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Electronically Delivered

December  11, 2023

Licensee
Personal  Care Senior  Living
3850 Jefferson  Street  Ne
Fridley, MN 55432

RE: Project  Number( s) SL38983015

Dear Licensee:

Th is is your official notice  th at you have bee n granted  your  assisted  living facility license  with  dementia
care . 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 November  8, 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 . . ."

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

DOCUMENTATION OF ACTION TO COMPLY
Per Mi nn. Stat.  § 144G. 30, Subd. 5( c), th  e lice ns ee must docu ment acti ons tak en to co mply with th e
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).
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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 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

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,

Jonathan  Hill, Supervisor
State  Evaluation Team
Email: jonathan. hill@state. mn.us
Telephone:  651-201-3993 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:
SL38983015- 0

On  November  6, 2023,  to November  8,  2023,  the
Minnesota  Department  of Health  conducted  an
initial survey  at  the  above  provider,  and  the
following correction  orders  are  issued.  At the
time  of the  survey,  there  were  fifteen  (15)
residents,  all of whom  received  services  under
the  provider' s  Provisional  Assisted  Living with
Dementia  Care  license.

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 with Dementia
licensed  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.

0 330  144G. 30  Subd.  4 Information  provided  by facility 0 330
SS= F

(a)  The  assisted  living facility shall  provide
accurate  and  truthful information  to the

Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE
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0 330  Continued  From  page  1

department  during  a  survey,  investigation,  or
other  licensing  activities.
(b) Upon  request  of a  surveyor,  assisted  living
facilities  shall  within a  reasonable  period  of time
provide  a  list of current  and  past  residents  and
their  legal  representatives  and  designated
representatives  that  includes  addresses  and
telephone  numbers  and  any  other  information
requested  about  the  services  to residents.

0 330

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to provide  annual  inspection  reports  of the
fire sprinkler  system  and  automatic  fire alarm
system  at  in a  timely fashion.  This  had  the
potential  to directly  affect  all residents  and  staff.

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

The  findings  include:

On  November  6, 2023,  at  12:30  p.m. , survey  staff
requested  the  most  recent  inspection  reports  for
the  fire sprinkler  system  and  the  automatic  fire
alarm  system  from licensed  assisted  living
director  (LALD)-A.

On  November  6, 2023,  at  12:30  p.m. , LALD-A
explained  these  reports  were  not  available
on-site.  LALD-A explained  that  these  reports
would  be  emailed  to survey  staff  once  received
and  stated  that  these  reports  would  be  kept  on

Minnesota  Department  of Health
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file at  the  facility in the  future.

0 330

Documentation  to support  annual  inspections  had
been  completed  on  the  fire sprinkler  system  and
automatic  fire alarm  system  were  not  provided.

On  November  8, 2023,  LALD-A emailed  a  copy  of
an  annual  fire alarm  inspection  report  also  dated
November  8,  2023  as  completed.  On  November
13,  2023,  LALD-A emailed  a  copy  of an  annual
fire sprinkler  system  inspection  report  dated
November  10,  2023  as  completed.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

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

0 480

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

This  MN Requirement  is not  met  as  evidenced
by:
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

Minnesota  Department  of Health
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the  residents) .

0 480

The  findings  include:

Please  refer  to the  document  titled,  Food  and
Beverage  Establishment  Inspection  Report
(FBEIR)  dated  November  7,  2023,  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.

0 680  144G. 42  Subd.  10  Disaster  planning  and
SS= F emergency  preparedness

0 680

(a)  The  facility must  meet  the  following
requirements:
(1) have  a  written  emergency  disaster  plan  that
contains  a  plan  for evacuation,  addresses
elements  of sheltering  in place,  identifies
temporary  relocation  sites,  and  details  staff
assignments  in the  event  of a  disaster  or an
emergency;
(2) post  an  emergency  disaster  plan  prominently;
(3) provide  building  emergency  exit diagrams  to
all residents;
(4) post  emergency  exit diagrams  on  each  floor;
and
(5) have  a  written  policy and  procedure  regarding
missing  residents.
(b) The  facility must  provide  emergency  and
disaster  training  to all staff  during  the  initial staff
orientation  and  annually  thereafter  and  must
make  emergency  and  disaster  training  annually
available  to all residents.  Staff  who have  not
received  emergency  and  disaster  training  are
allowed  to work only when  trained  staff  are  also

Minnesota  Department  of Health
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working  on  site.
(c) The  facility must  meet  any  additional
requirements  adopted  in rule.

0 680

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to have  a  written  emergency
preparedness  plan  (EPP)  with all the  required
content.  This  had  the  potential  to affect  all
residents  receiving  services  under  the  provisional
assisted  living with dementia  care  license.

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

The  findings  include:

On  November  6, 2023,  at  1:10  p.m. , the
licensee' s  EPP  plan  was  reviewed.

The  licensee' s  undated  emergency  preparedness
plan,  lacked  the  following required  content:
-description  of the  population  served  by licensee;
-process  for EPP  cooperation  with state  and  local
EPP  officials/organizations;
-annual  review  of EPP;
-subsistence  needs  for staff  and  residents  during
emergency  situation;
-development  of all policies/ procedures,  based  on
assessment;  and  additional  policies  for:
-handling  and  use  of volunteers;
-arrangement  with other  facilities  (including  sister

Minnesota  Department  of Health
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facilities) ;
-roles  under  a  wavier  declared  by secretary;
-EPP  training  and  testing  program;
-EPP  training  program  for staff  (including
documentation  of training  provided) ;
-annual  EPP  testing  requirements.

0 680

On  November  6, 2023,  at  1:34  p.m.  licensed
assisted  living director  (LALD)-A stated  the  facility
was  managed  by a  corporate  consulting
company,  who was  responsible  for the  content  in
the  licensee' s  EEP.  LALD-A further  stated  she
was  in charge  of implementation  of licensee' s
EPP  at  the  site  level,  and  stated  the  EPP  lacked
the  information  noted  above.

The  licensee' s  Disaster  Planning  and  Emergency
Preparedness  policy dated  August  1,  2022,
indicated  the  licensee  would  have  in place  a
general  emergency  preparedness  plan,  that
would  be  in alignment  with facility requirements,
and  would  also  comply  with Centers  for Medicare
and  Medicaid  Services  (CMS)  Appendix  Z. The
policy also  indicated  staff  would  be  trained  on  the
emergency  preparedness  plan  during  orientation
and  annually.  The  policy lacked  a  description  of
the  population  served  by licensee,  process  for
EPP  cooperation  with state  and  local  EPP
officials/organizations,  subsistence  needs  for staff
during  emergency  situations,  handling  and  use  of
volunteers,  arrangement  with other  facilities
(including  sister  facilities) , roles  under  a  wavier
declared  by secretary,

No further  information  was  provided.

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

Minnesota  Department  of Health
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0 790  144G. 45  Subd.  2 (a)  (2)-(3) Fire  protection  and
SS= F physical  environment

0 790

0 790

(2) install  and  maintain  portable  fire
extinguishers  in accordance  with the  State  Fire
Code;

(3) install  portable  fire extinguishers  having  a
minimum  2-A:10-B:C rating  within Group  R-3
occupancies,  as  defined  by the  State  Fire  Code,
located  so  that  the  travel  distance  to the  nearest
fire extinguisher  does  not  exceed  75  feet,  and
maintained  in accordance  with the  State  Fire
Code;  and

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to maintain  the  portable  fire extinguishers.
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) .

The  findings  include:

On  November  6, 2023,  at  11:45  a. m. , survey  staff
toured  the  facility with licensed  assisted  living
director  (LALD)-A. During  the  tour,  survey  staff
observed  portable  fire extinguishers  installed  in
the  corridors.  The  back  of the  tags  where  monthly
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inspections  are  recorded  was  blank  on  four of
these  fire extinguishers.

0 790

During  interivew  on  November  6,  2023,  at  11:45
a. m., LALD-A explained  that  the  licenseee  did not
know  monthly  fire extinguisher  inspections  were
required.

Portable  fire extinguisher  inspections  must  be
conducted  every  month  by the  licensee  to ensure
that  each  extinguisher  is in its designated  place,
that  it has  not  been  tampered  with, and  that  there
is no  obvious  physical  damage  or condition  that
would  interfere  with its use  or operation.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

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

0 810

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

(1) location  and  number  of resident  sleeping
rooms;

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

(3) fire protection  procedures  necessary  for
residents;  and

(4) procedures  for resident  movement,
evacuation,  or relocation  during  a  fire or similar
emergency  including  the  identification  of unique
or unusual  resident  needs  for movement  or
evacuation.
(c) Employees  of assisted  living facilities  shall
receive  training  on  the  fire safety  and  evacuation
plans  upon  hiring and  at  least  twice  per  year
thereafter.
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(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  record  review  and  interview,  the
licensee  failed  to complete  fire safety  and
evacuation  training  with residents  and  failed  to
complete  the  required  employee  evacuation  drills.
This  had  the  potential  to 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) .

The  findings  include:

On  November  6, 2023,  at  12:30  p.m. , LALD-A
provided  documentation  on  the  fire safety  and
evacuation  plan,  training  and  drills.
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Record  review  of the  available  documentation
indicated  the  licensee  had  not  completed  fire
safety  and  evacuation  training  with residents
capable  of assisting  in their  own evacuation  at
least  once  per  year.

0 810

On  November  6, 2023,  at  12:30  p.m. , LALD-A
explained  residents  were  trained  on  fire safety
and  evacuation  when  they  moved  into the  facility
and  no  additional  training  had  been  completed  in
the  last  year.

Record  review  of the  available  documentation
indicated  the  licensee  had  not  completed  the
required  employee  evacuation  drills. Two fire drill
records  were  provided.  One  fire drill was  dated
10-13-2023.  The  other  fire drill record  did not
include  the  year  and  was  dated  10-28.  The
names  of the  employees  who participated  in
these  fire drills had  not  been  recorded.

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

01810  144G. 71  Subd.  12  Medications;  over- the- counter  01810
SS= E drugs;  dietary

An assisted  living facility providing  medication
management  services  for over- the- counter  drugs
or dietary  supplements  must  retain  those  items  in
the  original  labeled  container  with directions  for
use  prior to setting  up  for immediate  or later
administration.  The  facility must  verify that  the
medications  are  up  to date  and  stored  as
appropriate.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
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review  the  licensee  failed  to ensure
over- the- counter  (OTC)  drugs  were  labeled  with
directions  for use  prior to setting  up  for immediate
or later  administration  for two of three  residents
(R2,  R6) .

01810

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:

R2
R2's  diagnoses  included  unspecified  dementia,
vitamin  B-12  deficiency,  and  vitamin  d deficiency.
R2's  Service  Plan  signed  November  1,  2023,
indicated  R2  received  medication  administration,
activities  of daily living (ADL) assistance,  safety
checks,  and  meal  assistance.

On  November  7, 2023,  at  8:50  a. m. , ULP-D was
observed  removing  and  setting  up  Lysine  500
milligram (mg)  tablets,  Vitamin B 12  1000
microgram  (mcg)  tablets,  Vitamin D3 1000
international  unit (IU) tablets,  and  Glucosamine
Hydrochloride  (HCL) 150mg  with
Methylsulfonylmethane  (MSM) 1500mg  tablets
from unlabeled  bottles,  located  in the  facilities
secured  medication  cart,  and  administering  the
noted  oral  medications  to R2.  R2' s
over- the- counter  medication  bottles  lacked  R2' s
name  and  directions  for use.
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R6
R6's  diagnoses  included  chronic  atrial  fibrillation,
dysphagia,  and  coronary  artery  disease.

01810

On  November  7, 2023,  at  9:00  a. m. , during
observation  of facilities  secured  medication  cart,
R6's  Melatonin  5 milligram (mg)  tablets  and
Vitamin D 1000  international  unit (IU) tablets  were
secured  in unlabeled  bottles,  in the  facilities
medication  cart.  R6's  over- the- counter  medication
bottles  lacked  R6' s,  name  and  directions  for use.

On  November  7, 2023,  at  9:30  a. m. , licensed
practical  nurse  (LPN)-C stated  "the  ULP's  put
resident' s  medications  in the  medication  cart
when  they  receive  them,  and  the  registered  nurse
(RN) or LPN usually  labeled  the  medication  with
the  resident' s  name  and  room  number. " RN-B
was  unavailable  for an  interview  at  anytime  during
the  survey.

The  licensee' s  Storage  of Medications  policy
dated  July  11, 2023,  indicated  any
over- the- counter  medications  would  be  kept  in
the  original  labeled  container  from the  pharmacy
or manufacture.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

01910  144G. 71  Subd.  22  Disposition  of medications
SS= D

(a)  Any current  medications  being  managed  by
the  assisted  living facility must  be  provided  to the
resident  when  the  resident' s  service  plan  ends  or
medication  management  services  are  no  longer
part  of the  service  plan.  Medications  for a

01910
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resident  who is deceased  or that  have  been
discontinued  or have  expired  may  be  provided  for
disposal.
(b) The  facility shall  dispose  of any  medications
remaining  with the  facility that  are  discontinued  or
expired  or upon  the  termination  of the  service
contract  or the  resident' s  death  according  to state
and  federal  regulations  for disposition  of
medications  and  controlled  substances.
(c) Upon  disposition,  the  facility must  document  in
the  resident' s  record  the  disposition  of the
medication  including  the  medication' s  name,
strength,  prescription  number  as  applicable,
quantity,  to whom  the  medications  were  given,
date  of disposition,  and  names  of staff  and  other
individuals  involved  in the  disposition.

01910

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to provide  documentation  in the
resident' s  record  regarding  the  disposition  of
medication  to include  quantity  and  names  of staff
and  other  individuals  involved  in the  disposition  of
medications  for one  of one  discharged  resident
(R1) .

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

R1's  medical  record  included  a  discharge
summary  which  indicated  R1  expired  at
licensee' s  assisted  living facility on  October  13,
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2023,  while on  hospice  services,  with family at
bedside,  at  5:48  a. m.

01910

R1's  record  lacked  documentation  of medication
disposition  upon  discharge  from facility to include
the  medication' s  name,  strength,  prescription
number  as  applicable,  quantity,  to whom  the
medications  were  given,  date  of disposition,  and
names  of staff  and  other  individuals  involved  in
the  disposition,  for twenty- three  (23)  out  of
twenty- eight  (28)  prescribed  medications.

On  November  7, 2023,  at  1:33  p.m. , licensed
practical  nurse  (LPN)-C stated  R1' s  discharge
summary  did not  include  the  disposition  of
medication  for all twenty- eight  prescribed
medications.  LPN-C stated  non- narcotic
medications  were  punched  into a  hat,  and  placed
in the  facilities  medication  disposition  safe,  and
narcotics  were  destroyed  in charcoal,  with one
witness,  and  placed  into the  facility's  medication
disposition  safe.  Registered  nurse  (RN)-B was
unavailable  for an  interview  at  anytime  during  the
survey.

The  licensee' s  Disposition  or Disposal  of
Medication  policy, dated  July  11, 2023,  indicated
staff  would  document  the  disposition  or disposal
of medications  in the  resident  record.

No further  information  provided.

Time period  for correction:  Twenty-one  (21)  days

02040  144G. 81  Subdivision  1 Fire  protection  and
SS= F physical  environment

02040

An assisted  living facility with dementia  care  that
has  a  secured  dementia  care  unit must  meet  the
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requirements  of section  144G. 45  and  the
following additional  requirements:
(1) a  hazard  vulnerability  assessment  or safety
risk must  be  performed  on  and  around  the
property.  The  hazards  indicated  on  the
assessment  must  be  assessed  and  mitigated  to
protect  the  residents  from harm;  and
(2) the  facility shall  be  protected  throughout  by an
approved  supervised  automatic  sprinkler  system
by August  1,  2029.

02040

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  record  review  and  interview,  the
licensee  failed  to provide  a  safety  risk
assessment  or hazard  vulnerability  assessment
of the  physical  environment  on  and  around  the
property  with mitigation  factors.  This  deficient
practice  had  the  ability to affect  all residents  and
staff.

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  November  6, 2023,  at  12:30  p.m. , a  record
review  and  interview  were  completed  with
LALD-A. Record  review  of the  available
documentation  indicated  that  the  licensee  had  not
completed  a  hazard  vulnerability  or safety  risk
assessment  of the  physical  environment  with
mitigation  factors.  An assessment  was  included
in the  binder  for emergency  preparedness,  but
this  assessment  did not  include  physical
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environment  hazards  on  and  around  the  property.
This  deficient  condition  was  verified  by LALD-A
during  an  interview  with survey  staff.

02040

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