisor (LALDR/CNS)-A stated the licensee
provided three meals daily to include fresh fruits
and vegetables, snacks were offered, residents
had input with menus, and residents were made
aware of changes to the menu.

During a tour of the facility on January 6, 2025, at
approximately 9:50 a.m., the surveyor observed
that the facility was separated into two units
(Mississippi Suites, Eagle Pines) joined by a "link"
(common area). In both houses the surveyor
observed a single-day menu written on a white
board near each kitchen. In Eagle Pines the
surveyor observed a hanging rack near the
nurse's office with a slot titled, menus, which was
empty.

On January 6, 2025, at 9:56 a.m., LALDR/CNS-A
stated the weekly menu was not normally
accessible for the residents.

The licensee's Food Service & Menu Planning
policy dated January 1, 2025, noted menus would
be prepared at least one week in advance and
made available to all residents.

No further information provided.

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

5851F0 144G.41 Subd. 3 Infection control program 0510
(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b) The facility's infection control program must be

Minnesota Department of Health
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consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.

(c) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure infection
control standards were followed for personal care
products for the residents. In addition, the
licensee failed to ensure reusable equipment was
cleaned in-between resident use. Further, the
licensee failed to ensure infection control
standards were followed by one of two unlicensed
personnel (ULP-E) while providing assistance to
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, but was not likely to
cause serious injury, impairment, or death), and
IS Issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

The assisted living was a secured building with a
current censes of 25 residents. The facility was
separated into two units (Mississippi Suites,
Eagle Pines) joined by a "link" (commons area).

PERSONAL CARE PRODUCTS

Minnesota Department of Health
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MISSISSIPPI SUITES

On January 6, 2025, at 12:12 p.m., the surveyor
and registered nurse (RN)-B observed a plastic
storage unit positioned between the toilet and the
spa tub which included several drawers in the
bathroom/tub/spa room. The drawers contained
several unmarked/unlabeled personal care
products such as reusable stick deodorants and
antiperspirants. In addition, an opened
unmarked/unlabeled container of vapor rub was
observed. The items did not contain a resident
name identifying who they belonged to.

EAGLE PINES

On January 6, 2025, at 12:20 p.m., the surveyor
and RN-B observed a plastic storage unit
positioned between the toilet and the spa tub
which included several drawers in the
bathroom/tub/spa room. The drawers contained
several unmarked personal care products such
as reusable stick deodorants and antiperspirants.
In addition, an opened unmarked container of
therapeutic dry skin cream (wide top container)
was observed. RN-B stated personal care
products should be labeled with resident's name.

On January 6, 2025, at 2:36 p.m., licensed
assisted living director in residency/clinical nurse
supervisor (LALDR/CNS)-A stated she would
have the house coordinator go through the
personal care products and indicate which
resident used which item. LALDR/CNS-A added
she did not know which items belonged to each
resident. LALDR/CNS-A stated personal care
products need to be labeled for whom the item
belonged to and was used on. LALDR/CNS-A
confirmed not labeling personal care products for
individual use was an infection control concern.

REUSABLE EQUIPMENT

Minnesota Department of Health
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MISSISSIPPI SUITES

On January 7, 2025, at 7:59 a.m., the surveyor
observed ULP-I| take a wrist blood pressure (BP)
cuff machine out of a medication cart. ULP-I took
the BP machine to R11's room. While R11 was
laying in bed, ULP-| placed the BP cuff on R11's
right wrist and asked R11 to place his wrist on his
chest. ULP-| obtained a BP reading of 122/50 for
R11. ULP-I returned the BP cuff to the medication
cart. The surveyor did not observe ULP-| sanitize
the BP cuff prior to or after use.

On January 7, 2025, at 8:13 a.m., ULP-I| stated
she was trained to return the BP cuff to
medication cart after completing the task. ULP-I
said she was not aware of any BP cuff cleaning
requirement.

EAGLE PINES

On January 7, 2025, at 8:37 a.m., ULP-K asked
ULP-J if there was a wrist BP cuff in the
medication cart ULP-J was positioned near.
ULP-J removed a BP wrist cuff machine and
handed the BP cuff to ULP-K. ULP-K removed an
SpO2 monitor (device to measure blood oxygen
level) from the medication cart near her. ULP-K
took the SpO2 monitor and the BP cuff to R8's
room. ULP-K placed the BP wrist cuff machine
onto R8's right wrist and obtained a reading of
116/60. ULP-K placed the SpO2 monitor onto the
middle finger of R8's right hand and obtained a
reading of 93%. ULP-K handed the BP cuff to
ULP-J and returned the SpO2 monitor to the
medication cart. The surveyor did not observe
ULP-K sanitize the BP cuff or the SpO2 monitor
prior to or after use.

On January 7, 2025, at 8:46 a.m., ULP-K stated
she should have cleaned the SpO2 monitor after
use, and said, "my bad." ULP-K said they (ULPs)
Minnesota Department of Health
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don't do anything for the BP cuff (sanitizing).
ULP-K asked ULP-J about the health monitoring
equipment used and whether cleaning was
required. ULP-J stated she was "not sure", and
added they (ULPs) should have "wipes here"
(near medication cart) to wipe down the health
monitoring equipment after use.

On January 8, 2025, at 10:49 a.m.,
LALDR/CNS-A stated health monitoring
equipment should be disinfected after use with
wipes, and then allowed to dry.

GAIT BELT

On January 6, 2025, at 2:37 p.m., the surveyor
observed ULP-E remove a gait belt from R4's
walker and place the gait belt around RS's waist.
ULP-E and ULP-F assisted RS from the
wheelchair into a recliner. ULP-E removed the
gait belt from RS's waist and returned the gait belt
to R4's walker.

On January 6, 2025, at 2:40 p.m., ULP-E stated
she should have gone to get RS's gait belt and
not have used another resident's gait belt. ULP-E
stated she did not want to leave RS "out there" (in
common's area). ULP-E added she did not want
R5 to fall, as RS may have attempted to
self-transfer into the recliner.

On January 6, 2025, at 2:49 p.m., LALDR/CNS-A
stated each resident should have their own gait
belt, and added gait belts should not be shared
among residents.

The licensee's Infection Control policy dated
January 1, 2025, noted the licensee's infection
control program would be consistent with current
guidelines from CDC (Center for Disease Control)
for prevention control in long-term care facilities,

Minnesota Department of Health
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where applicable in assisted living facilities.

The licensee's Cleaning of Shared Medical
Equipment policy dated January 1, 2025, noted
the licensee would implement and maintain
processes to ensure all reusable resident care
equipment was routinely cleaned, and when
appropriate, disinfected, before and after reuse.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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;

(if) provide smoke alarms outside each separate
sleeping area in the immediate vicinity of
bedrooms;

(i) provide smoke alarms on each story within a
dwelling unit, including basements, but not
iIncluding 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;

Minnesota Department of Health
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This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to comply with the requirements of the
Minnesota State Fire Code. This had the potential
to directly affect all residents, staff, and visitors.

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

Findings include:

On a facility tour on January 7, 2025, from 11:00
a.m. to 12:00 a.m., with maintenance (M)-G, the
surveyor made the following observations of
non-compliance with the requirements of the
Minnesota State Fire Code (MSFC) in Minnesota
Rules Chapter 7511:

CARBON MONOXIDE ALARMS/ DETECTION

A carbon monoxide detection system was
installed and tied into the building fire alarm
system for notification of the presence of carbon
monoxide. There was one detector installed in
each of the boiler rooms and tied into the building
fire alarm system for notification.

There were single station carbon monoxide
alarms installed by the fireplaces that were not
tied into the building fire alarm system for
Minnesota Department of Health
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notification. All required carbon monoxide
detectors are required to be installed between
each source of carbon monoxide and tied into the
building fire alarms system.

When carbon monoxide alarms are not tied into

the building fire alarm system, carbon monoxide

alarms are required to be installed within ten feet
of all sleeping rooms.

Carbon monoxide alarm and detections systems
In existing buildings are required to be installed in

accordance with MSFC in Minnesota Rules
Chapter 7511.

DOOR LOCKING

The marked interior exit door magnetic locking
device was not working properly making the door
difficult to open while traveling from the Eagle
Pine side into the link between Eagle Pine and
Mississippi wings. All marked exit doors are
required to be readily openable from the egress
side without the use of keys, tools or special
knowledge. During the tour M-G, stated a
contractor was called to repair the problem.

The marked exterior exit door leading outside to
the front of the building from link near Eagle Pine
Wing magnetic locking device would not open
with the numerical keypad as required when
activated by M-G.

FIRE SPRINKLER SYSTEM MAINTENANCE

The provided fire sprinkler maintenance record
dated February 2024, indicated the fire sprinkler
system was due for a five-year test but did not
indicate the test was completed as required. Fire
sprinkler systems are required to be tested and

Minnesota Department of Health
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maintained in accordance with MSFC in
Minnesota Rules Chapter 7511.

During the facility tour M-G, verified the above
listed observations while accompanying on the
tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

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

Minnesota Department of Health
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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:

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

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

The findings include:

On January 7, 2025, at 10:10 a.m., licensed
assisted living director in residence/ clinical nurse
supervisor (LALDR/CNS)-A, provided documents
on the fire safety and evacuation plan (FSEP),
fire safety and evacuation training, and
evacuation drills for the facility.

FIRE SAFETY AND EVACUATION PLAN

The licensee provided FSEP, failed to include the
following:

The available FSEP included standard employee
procedures, but failed to provide specific

Minnesota Department of Health
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employee actions to take in the event of a fire or
similar emergency relative to the facility's building
layout and environmental risks. The plan failed to
iInclude specific detailed procedures for
employees to take in the event of a fire or similar
emergency in this facility. There were three
different documents provided containing
conflicting procedures for employees.

The available FSEP did not identify specific fire
protection actions for residents as evident by not
providing procedures for residents to take in this
specific facility in the event of a fire or similar
emergency in writing in the FSEP.

During an interview on January 8, 2025, at 10:30
a.m., LALDR/CNS-A, stated they have been
working on updating the FSEP employee
procedures and there were not procedures for
residents to take in the event of a fire or similar
emergency in writing in the plan.

TRAINING

Record review of the available documentation
indicated the licensee failed to provide training to
employees on the FSEP upon hire and at least
twice per year as evident by providing
documentation the employee training provided
was general fire safety training and not specific to
the FSEP for this facility.

Record review of the available documentation
indicated the licensee failed to provide evacuation
training to residents at least once per year as
evident by not providing documentation the
residents were provided FSEP training as
required.

During an interview on January 8, 2025, at 10:45
Minnesota Department of Health
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a.m., LALDR/CNS-A, stated training provided to
employees was general fire safety training and
not specific to the facility FSEP. LALDR/CNS-A
also stated documentation was not available for
FSEP training provided to residents.

DRILLS

Record review of the available documentation
indicated the licensee failed to conduct
evacuation drills for employees twice per year,
per shift with at least one evacuation drill every
other month as evident by providing
documentation a drill was completed in January
2023, May 2024, and January 2025 only.

No further documentation was provided.

During an interview on January 8, 2025, at 10:45
a.m., LALDR/CNS-A, stated evacuation drills
were completed in January 2023, May 2024 and
January 2025 only.

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

014201 144G.62 Subd. 2 Delegation of assisted living 01420
SS=F | services

(b) When the registered nurse or licensed health
professional delegates tasks to unlicensed
personnel, that person must ensure that prior to
the delegation the unlicensed personnel is trained
in the proper methods to perform the tasks or
procedures for each resident and is able to
demonstrate the ability to competently follow the
procedures and perform the tasks. If the
unlicensed personnel has not regularly performed
the delegated assisted living task for a period of

Minnesota Department of Health
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24 consecutive months, the unlicensed personnel
must demonstrate competency in the task to the
registered nurse or appropriate licensed health
professional. The registered nurse or licensed
health professional must document instructions
for the delegated tasks in the resident's record.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse (RN) provided written
instructions in the resident's record for the
delegated tasks provided by the unlicensed
personnel (ULP) for two of two residents (RS, R9)
whose delegated tasks included floor/fall mats
and personal alarms.

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

The findings include:

RS

RS5's diagnoses included moderate dementia,
anxiety, near syncope (fainting), and urinary
frequency.

RS5's service plan dated May 7, 2024, indicated
RS received the following services: medication
administration, dressing, eating, grooming,
hearing aid assist, mobility, toileting, transfer
assist, oral care, fall coordination, and
Minnesota Department of Health
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housekeeping services.

RS's Master Care Plan dated December 31,
2024, included:

-August 5, 2024, fall mat next to the side of the
bed

-August 8, 2024, motion sensor at the end of the
resident's bed at night when she is sleeping
-October 30, 2024, pressure pad under the staff
(sic) whenever she is sitting at all times as a fall
preventative including recliner in the
living/common spaces

-November 6, 2024, education to staff about
residents with anxiety, restlessness, and pressure
pads or alarms for falls that they should not be
brought back to there (sic) rooms and left alone
unless they have been given medication for
relaxation purposing

-November 7, 2024, the resident is care planned
to sleep on the floor at night next to her bed to
prevent falls from her bed at night

-December 31, 2024, the resident was given a
different pressure pad, and new batteries were
placed in the alarm box for the pressure pad.

R5's assessment dated December 31, 2024,
included the above information, and noted:
-resident is currently care planned to sleep on the
floor for safety reasons

-pressure cushion/mattress pressure pad
-alarms in bed, in wheelchair at all times due to
fall risk.

RS5's Service Recap Summary dated December
1, 2024, through December 31, 2024, included:
-alarm check: 6:30 a.m., 2:30 p.m., 10:30 p.m.
-fall coordination 6:30 a.m., 2:30 p.m., 10:30 p.m.
-bed mobility/repositioning: 6:30 a.m., 2:30 p.m.,
10:30 p.m.

Minnesota Department of Health
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On January 6, 2025, at 2:37 p.m., the surveyor
observed ULP-E attach a gait belt around RS's
waist. ULP-E and ULP-F assisted R5 to a
standing position. ULP-E commented RS's alarm
had not been turned off and the alarm sounded
as the two ULP stood R5 and transferred R5 into
a recliner.

On January 7, 2025, at 7:20 a.m., the surveyor
observed R5 laying on a mattress on the floor in
R5's room. There was a hospital bed along the
wall, a mattress on the floor and a floor/fall matt
positioned next to the mattress on the floor.
There was a new pressure "tamper-proof chair
and bed patient alarm) with instructions on a side
table and what appeared to be a motion type of
alarm visible on bed.

FLOOR/FALL MAT

RS5's RTasks (computer system used) safety
check, active on November 4, 2024, included:
-place mat on floor alongside bed. To be in place
while resident is in bed.

PERSONAL ALARM

R5's RTasks alarm check, active November 4,
2024, included:

-check all client (resident) alarms at the beginning
of each shift while rounding with previous shift.
Check that client (resident) alarm is turned on
high and properly placed or attached. Client
(resident) has chair pressure pad alarm.

R5's record lacked written instructions delegated
by the RN to ULPs related to monitoring the
condition of the fall mat, the working condition of
the personal alarm, or when to notify the RN if
ISSues arise.

R9

Minnesota Department of Health
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R9's diagnoses included heart disease, muscle
weakness, chronic pain, lack of coordination,
macular degeneration (vision impairment
resulting from deterioration of the central part of
the retina, affecting central vision), and history of
falling.

R9's service plan dated January 3, 2025,
indicated R9 received the following services:
transfer assist, alarm check, bed mobility,
repositioning, behavior management, and
housekeeping services.

R9's Service Recap Summary dated December
1, 2024, through December 31, 2024, included:
-alarm check: 6:30 a.m., 2:30 p.m., 10:30 p.m.
-bed mobility/repositioning: 6:30 a.m., 2:30 p.m.,
10:30 p.m.

On January 7, 2025, at 9:51 a.m., the surveyor
observed ULP-J pick up a floor/fall mat (covered
with a plastic covering) positioned along R9's bed
and place it near a chair in R9's room.

On January 7, 2025, at 9:52 a.m., the surveyor

observed ULP-J dress R9's lower body. ULP-J

summonsed ULP-L. ULP-J and ULP-L moved a
fall/floor mat from along R9's bed and assisted

R9 out of bed.

On January 8, 2025, at approximately 11:30 a.m.,
the surveyor observed R9 sitting in a recliner in
the common's area. There was a string/cord to an
alarm visible.

FLOOR/FALL MAT

R9's resident notes-nurse dated December 20,
2024, noted:

-the resident's wife was notified today that the
current foam fall mat that the resident has in his

Minnesota Department of Health
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room is not up to state requirements and that a
new one needs to be provided by her as they are
private pay if she would like us to continue to use
one for him as a fall intervention. The resident's
wife was informed that the fall mat will be pulled
from his room until a new one can be provided.
She reported once she is feeling better, she will
order one.

PERSONAL ALARM

R9's RTasks alarm check, active August 7, 2024,
included:

-check all client (resident) alarms at the beginning
of each shift while rounding with previous shift.
Check that client (resident) alarm is turned on
high and properly placed or attached. Ensure Tab
alarm on and functioning properly.

R9's record lacked written instructions delegated
by the RN to ULPs related to monitoring the
condition of the fall mat, the working condition of
the personal alarm, or when to notify the RN if
ISSUes arise.

On January 8, 2025, at 10:20 a.m., licensed
assisted living director in residency/clinical nurse
supervisor (LALDR/CNS)-A stated R5 and R9
have many fall interventions. LALDR/CNS-A said
the instructions in RS and R9's records for alarms
were "very generic." LALDR/CNS-A confirmed RS
and R9's records required more information and
did not include specific directions for device use,
to include RS's fall mat was to be placed by
mattress on the floor and alarm was to be used at
all times. LALDR/CNS-A stated R9's record did
not include instructions for R9's floor/fall mat for
staff as she had waited to add instructions once
new mat arrived. CNS-A said she was going to
remove the floor/fall mat; however, a makeshift
cover was found and applied to the mat.

Minnesota Department of Health
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LALDR/CNS-A confirmed there were not
directions in RS or R9's records for alarms or
floor/fall mat as what to report to nursing, such as
rps in mats or concerns related to use.

The licensee's Delegation of Assisted Living
Services policy dated January 1, 2025, noted the
registered nurse or licensed health professional
would document instructions for the delegated
tasks in the resident's records. Specify, in writing,
specific instructions for each resident and
documented those instructions in the resident's
record.

No further information was provided.

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

01550 144G .64 (a) TRAINING IN DEMENTIA CARE 01550
$S=D | REQUIRED

(4) staff who do not provide direct care, including
maintenance, housekeeping, and food service
staff, must have at least four hours of initial
training on topics specified under paragraph (b)
within 160 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; and

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure employees
that did not provide direct care received at least
two hours of annual dementia training for one of
one employee (maintenance (M)-G).
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

During the entrance conference on January 6,
2025, at 9:35 a.m., M-G was introduced as the
maintenance staff for the facility. Licensed
assisted living director in residency/clinical nurse
supervisor (LALDR/CNS)-A and registered nurse
(RN)-B stated they would let M-G know he would
be needed at the site on January 7, 2025, to
complete a tour of the facility.

The assisted living held an Assisted Living with
Dementia Care license and was a secured
building with a current censes of 25 residents.
The facility was separated into two units
(Mississippi Suites, Eagle Pines) joined by a "link"
(commons area).

M-G was hired on March 27, 2023, to perform
maintenance at the facility.

On January 5, 2025, at 9:35 a.m., the surveyor
observed M-G working on the interior "link" door
in the Eagle Pines unit.

On January 5, 2025, at 10:10 a.m., RN-B noted
via email communication M-G had not completed
at least two hours of annual dementia training.

The licensee's Additional Dementia Staff Training
Minnesota Department of Health
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policy dated January 1, 2025, noted it was the
policy of the [licenses] that staff who worked with
residents with Alzheimer's disease and other
dementia's had proper training for the tasks
assigned.

No further information was provided.

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

01620 144G.70 Subd. 2 (c-e) Initial reviews, 01620
SS=D | assessments, and monitoring

(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.
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This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse (RN) completed a fall matt
assessment for one of two residents, (R9).

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

The findings include.

R9's diagnoses included heart disease, muscle
weakness, chronic pain, lack of coordination,
macular degeneration (vision impairment
resulting from deterioration of the central part of
the retina, affecting central vision), and history of
falling.

R9's service plan dated January 3, 2025,
indicated R9 received the following services:
transfer assist, alarm check, dressing and
grooming assist, medication administration,
repositioning, behavior management, and
housekeeping services.

On January 7, 2025, at 9:51 a.m., the surveyor
observed unlicensed personnel (ULP)-J pick up a
floor/fall mat (cushioned mat covered with a
plastic covering) positioned along R9's bed and
place the mat near a chair in R9's room.

On January 7, 2025, at 9:52 a.m., the surveyor
Minnesota Department of Health
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observed ULP-J dress R9's lower body. ULP-J
summonsed ULP-L. ULP-J and ULP-L assisted
R9 into a wheelchair.

R9's Resident Notes-Nurse, dated December 20,
2024 . noted:

-the resident's wife was notified today that the
current foam fall mat that the resident has in his
room is not up to state requirements and that a
new one needs to be provided by her as they are
private pay if she would like us to continue to use
one for him as a fall intervention. The resident's
wife was informed that the fall mat will be pulled
from his room until a new one can be provided.
She reported once she is feeling better, she
would order one.

On January 7, 2025, at 2:08 p.m., licensed
assisted living director in residency/clinical nurse
supervisor (LALDR/CNS)-A stated she did not
have a floor mat/ fall mat assessment for R9.
LALDR/CNS-A added she was not sure why it
(assessment) was not "there" (located) in R9's
record. LALDR/CNS-A confirmed the floor/fall mat
in place, surface was "slippery."

On January 7, 2025, at 2:25 p.m., LALDR/CNS-A
stated she did not remove the fall mat as a cover
was found for the mat (but was slippery).

On January 8, 2025, at 11:48 a.m.,
LALDR/CNS-A stated she found the fall risk
assessment for R9 that included a fall/floor matt
assessment.

On January 8, 2025, at 5:42 p.m., via email
communication the surveyor requested R9's fall
report which included R9's floor mat/ fall mat
addition/ assessment.
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On January 9, 2025, via email communication
LALDR/CNS-A noted she reviewed R9's record
and R9's fall mat was not an intervention on any
of R9's falls. The fall mat was an added safety
measure that the wife requested and brought in
on her own. "We had a conversation about it
(mat) and it was implemented to be used and
added for staff to use while he was in bed."

Per Assisted Living Facilities: Minnesota Rules
Chapter 4659.0140, Subp. 2, effective October
2022, a nursing assessment or reassessment
under Minnesota Statutes, section 144G.70,
subdivision 2, paragraphs (b) and (c), must be
conducted on a prospective resident or resident
receiving any of the assisted living services
identified in Minnesota Statutes, section 144G.08,
subdivision 9, clauses (6) to (12).

B. The nursing assessment or reassessment
under item A must:

(1) address part 4659.0150, subpart 2, items A to
N;
(2) be conducted in person unless an exception
under Minnesota Statues, section 144G.70,
subdivision 2, paragraph (b), applies;

(3) be conducted using a uniform assessment
tool that complies with part 4659.0150; and

(4) be in writing, dated, and signed by the
registered nurse who conducted the assessment.

The licensee's Assessments, Reviews &
Monitoring policy dated January 1, 2025, noted
ongoing resident reassessment and monitoring
must be conducted as needed based on changes
In the needs of the residents.

No further information was provided.

TIME PERIOD FOR CORRECTION:
Twenty-One (21) days
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016401 144G.70 Subd. 4 (a-e) Service plan, 01640
SS=F | 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
include a signature or other authentication by the
facility and by the resident documenting
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,
iIncluding 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:

Based on observation, interview, and record
review, the licensee failed to ensure service plans
were revised to include provided services for
three of three residents (RS, R9, R10).

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
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of the residents).
The findings include:

RS

RS5's diagnoses included moderate dementia,
anxiety, near syncope (fainting), and urinary
frequency.

RS5's service plan dated May 7, 2024, indicated
R5 received the following services: medication
administration, dressing, eating, grooming,
hearing aid, mobility, toileting, transfer assist, oral
care, fall coordination (fall/floor mat), and
housekeeping services.

R5's Service Recap Summary dated December
1, 2024, through December 31, 2024, included:
-alarm check: 6:30 a.m., 2:30 p.m., 10:30 p.m.
-bed mobility/repositioning: 6:30 a.m., 2:30 p.m.,
10:30 p.m.

On January 6, 2025, at 2:37 p.m., the surveyor
observed unlicensed personnel (ULP)-E attach a
gait belt around RS's waist. ULP-E and ULP-F
assisted RS into a standing position. ULP-E
commented RS's alarm had not been turned off
and the alarm sounded as the two ULPs stood R5
and transferred RS into a recliner.

RS5's service plan had not been revised to include
bed mobility/repositioning and alarm check/use.

R9

R9's diagnoses included heart disease, muscle
weakness, chronic pain, lack of coordination,
macular degeneration (vision impairment
resulting from deterioration of the central part of
the retina, affecting central vision), and history of
falling.
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R9's service plan dated January 3, 2025,
iIndicated R9 received the following services:
transfer assist, alarm check, dressing and
grooming assist, medication administration,
repositioning, behavior management, and
housekeeping services.

On January 7, 2025, at 9:51 a.m., the surveyor
observed ULP-J pick up a floor/fall mat
(cushioned mat covered with a plastic covering)
positioned along R9's bed and place the mat near
a chair in R9's room.

On January 7, 2025, at 9:52 a.m., the surveyor
observed ULP-J dress R9's lower body. ULP-J
summonsed ULP-L. ULP-J and ULP-L assisted
R9 into a wheelchair.

R9's resident notes-nurse dated December 20,
2024 . noted:

-the resident's wife was notified today that the
current foam fall mat that the resident has in his
room is not up to state requirements and that a
new one needs to be provided by her as they are
private pay if she would like us to continue to use
one for him as a fall intervention. The resident's
wife was informed that the fall mat will be pulled
from his room until a new one can be provided.
She reported once she is feeling better, she will
order one.

On January 7, 2025, at 2:25 p.m., licensed
assisted living director in residency/clinical nurse
supervisor (LALDR/CNS)-A did not remove the
fall mat as a cover was found for the mat and the
fall/floor mat was currently in use.

R9's service plan had not been revised to include
fall/floor mat (fall coordination).
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R10

R10 diagnoses included diabetes.

R10's service plan dated July 22, 2024, and
authenticated October 10, 2024, indicated R10
received the following services: medication
administration, assist with dressing, eating,
grooming, hearing aids, mobility:
walking/locomotion, oral care, toileting, transfers,
and housekeeping services.

R10's prescriber order dated December 9, 2024,
included:

-recommend alternating heat and ice for
musculoskeletal aches and pain as well as right
knee and right shoulder. Ice or heat for 10-15
minutes three times daily as needed (PRN).

R10's RTasks (computer system used) services
iIncluded:

-offer her warm pack or ice pack for right knee
and right shoulder: 10-15 minutes up to three
times a day as needed. Please document if it was
offered and if she accepted or refused it.

On January 6, 2025, at 12:58 p.m., the surveyor
observed ULP-C administer 650 milligrams (mgQ)
of Tylenol (mild pain) to R10.

R10's service plan had not been revised to
iInclude ice/warm packs PRN.

On January 8, 2025, at 11:59 a.m.,
LALDR/CNS-A stated service plans were updated
with assessments. LALDR/CNS-A said service
plans were added to as "we go along."
LALDR/CNS-A stated service plans were not
revised as required. LALDR/CNS-A added, "l am
learning."
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The licensee's Service Plan Modifications policy
dated January 1, 2025, noted, if the service plan
needed to be modified due to a change in a
prescriber's order or a change in the resident's
needs, the registered nurse (RN) would update
the resident's service plan that included:
-describe changes in service and whether the
service was added (new), changed, or
discontinued

-frequency of new service or if service was
terminated

-identification the staff would perform the service
-schedule and methods of monitoring staff

-fee for the service

-date/signature of RN making changes
-date/signature of resident or the resident's
representative each time a modification was
made.

No further information was provided.

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

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

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
iInclude the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
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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 ensure one of two
unlicensed personnel (ULP)-J followed registered
nurse (RN) written instructions for one of two
residents (R6). Additionally, the licensee failed to
ensure medications were administered as
ordered for one of three residents (R9).

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 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:

WRITTEN INSTRUCTION

R6

R6 diagnoses included shortness of breath, high
blood pressure, and mild cognitive impairment.

R6's service plan dated December 27, 2024,
Indicated R6 received medication administration.

R6's medication administration record (MAR)
dated December 1, 2024, through December 31,
2024, included:

-Dulera (shortness of breath) 100 micrograms
(mcg)/5 mcg, inhale two puffs into the lungs twice
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a day

- *wait one minute in between puffs
- *rinse mouth after use.

R6's prescriber order dated September 24, 2024,
included the above order.

On January 7, 2025, at 7:35 a.m., the surveyor
observed ULP-J prepare R6's oral medication
and removed a Dulera inhaler from the
medication cart. ULP-J got a glass of water and
took the water and R6's medication to R6's room.
ULP-J administered R6's oral medication and R6
drank most of the water.

On January 7, 2025, at 7:45 a.m., ULP-J asked
R6 if she (R6) wanted to do the inhaler herself or
If R6 wanted ULP-J to "do" the inhaler
(administer). R6 stated she wanted ULP-J to
administer the inhaler. ULP-J said, "1, 2, 3,
(breath in) and again 1, 2, 3, (breath in). OK, all is
good." ULP-J returned R6's inhaler to the
medication cart.

On January 7, 2025, at 7:46 a.m., the surveyor
reviewed R6's MAR with ULP-J. ULP-J stated she
did not follow the directions on R6's Dulera
inhaler even though she had just looked at the
Instructions on R6's MAR.

On January 8, 2025, at 9:40 a.m., licensed
assisted living director in residency/clinical nurse
supervisor (LALDR/CNS)-A stated ULP-J should
have followed the directions on R6's MAR for
R6's inhaler administration.

ADMINISTERED AS ORDERED

R9

R9's diagnoses included heart disease, muscle
weakness, chronic pain, lack of coordination,
Minnesota Department of Health
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macular degeneration (vision impairment
resulting from deterioration of the central part of
the retina, affecting central vision), and history of
falling.

R9's service plan dated January 3, 2025,
iIndicated R9 received medication administration.

On January 7, 2025, at 9:52 a.m., the surveyor

observed ULP-J dress R9's lower body. ULP-J

summonsed ULP-L. ULP-J and ULP-L moved a
fall/floor mat from along R9's bed and assisted

R9 out of bed.

R9's prescriber order dated September 12, 2024,
included:

-Metamucil (bowel health) one tablespoon in eight
ounces of water daily.

R9's MAR dated December 1, 2024, through
December 31, 2024, included:

-Metamucil (psyllium) chew three gummies (five
mg) by mouth one time a day for constipation.

On January 8, 2025, at 9:58 a.m., LALDR/CNS-A
stated R9 would not take Metamucil powder and
R9's wife had brought in Metamucil gummies.
LALDR/CNS-A stated she should have updated
R9's provider but had not. LALDR/CNS-C said
she did not have an order for R9's Metamucill
gummies as required.

The licensee's Inhaler policy dated January 1,
2025, noted compare the medication
administration record with the medication
container label, ensuring the following information
matched, to include special instructions. Offer the
resident an opportunity to rinse their mouth after
using the inhaler to reduce the risk of irritation or
infection, especially if the medication contained
Minnesota Department of Health
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steroids.

The licensee's Medication & Treatment Orders-
Receiving policy dated January 1, 2025, noted all
orders for medications and treatments must be
dated and signed by the prescriber and must be
current and consistent with the nursing
assessment.

The licensee's Medication & Treatment
Orders-Implementing dated January 1, 2025,
noted orders can only be implemented when in
direct contact with the licensed nurse. The
original signed order or axed order would be
placed in a designated place for the nurse to
review and sign at the next scheduled licensed
nurse Visit.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01880| 144G.71 Subd. 19 Storage of medications 01880
SS=D
An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure medications
were secure and permitted access to only

authorized personnel for one of four residents
(R7).
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:
R7's diagnoses included Alzheimer's dementia.

R7's service plan dated January 6, 2025, included
medication administration five times daily.

R7's individualized medication management plan
dated December 23, 2024, indicated:
medications are stored in the locked medications
carts. Only authorized staff have access to
medications.

On January 7, 2025, at 8:47 a.m., the surveyor
observed unlicensed personnel (ULP)-L prepare
R7's morning medication using correct technique.

On January 7, 2025, at 8:53 a.m., the surveyor
observed ULP-L administer R7's oral medication.
Observed on a table in R7's room was an opened
container of TUMS (stomach acid/heartburn)
which was approximately half full.

On January 7, 2025, at 12:00 p.m., licensed
assisted living director in residency/clinical nurse
supervisor (LALDR/CNS)-A stated R7 should not
have had TUMS in his room. LALDR/CNS-A
stated R7's medications were to be secured.

The licensee's Medication Storage policy dated
Minnesota Department of Health
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January 1, 2025, noted medications managed by
the resident or non-staff member inside a
resident's private "living space"” must be in
securely locked and substantially constructed
compartments and permit only authorized
personnel to have access. This may be a locked
drawer, cabinet, etc.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01890| 144G.71 Subd. 20 Prescription drugs 01890
SS=F
A prescription drug, prior to being set up for
Immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure medications
were maintained bearing the original prescription
label with legible information, including the
expiration date, for time sensitive medications in
two of two medication carts (Mississippi Suites,
Eagle Pines) connected by a commons area.

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
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or has the potential to affect a large portion or all
of the residents).

The findings include:

On January 6, 2025, at approximately 10:15 a.m.,
the surveyor and assisted living director in
residency/clinical nurse supervisor
(LALDR/CNS)-A and registered nurse (RN)-B
reviewed the contents of the locked medication
carts. LALDR/CNS-A and RN-B observed and
confirmed the following:

MISSISSIPPI SUITES

TIME SENSITIVE MEDICATION

-three opened latanoprost (high eye pressure)
eye solution bottles for R2: one dated October 30,
2024, one dated December 4, 2024, and one not
dated. All three bottles lacked expiration dates.

PRESCRIPTION LABEL

-one opened brimonidine tartrate (eye high
pressure) eye solution for R2 lacked legible
information to include open/expiration date (date
written with black marker was not legible).

Directly after the above observation
LALDR/CNS-A stated the date written on R2's
brimonidine eye solution had worn off however,
the expiration date on the bottle noted April of
2025 (which was the expiration date of the
unopened medication). RN-B stated labels of
time sensitive medication should include the date
opened and date the medication would expire.

EAGLE PINES
TIME SENSITIVE MEDICATION
-one opened Refresh Tears (dry eyes) dated

October 12, 2024, for R3, with no expiration date.
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