m DEPARTMENT
| OF HEALTH
Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
May 30, 2024

Licensee

Above Assisted Living
311 Barclay Street
Saint Paul, MN 55106

RE: Project Number(s) SL39637015
Dear Licensee:

On May 21, 2024, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on March 13, 2024. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the March 13, 2024 survey.

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

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on March 13, 2024, found not corrected at the time of the May 21, 2024,
follow-up survey and/or subject to penalty assessment are as follows:

1370 - Training And Evaluation Of Unlicensed Personn - 144g.61 Subd. 2 (a)
1380 - Training And Evaluation Of Unlicensed Personn - 144g.61 Subd. 2 (b)

The details of the violations noted at the time of this follow-up survey completed on May 21, 2024
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

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

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.
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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.

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.

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

We urge you to review these orders carefully. If you have questions, please contact Jodi Johnson at
507-344-2730.

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

Sincerely,
L’W

Jodi Johnson, Supervisor
State Evaluation Team

Email: jodi.johnson@state.mn.us
Telephone: 507-344-2730 Fax: 1-866-890-9290

JMD
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R
39637 B. WING 05/21/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
311 BARCLAY STREET
ABOVE ASSISTED LIVING SAINT PAUL. MN 55106
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{0 000} Initial Comments {0 000}
FEEAT TENTION****** Minnesota Department of Health is
ASSISTED LIVING PROVIDER LICENSING documenting the State Correction Orders
CORRECTION ORDER using federal software. Tag numbers have
In accordance with Minnesota Statutes, section been assigned to Minnesota State
144G.08 to 144G.95 this correction order(s) has Statutes for Assisted Living Facilities. The
been issued pursuant to a survey. assigned tag number appears in the
Determination of whether a violation has been far-left column entitled "ID Prefix Tag." The
corrected requires compliance with all state Statute number and the
requirements provided at the Statute number corresponding text of the state Statute out
indicated below. When Minnesota Statute of compliance is listed in the "Summary
contains several items, failure to comply with any Statement of Deficiencies" column. This
of the items will be considered lack of column also includes the findings which
compliance. are in violation of the state requirement
INITIAL COMMENTS: after the statement, "This Minnesota
SL39637015-1 requirement is not met as evidenced by."
Following the evaluators ' findings is the
On May 20, 2024, through May 21, 2024, the Time Period for Correction.
Minnesota Department of Health conducted a
follow-up survey at the above provider to PLEASE DISREGARD THE HEADING OF
follow-up on orders issued pursuant to a survey THE FOURTH COLUMN WHICH
completed on March 13, 2024. At the time of the STATES,"PROVIDER'S PLAN OF
survey, there were three residents; three CORRECTION." THIS APPLIES TO
receiving services under the Assisted Living FEDERAL DEFICIENCIES ONLY. THIS
license. As a result of the follow-up survey, the WILL APPEAR ON EACH PAGE.
following orders were reissued.
THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
{0 480} 144G.41 Subd 1 (13) (1) (B) Minimum {0 480}
SS=F | requirements

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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(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:
no further action required

{0 790} 144G .45 Subd. 2 (a) (2)-(3) Fire protection and {0 790}
SS=F | physical environment

(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:
no further action required

{0 800} 144G.45 Subd. 2 (a) (4) Fire protection and {0 800}
SS=F | physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the

Minnesota Department of Health
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residents in accordance with a maintenance and
repair program.

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

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

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereatfter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
Include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.
(f) Evacuation drills are required for employees
twice per year per shift with at least one

Minnesota Department of Health
STATE FORM 6899 XUVJ12 If continuation sheet 3 of 10
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evacuation drill every other month. Evacuation of
the residents is not required. Fire alarm system

activation is not required to initiate the evacuation
drill.

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

{01370} 144G.61 Subd. 2 (a) Training and evaluation of {01370}
SS=E | unlicensed personn

(a) Training and competency evaluations for all
unlicensed personnel must include the following:
(1) documentation requirements for all services
provided;

(2) reports of changes in the resident's condition
to the supervisor designated by the facility;

(3) basic infection control, including blood-borne
pathogens;

(4) maintenance of a clean and safe
environment;

(5) appropriate and safe techniques in personal
hygiene and grooming, including:

(i) hair care and bathing;

(if) care of teeth, gums, and oral prosthetic
devices;

(i) care and use of hearing aids; and

(iv) dressing and assisting with toileting;

(6) training on the prevention of falls;

(7) standby assistance techniques and how to
perform them;

(8) medication, exercise, and treatment
reminders;

(9) basic nutrition, meal preparation, food safety,
and assistance with eating;

(10) preparation of modified diets as ordered by a
licensed health professional,

Minnesota Department of Health
STATE FORM 6899 XUVJ12 If continuation sheet 4 of 10
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(11) communication skills that include preserving
the dignity of the resident and showing respect for
the resident and the resident's preferences,
cultural background, and family;

(12) awareness of confidentiality and privacy;
(13) understanding appropriate boundaries
between staff and residents and the resident's
family;

(14) procedures to use in handling various
emergency situations; and

(15) awareness of commonly used health
technology equipment and assistive devices.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure training and
competency evaluations for the required topics
were completed by two of two unlicensed
personnel (ULP-C, ULP-E) prior to providing
direct cares.

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:

ULP-C

ULP-C had a hire date of January 13, 2024, and
provided direct care services under the licensee's
assisted living license.

Minnesota Department of Health
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On May 20, 2024, at 1:00 p.m. ULP-C was
observed to set up and administer R4's
medications.

On May 20, 2024, at 1:45 p.m. manager (M)-A
provided the surveyor with ULP-C's training
records. The Educare (the licensee's online
training program) transcript included the same
training topics and dates as noted from the
previous survey ending March 13, 2024. No new
trainings had been assigned nor completed since
the previous survey.

ULP-C's record lacked evidence of training prior
to providing services for the following:

- maintenance of a clean and safe environment;

- training on the prevention of falls; and

- awareness of commonly used health technology
equipment and assistive devices.

ULP-E

ULP-E had a hire date of May 15, 2023, and
provided direct care services under the licensee's
assisted living license.

ULP-E's record lacked evidence of training prior
to providing services for the following:
-maintenance of a clean and safe environment;
and

-awareness of commonly used health technology
equipment and assistive devices-

On May 21, 2024, at 12:45 p.m. clinical nurse
supervisor (CNS)-B stated the ULP were to
complete the training topics assigned to them by
M-A. CNS-B followed up with competency
training. CNS-B indicated the ULP records
indicated "lots of random training topics" but he
was unable to show evidence of the specific
required training content as listed above.
Minnesota Department of Health
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The licensee's Competency Training Evaluation
policy dated May 22, 2023, indicated home health
aildes may not work for the licensee until they
have successfully passed the written and
demonstration competency evaluation, including
satisfactory completion of the following:

- maintenance of a clean and safe environment;

- training on the prevention of falls; and

- awareness of commonly used health technology
equipment and assistive devices

No further information provided.

{01380} 144G.61 Subd. 2 (b) Training and evaluation of {01380}
SS=E | unlicensed personn

(b) In addition to paragraph (a), training and
competency evaluation for unlicensed personnel
providing assisted living services must include:
(1) observing, reporting, and documenting
resident status:

(2) basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel;

(3) reading and recording temperature, pulse,
and respirations of the resident;

(4) recognizing physical, emotional, cognitive,
and developmental needs of the resident;

(5) safe transfer techniques and ambulation;
(6) range of motioning and positioning; and

(7) administering medications or treatments as
required.

This MN Requirement is not met as evidenced
by:

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

Minnesota Department of Health
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training and evaluations were completed by two
of two unlicensed personnel (ULP-C, ULP-E)
prior to providing direct cares.

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:

ULP-C

ULP-C had a hire date of January 13, 2024, and
provided direct care services under the licensee's
assisted living license.

On May 20, 2024, at 1:00 p.m. ULP-C was
observed to set up and administer R4's oral
medications.

ULP-C's training record lacked evidence of the
following required training and/or competency
topics prior to providing services:

- basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel;

- reading and recording temperature, pulse, and
respirations of the resident;

- recognizing physical, emotional, cognitive, and
developmental needs of the resident; and

- range of motioning and positioning

ULP-E
Minnesota Department of Health
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ULP-E had a hire date of May 15, 2023, and
provided direct care services under the licensee's
assisted living license.

ULP-E's training record lacked evidence of the
following required training and/or competency
topics prior to providing services:

- basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel;

- recognizing physical, emotional, cognitive, and
developmental needs of the resident;

- reading and recording temperature, pulse, and
respirations of the resident; and

- range of motioning and positioning

On May 21, 2024, at 12:45 p.m. clinical nurse
supervisor (CNS)-B indicated the ULP training
was completed with Educare (the licensee's
online training program) as assigned by manager
(M)-A and CNS-B met with the ULP to complete
competencies as required. CNS-B indicated
ULP-C and ULP-E's training transcripts lacked
the above required content and CNS-B was
unable to provide detailed content of the
competency training outside of medication
training.

The licensee's Competency Training Evaluations
policy dated May 22, 2023, indicated home health
aides (HHA) providing assisted living services
and who have not completed a state-approved
formal training and competency evaluation
program will demonstrate competency through
the following process: HHA may not work for the
licensee until they have successfully passed the
written and demonstration competency
evaluation, including satisfactory completion of
the following:

Minnesota Department of Health
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-basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must

be reported to appropriate personnel; and
-recognizing physical, emotional, cognitive, and
developmental needs of the resident
The following topics must be completed by a
practical skills test:
-Range of motion and positioning; and
-Reading and recording temperature, pulse, and
respirations

No further information provided.

Minnesota Department of Health
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m DEPARTMENT
| OF HEALTH
Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
April 5, 2024

Licensee

Above Assisted Living
311 Barclay Street
Saint Paul, MN 55106

RE: Project Number(s) SL39637015

Dear Licensee:

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

The Minnesota Department of Health completed an initial survey on March 13, 2024, 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 violations; however, no immediate fines are assessed for this survey of your facility.

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:

An equal opportunity employer. Letter ID: 9GIX Revised 04/20/2023



Above Assisted Living
April 5, 2024
Page 2

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

e |dentify how the area(s) of noncompliance was corrected for all of the
provider’s residents/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 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.

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

REQUESTING A HEARING

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

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

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.
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April 5, 2024
Page 3

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,

Jodi Johnson, Supervisor

State Evaluation Team

Email: jodi.johnson@state.mn.us

Telephone: 507-344-2730 Fax: 1-866-890-9290

JMD
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provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings is the Time Period for Correction.
SL39637015-0
PLEASE DISREGARD THE HEADING OF
On March 11, 2024, through March 13, 2024, the THE FOURTH COLUMN WHICH
Minnesota Department of Health conducted a full STATES,"PROVIDER'S PLAN OF
survey at the above provider, and the following CORRECTION." THIS APPLIES TO
correction orders are issued. At the time of the FEDERAL DEFICIENCIES ONLY. THIS
survey, there were two residents; two receiving WILL APPEAR ON EACH PAGE.
services under the provisional Assisted Living
license. 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.
0 110, 144G.10 Subdivision 1a Assisted living director 0 110
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Each assisted living facility must employ an
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0 110 | Continued From page 1 0 110

assisted living director licensed or permitted by
the Board of Executives for Long Term Services
and Supports.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the licensed assisted
living director (LALD) was listed as the Director of
Record for the licensee. This had the potential to
affect all the licensee's residents, staff, and
visitors.

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

The findings include:

On March 12, 2024, at 10:45 a.m. during the
entrance conference, manager (M)-A stated he
was working toward obtaining his LALD license
and had yet to complete the examination. M-A
iIndicated his assisted living director in residency
(ALD-IR) permit had expired and he had the
status of ALD in education. M-A indicated LALD-D
was his LALD mentor.

On March 12, 2024, at 9:36 a.m. the surveyor
emailed a Board of Executives for Long Term
Services and Supports (BELTSS) representative
to clarify the licensee's status with a LALD. At
9:42 a.m., the BELTSS representative responded,
"[IM-A] Residency Permit to operate an assisted
Minnesota Department of Health
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0 110 | Continued From page 2 0 110

living facility expired on December 7, 2023. The
permit was issued for [the licensee's name and
identification number]. His original application
(ALD-IR) had also expired, so he reapplied to get
this licensure (under the ALD-Education
application). He is NOT able to extend a permit.
He needs to complete all his licensure
requirements prior to getting licensed. The facility
should have another LALD or Permitted individual
listed as the Director of Record; however,
BELTSS has no other individual listed for this
facility."

On March 12, 2024, at 10:22 a.m. the surveyor
checked LALD-D's director or record status on
the BELTSS website and noted he was not
affiliated or listed as the director or record for the
licensee.

On March 12, 2024, at 10:52 a.m. the surveyor
attempted to contact LALD-D via email and
phone message to confirm his LALD
responsibility to the licensee.

On March 13, 2024, at 11:30 a.m. LALD-D called
the surveyor and stated he was serving as the
licensee's LALD and was the LALD mentor for
M-A. He stated he was not aware he needed to
be listed as the director of record for the licensee
and would immediately contact BELTSS to
complete this.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

0470 144G.41 Subdivision 1 Minimum requirements 0470
SS=F

Minnesota Department of Health
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0470 | Continued From page 3 0470

(11) develop and implement a staffing plan for
determining its staffing level that:

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

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

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

(i) awake;

(i) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time:

(i) capable of communicating with residents;

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

(v) capable of following directions;

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the staffing
schedule was posted as required, potentially
affecting the licensee's current residents, staff,
and any 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

Minnesota Department of Health
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0470 | Continued From page 4 0470

resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

The licensee held an assisted living license. The
facility was licensed for a capacity of five and had
a current census of two residents receiving
Services.

On March 11, 2024, at 12:10 p.m. during a facility
tour, the surveyor reviewed the licensee's
postings. No staff schedule was observed.
Manager (M)-A stated he usually had the
schedule posted on a dry erase board located in
the dining area. The dry erase board was blank
with no information written on it.

The licensee's Staffing policy dated May 20,
2023, indicated a daily staffing schedule was
prepared by the clinical nurse supervisor and
addressed: Home health aide work schedules for
each home health aide showing all work shifts
with days/hours worked, the home health aide's
resident assignments or work location, and
indicated the schedule was posted at the
beginning of the shift in a central location in each
building, If applicable, accessible to staff,
residents, volunteers and the public.

No further information was provided.

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

Minnesota Department of Health
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0480| 144G.41 Subd 1 (13) (i) (B) Minimum 0 480

SS=F | requirements

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

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated March 19, 2024, 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.

0 510| 144G.41 Subd. 3 Infection control program 0510
SS=D
(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.

Minnesota Department of Health
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0510 | Continued From page 6 0510

(b) The facility's infection control program must be
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 establish and
maintain an effective infection control program
that complies with accepted health care, medical
and nursing standards for infection control related
to glove use and handwashing by one of one
unlicensed personnel (ULP-C) during medication
administration.

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:

The licensee failed to ensure removal of gloves
and proper handwashing occurred between the
steps of setting up and administration of
medications.

On March 11, 2024, at 1:45 p.m. ULP-C donned
gloves from the upstairs closet, went downstairs
to the office where the medication cabinet was

Minnesota Department of Health
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0510 | Continued From page 7 0510

located, obtained the medication cabinet keys,
obtained R1's medication package, locked the
cabinet, returned to the upstairs, documented on
the computer, and continued to the kitchen to get
a drink and then went to R1's room and
administered his medications. ULP-C kept the
same gloves on throughout the entire process
and touched multiple surfaces.

On March 12, 2024, at 9:42 a.m. ULP-C indicated
he was ready to set up R1's morning
medications. ULP-C went to the closet and
donned gloves, went to the lower level to the
office, unlocked the medication cabinet, obtained
R1's prefilled medication package, returned to the
upper level, checked the electronic medication
administration record (eMAR), documented the
set up, and went to R1's room. R1 requested a
drink from the kitchen. With the same gloves,
ULP-C went to the kitchen, got R1 a soda,
returned to R1's room and administered the
medications. Following the medication
administration, ULP-C returned to the computer
and finished documenting the medication
administration. Wearing the same gloves, ULP-C
went to the kitchen and prepared and served
breakfast to R1.

With each observation, ULP-C used one set of
gloves, touched multiple surfaces between the
steps of medication set up, medication
administration, and with preparing and serving
breakfast.

On March 12, 2024, at 11:20 a.m. ULP-C stated
he had not thought about the various surfaces he
had touched throughout the process of
medication set up, documenting, medication
administration and preparing/serving food.

On March 12, 2024, at 1:45 p.m. clinical nurse

Minnesota Department of Health
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0510 | Continued From page 8 0510

supervisor (CNS)-B stated his expectation was
for staff to remove gloves, complete proper hand
hygiene, reapply gloves, if necessary, remove
them when completing the task and complete
hand hygiene again.

The licensee's Infection Control policy dated April
22, 2023, indicated staff would wash hands prior

to and following medication administration, before
preparing and serving food, and before and after

treatments.

No other information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 630| 144G.42 Subd. 6 (b) Compliance with 0 630
SS=F | requirements for reporting ma

(b) The facility must develop and implement an
individual abuse prevention plan for each
vulnerable adult. The plan shall contain an
individualized review or assessment of the
person's susceptibility to abuse by another
individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure an individual
abuse prevention plan (IAPP) was developed to
include the required content for the licensee's two

Minnesota Department of Health
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0630 | Continued From page 9 0630
residents (R1, R2).

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:

R1
R1's diagnoses included anxiety disorder,
depression, and alcohol dependence.

R1 was admitted to the assisted living facility on
July 12, 2023.

R1's Service Plan Addendum dated September 5,
2023, indicated he received medication
management, housekeeping, meal preparation,
and activity assistance.

On March 11, 2023, at 1:45 p.m. unlicensed
personnel (ULP)-C assisted R1 with medication
administration.

R1's IAPP dated February 5, 2024, indicated he
received 24-hour services by the licensee and
needed assistance by his case manager for
management of his finances. R1's IAPP (in the
section labeled safety), indicated he was not at
risk to be abused. Additionally, R1's IAPP lacked
an indication of his susceptibility to abuse others
including other vulnerable adults, and any
interventions to minimize the risk of abuse to
others, or his risk for abuse by others.

Minnesota Department of Health
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R2
R2's diagnoses included depression and bi-polar
disorder.

R2 was admitted to the assisted living facility on
August 3, 2023.

R2's Service Plan dated August 3, 2023,
Indicated he received meal assistance,
housekeeping, behavior management, safety
checks, and activity assistance.

On March 11, 2023, at 11:00 a.m. ULP-C was
observed providing R2 lunch in his room.

R2's IAPP dated September 6, 2023, indicated he
needed 24-hour supervision, assistance with
managing finances, and behavior management.
R2's IAPP (in the section labeled safety),
indicated R2 was not vulnerable to abuse.
Furthermore, R2's |APP lacked an indication to
his susceptibility to abusing others, including
other vulnerable adults, and lacked interventions.

On March 13, 2024, at 12:50 p.m. clinical nurse
supervisor (CNS)-B stated R1 and R2 were both
vulnerable adults and were susceptible to abuse
by others. He stated he would need to correct
both IAPPs to address their susceptibilities to
abuse and indicate their susceptibility to abusing
others and implement interventions to minimize
the risks.

The licensee's Vulnerable Adult policy dated April
22, 2023, indicated the plan would include an
individualized review or assessment of the
person's risk of being abuse and the person's risk
of abusing other vulnerable adults and specific
measures to be taken to minimize the risk for
Minnesota Department of Health
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abuse by others and to others including other
vulnerable adults.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0660| 144G.42 Subd. 9 Tuberculosis prevention and 0 660
SS=F | control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to maintain a
tuberculosis (TB) prevention program based on
the most current guidelines issued by the Centers
for Disease Control and Prevention (CDC), which
iIncluded documentation of completion of a
two-step TST (tuberculin skin test) or other
evidence of TB screening such as a blood test,
for one of one employee (unlicensed personnel

Minnesota Department of Health
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(ULP)-C). This had the potential to affect all
residents in the facility.

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

The findings include:

The licensee's TB risk assessment dated
September 11, 2023, indicated the licensee was a
low risk.

ULP-C was hired on January 13, 2024, to provide
direct care services.

On March 12, 2024, at 9:42 a.m. ULP-C was
observed to set up and administer medications to
R1.

ULP-D's employee record included a symptom
screening dated January 13, 2024. ULP-C's
employee record included a TST result dated
January 29, 2023, which showed negative for TB.
His employee record also included a
QuantiFERON test dated January 23, 2023;
however, both sets of testing were dated over a
year ago and not at the time of hire.

On March 12, 2024, at 3:00 p.m. manager (M)-A
reviewed ULP-C's employee file and stated
ULP-C needed to be retested for TB.

The licensee's Tuberculosis Screening and

Minnesota Department of Health
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Prevention policy dated April 22, 2023, indicated
baseline testing would be completed upon hire for
all direct care providers and anyone who has
direct contact with the residents.

No further information was provided.

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

0 790| 144G.45 Subd. 2 (a) (2)-(3) Fire protection and 0790
SS=F | physical environment

(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 install and maintain the portable fire
extinguishers as required by statute. This
deficient condition 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

Minnesota Department of Health
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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 March 11, 2024, at 12:10 p.m., survey staff
toured the home with manager (M)-A. During the
tour, survey staff observed the following:

1. Tags or labels were not attached to the
portable fire extinguishers showing annual
maintenance had been performed by certified
service personnel.

2. Tags or labels were not attached to the
portable fire extinguishers showing monthly
iInspections had been completed. Fire
extinguisher inspections must be conducted
every month to ensure each extinguisher is in its
designated place, it has not been tampered with,
and there is no obvious physical damage or
condition that would interfere with its use or
operation.

3. Both portable fire extinguishers were located in
the kitchen area on the main floor. A fire
extinguisher was not installed in the basement.
The distance from the nearest kitchen fire
extinguisher to bedroom 5 in the basement
measured eighty-three feet, this travel distance
exceeded seventy-five feet.

During an interview on March 13, 2024, at 11:00
a.m., (M)-A verified the fire extinguishers had not
received annual maintenance and monthly
iInspections. M-A verified a fire extinguisher was
not installed in the basement.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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0 800| 144G.45 Subd. 2 (a) (4) Fire protection and 0 800

SS=F | physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide the physical environment in a
continuous state of good repair and operation
with regard to the health, safety, and well-being of
the residents. 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:

1. The interior door leading from the home into
the attached garage (with no service door) was
inappropriately designed as an exit on the
emergency floor plan. Emergency exits are
required to lead directly to the exterior of the
building and not through a higher hazard room.
2. The emergency floor plan inappropriately

Minnesota Department of Health
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directs occupants to exit the home from the
dining room to a deck enclosed by railings.

3. The emergency floor plan inappropriately
directs occupants to exit the home from the
basement office to the backyard. The basement
office was observed to be locked when not in use
by the manager. Designated exits must not be
located behind doors that are sometimes kept
locked.

All paths of egress must provide unobstructed
exiting.

During an interview on March 13, 2024, at 11:00
a.m., (M)-A verified the emergency floor plan
required revision, and stated the licensee would
remove the exit labels from these doors.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 810| 144G.45 Subd. 2 (b)-(f) Fire protection and 0810
SS=F | physical environment

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall

Minnesota Department of Health
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receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.

(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.

(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
Include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.

(f) Evacuation drills are required for employees
twice per year per shift with at least one
evacuation drill every other month. Evacuation of
the residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to develop a fire safety and
evacuation plan with the required content, make
the plan readily available, and provide required
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 March 12, 2024, manager (M)-A provided
documents on the fire safety and evacuation plan
(FSEP), fire safety and evacuation training, and
employee evacuation drills for the facility.

Minnesota Department of Health
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FIRE SAFETY AND EVACUATION PLAN

During an interview on March 13, 2024, at 11:00
a.m., M-A, stated the FSEP was stored in the
office which was sometimes kept locked. M-A
verified the FSEP was not located in a central
location for all staff and resident accessibility.

The FSEP included a fire safety policy dated May
22, 2023. This policy was a template and had not
been developed for use at this facility.

The FSEP fire safety policy included standard
employee procedures but failed to provide
specific employee actions to take in the event of a
fire or similar emergency relative to the facility's
building layout and environmental risks. The
employee actions for fire were limited to the
acronym RACE (Remove, Alarm, Confine, and
Extinguish or Evacuate).

The FSEP fire safety policy did not identify
specific fire protection procedures for residents
evident by limited instructions directing residents
to stoop or crawl to avoid smoke. No additional
fire protection procedures necessary for residents
were included.

The FSEP fire safety policy directs employees to
evacuate residents from the building but fails to
include information on where residents should
relocate to in the event of a fire.

The FSEP failed to provide specific procedures
for resident movement and evacuation during a
fire or similar emergency including the unique
needs of residents evident by a lack of these
procedures in the plan.

During an interview with survey staff on March 13,
2024, at 11:00 a.m., M-A verified the FSEP was a
template and required more detail. M-A stated
residents would relocate to the front of the home
In the event of an evacuation and verified this was
not included in the FSEP.

DRILLS

Record review indicated the licensee failed to
Minnesota Department of Health
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conduct evacuation drills for employees twice per
year, per shift with at least one evacuation drill
every other month as evident by fire drill reports
lacking the required frequency and detail. Fire drill
reports dated 08/15/2023, 11/10/2023, and
02/14/2024 were provided for review. The shift
and names of the employees who participated in
these drills were not recorded. During an
interview with survey staff on March 13, 2024, at
11:00 a.m., M-A verified the evacuation drill
frequency was not met and that additional
information needed to be recorded on the drill
logs.

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

01370| 144G.61 Subd. 2 (a) Training and evaluation of 01370
SS=D | unlicensed personn

(a) Training and competency evaluations for all
unlicensed personnel must include the following:
(1) documentation requirements for all services
provided;

(2) reports of changes in the resident's condition
to the supervisor designated by the facility;

(3) basic infection control, including blood-borne
pathogens;

(4) maintenance of a clean and safe
environment;

(5) appropriate and safe techniques in personal
hygiene and grooming, including:

(1) hair care and bathing;

(if) care of teeth, gums, and oral prosthetic
devices;

(i) care and use of hearing aids; and

(iv) dressing and assisting with toileting;

(6) training on the prevention of falls;

(7) standby assistance techniques and how to

Minnesota Department of Health
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perform them;

(8) medication, exercise, and treatment
reminders;

(9) basic nutrition, meal preparation, food safety,
and assistance with eating;

(10) preparation of modified diets as ordered by a
licensed health professional;

(11) communication skills that include preserving
the dignity of the resident and showing respect for
the resident and the resident's preferences,
cultural background, and family;

(12) awareness of confidentiality and privacy;
(13) understanding appropriate boundaries
between staff and residents and the resident's
family;

(14) procedures to use in handling various
emergency situations; and

(15) awareness of commonly used health
technology equipment and assistive devices.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure training and competency
evaluations for the required topics were
completed by one of one unlicensed personnel
(ULP-C) prior to providing direct cares.

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:

Minnesota Department of Health
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ULP-C had a hire date of January 13, 2024, and
provided direct care services under the licensee's
assisted living license.

On March 12, 2024, at 1:45 p.m. ULP-C set up
and administered R1's medications.

ULP-C's record lacked evidence of training prior
to providing services for the following:

- maintenance of a clean and safe environment;

- training on the prevention of falls; and

- awareness of commonly used health technology
equipment and assistive devices.

On March 13, 2024, at 12:45 p.m. clinical nurse
supervisor (CNS)-B stated, "What is listed in
R-tasks (the licensee's electronic medical record
system) and Educare (the licensee's online
training system) are the trainings and
competencies that had been completed by the
unlicensed staff. | will review the requirements
and ensure the record includes the required
training/competencies.”

The licensee's Competency Training Evaluation
policy dated May 22, 2023, indicated home health
aides may not work for the licensee until they
have successfully passed the written and
demonstration competency evaluation, including
satisfactory completion of the following:

- maintenance of a clean and safe environment;

- training on the prevention of falls; and

- awareness of commonly used health technology
equipment and assistive devices

No further information provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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01380 144G.61 Subd. 2 (b) Training and evaluation of 01380
SS=D | unlicensed personn

(b) In addition to paragraph (a), training and
competency evaluation for unlicensed personnel
providing assisted living services must include:
(1) observing, reporting, and documenting
resident status:

(2) basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel;

(3) reading and recording temperature, pulse,
and respirations of the resident;

(4) recognizing physical, emotional, cognitive,
and developmental needs of the resident;

(5) safe transfer techniques and ambulation;
(6) range of motioning and positioning; and

(7) administering medications or treatments as
required.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure competency
training and evaluations were completed by one
of one unlicensed personnel (ULP-C) prior to
providing direct cares.

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).
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The findings include:

ULP-C had a hire date of January 13, 2024, and
provided direct care services under the licensee's
assisted living license.

On March 12, 2024, at 1:45 p.m. the surveyor
observed ULP-C set up and administered R1's
medications.

ULP-C's training record lacked evidence of the
following required training and competency topics
prior to providing services:
- basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must

be reported to appropriate personnel;
- reading and recording temperature, pulse, and
respirations of the resident;
- recognizing physical, emotional, cognitive, and
developmental needs of the resident; and
- range of motioning and positioning

On March 13, 2024, at 12:45 p.m. clinical nurse
supervisor (CNS)-B stated, "What is listed in
R-tasks (the licensee's electronic medical record
system) and Educare (the licensee's online
training system) are the trainings and
competencies as to what has been completed by
the unlicensed staff. | will review the requirements
and ensure the record includes the required
training/competencies.”

The licensee's Competency Training Evaluations
policy dated May 22, 2023, indicated home health
aides (HHA) providing assisted living services
and who have not completed a state-approved
formal training and competency evaluation
program will demonstrate competency through
the following process: HHA may not work for the
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licensee until they have successfully passed the
written and demonstration competency
evaluation, including satisfactory completion of
the following:
-basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must

be reported to appropriate personnel; and
-recognizing physical, emotional, cognitive, and
developmental needs of the resident
The following topics must be completed by a
practical skills test:
-Range of motion and positioning; and
-Reading and recording temperature, pulse, and
respirations

No further information provided.

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

01640] 144G.70 Subd. 4 (a-e) Service plan, 01640
SS=D | 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
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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 the service
plan included a signature or other authentication
by the facility to document agreement on the
services provided for one of two residents (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, 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:

On March 11, 2024, at 10:45 a.m. during the
entrance conference, manager (M)-A stated
nursing created and updated the Service Plans.

R1 was admitted to the assisted living facility on
July 12, 2023.

On March 11, 2024, at 1:45 p.m. unlicensed
personnel (ULP)-C assisted R1 with medication
administration.

R1's Service Plan Addendum dated September 5,
Minnesota Department of Health
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2023, indicated he received medication
management, housekeeping, meal preparation
and activity assistance.

R1's Service Plan lacked a signature by the
facility representative to document agreement on
the services provided to R1.

The licensee's Service Plan policy dated May 22,
2023, indicated the initial service plan and any
revisions are signed by a representative from
(facility name) and the resident or resident's
representative, indicating agreement with the
services to be provided.

No further information was provided.

TIME PERIOD TO CORRECT- Twenty-one (21)
days.

01700 144G.71 Subd. 2 Provision of medication 01700
SS=D | management services

(a) For each resident who requests medication
management services, the facility shall, prior to
providing medication management services, have
a registered nurse, licensed health professional,
or authorized prescriber under section 151.37
conduct an assessment to determine what
medication management services will be
provided and how the services will be provided.
This assessment must be conducted face-to-face
with the resident. The assessment must include
an identification and review of all medications the
resident is known to be taking. The review and
identification must include indications for
medications, side effects, contraindications,
allergic or adverse reactions, and actions to
address these issues.
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(b) The assessment must identify interventions
needed in management of medications to prevent
diversion of medication by the resident or others
who may have access to the medications and
provide instructions to the resident and legal or
designated representatives on interventions to
manage the resident's medications and prevent
diversion of medications. For purposes of this
section, "diversion of medication” means misuse,
theft, or illegal or improper disposition of
medications.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure residents
were assessed for self-administration of
medications for one of one resident (R1);
additionally, the licensee failed to include all
required content in R1's medication assessment.

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 March 11,
2024, at 10:45 a.m. manager (M)-A confirmed the
licensee provided medication management
services to the residents at the facility.

R1's diagnoses included anxiety disorder,
depression, and alcohol dependence.
Minnesota Department of Health
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R1's Service Plan Addendum dated September 5,
2023, indicated he received medication
management and unlicensed staff administered
medications three times daily.

R1's Medication Administration Record dated
March 2024, included one medication for bipolar
agitation (a mental health condition that causes
extreme mood swings between emotional highs
and lows), one for alcohol dependence, three for
sleep, one for bowel/constipation, one for anxiety,
one for depression, one for gastric reflux and four
supplements.

On March 11, 2023, at 1:45 p.m. unlicensed
personnel (ULP)-C assisted R1 with medication
administration. During the medication
administration, ULP-C noted a preset package of
medications on R1's bedpost. ULP-C asked R1
when the medications were supposed to have
been taken. R1 stated he had forgotten to take
them from the previous evening's medication
time.

R1's medication package dated March 10, 2024,
for the time of "bedtime" included:

-two tablets-quetiapine 400 milligrams (mg) for
agitation;

-two tablets-quetiapine 100 mg;

-two tablets-duloxetine 60 mg for depression;
-two tablets-Trazodone 300 mg for sleep;

-one tablet-Senna 8.6-50 mg for constipation;
-one tablet-mirtazapine 15 mg for depression;
and

-one tablet-buspirone 10 mqg for agitation

R1's assessment dated February 5, 2024, in the
section labeled "Medication Admin", identified
R1's medications were set up by the pharmacy
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and R1 needed staff to remind him to take
medications at the scheduled time. In the section
labeled Medications, indicated an assessment to
Include the comment, "medications reviewed with
[R1] and verified with the list from the primary
doctor."

R1's Medication Assessment dated February 5,
2024, lacked the following:

-a clear indication of the medication services that
were provided for R1;

-an assessment for R1's ability for
self-administration of medications; and

-the required content to include interventions
needed in management of medications to prevent
diversion of medication by the resident or others
who may have access to the medications.

On March 11, 2024, at 2:00 p.m. ULP-C and M-A
stated staff were to administer medications;
however, sometimes R1 was not ready to take his
medications when they were provided, and staff
left them with him to take when he was ready.
Staff were to remind him to take them and verify
they had been taken.

On March 12, 2024, at 1:45 p.m. clinical nurse
supervisor (CNS)-B stated he had not assessed
R1 for R1's ability to self-administer medications.

The licensee's Medication Assessment policy
dated May 22, 2023, indicated prior to providing
medication management services, the licensee
will provide an assessment by a registered nurse
(RN) to determine what medication management
services will be provided and how they will be
implemented. Additionally, the assessment would
include interventions needed in management of
medications to prevent the potential for diversion
of medications by the resident or others with
Minnesota Department of Health
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access to it.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01730 144G.71 Subd. 5 Individualized medication 01730
SS=F | management plan

(a) For each resident receiving medication
management services, the assisted living facility
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
iIndividualized medication management record for
each resident based on the resident's
assessment that must contain the following:

(1) a statement describing the medication
management services that will be provided;

(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions:

(3) documentation of specific resident instructions
relating to the administration of medications;

(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel,

(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and

(7) any resident-specific requirements relating to
documenting medication administration,
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verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.

(b) The medication management record must be
current and updated when there are any
changes.

(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure an
iIndividualized medication management plan
iIncluded all required content for one of one
resident (R1) who received medication services.

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:

R1's diagnoses included anxiety disorder,
depression, and alcohol dependence.

R1's Service Plan Addendum dated September 5,
2023, indicated he received medication
management and unlicensed staff administered
medications three times daily.
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On March 11, 2023, at 1:45 p.m. unlicensed
personnel (ULP)-C assisted R1 with medication
administration. During the medication
administration, ULP-C noted a preset package of
medications on R1's bedpost. ULP-C asked R1
when the medications were supposed to have
been taken. R1 stated he had forgotten to take
them from the previous evening's medication
time.

R1's Medication Administration Record dated
March 2024, included one medication for bipolar
agitation (a mental health condition that causes
extreme mood swings between emotional highs
and lows), one for alcohol dependence, three for
sleep, one for bowel/constipation, one for anxiety,
one for depression, one for gastric reflux and five
supplements.

R1's Medication Plan dated February 5, 2024,
iIndicated medications were set up by the
pharmacy and staff to remind R1 to take
medications at the scheduled time.

-R1's Medication plan lacked the indication the
ULP administered medications three times daily.
Additionally, the plan lacked the required content
to include identification of medication
management tasks that may be delegated to
unlicensed personnel.

On March 12, 2024, at 1:40 p.m. clinical nurse
supervisor (CNS)-B indicated the licensee
administered R1's medications and he would
need to update R1's medication plan to reflect
this. Additionally, CNS-B indicated he was not
aware of the required content for the licensee's
medication plans and would review the policy to
update as needed.

The licensee's Service Plan for medication
Minnesota Department of Health
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management policy dated May 22, 2023,
iIndicated the written Medication Management
Plan included the following provisions:

-a statement describing the medication
management services to be provided
-description of medication management tasks to
be delegated to unlicensed personnel; and
-plans for staff notifying the licensed health
professional when/if a problem with medication
management services arises

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01820 144G.71 Subd. 13 Prescriptions 01820
SS=D
There must be a current written or electronically
recorded prescription as defined in section
151.01, subdivision 16a, for all prescribed
medications that the assisted living facility is
managing for the resident.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure current
written or electronically recorded prescriptions
were obtained for all medications the provider
managed for one of one 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, 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
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a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R1 was admitted to the assisted living facility on
July 12, 2023.

R1's Service Plan Addendum dated September 5,
2023, indicated he received medication
management with staff administering medications
three times dalily.

On March 11, 2024, at approximately 2:15 p.m.
the surveyor requested R1's signed physician
orders. The licensee provided the surveyor with a
signed order dated June 30, 2023, which included
the following medications:

-quetiapine 100 milligrams (mg)-one tablet by
mouth daily in the morning for bipolar disorder (a
mental health condition that causes extreme
mood swings between emotional highs and lows)
-buspirone 10 mg-one tablet by mouth three
times daily for anxiety

-naltrexone 50 mg-one tablet by mouth one time
daily for alcohol dependence

-quetiapine 400 mg-two tablets by mouth at
bedtime

-zolpidem 10 mg-one tablet by mouth at bedtime
as needed for sleep

-Cymbalta 60 mg capsule-one capsule by mouth
two times daily for depression

-Trazodone 300 mg-two tablets by mouth at
bedtime for sleep

R1's medication administration record (MAR)
dated March 2024, also included the following
medications:

-ferrous sulfate 325 milligrams-one tablet every
other day as a supplement
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-multivitamin-one tablet daily (as a supplement)
-folic acid 1000 micrograms (mcg)-one tablet
daily (as a supplement)

-Vitamin B 100 mg-one tablet daily (as a
supplement)

-Vitamin B12 500 mcg-one tablet daily (as a
supplement)

-Senna concentrate/docusate sodium 8.6-50 mg-
one tablet daily at bedtime (bowel/constipation)
-acetaminophen-two tablets by mouth every eight
hours as needed for mild pain

R1's record lacked signed physician orders for
the above listed medications.

On March 12, 2023, at 2:15 p.m. clinical nurse
supervisor (CNS)-B stated he thought the
licensee had physician orders for all of R1's
medications. CNS-B reviewed the signed orders
provided to the surveyor and indicated some
medication orders appeared to be missing.

The licensee's Prescriber's Orders policy dated
May 22, 2023, indicated written orders from an
authorized prescriber will be obtained for all
medications and treatments with which the
assisted living facility assists residents, including
over the counter medications.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01910 144G.71 Subd. 22 Disposition of medications 01910
SS=F
(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
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medication management services are no longer
part of the service plan. Medications for a
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.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to document in the resident's
record the disposition of the medication including

the required content for one of one discharged
resident (R3).

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:

R3's record indicated he began receiving assisted
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living services on June 6, 2023, and was
discharged October 2, 2023.

R3's Service Plan was requested but was not
received.

R3's Medication Administration Record (MAR)
was requested, but not received.

R3's Discharge Summary dated October 2, 2023,
iIndicated R3 discharged to a personal apartment.
The Discharge Summary indicated medications
at discharge included Lumigan eye drops,
Systane eye drops, tamsulosin, Timolol Maleate
eye drops, Cosopt eye drops, Latanoprost eye
drops, lisinopril, and Tylenol.

R3's Discharge Summary lacked the disposition
of the medication including the prescription
numbers, quantity, and to whom the medications
were given or an indication the medications were
disposed of by the licensee.

On March 13, 2024, at 12:59 a.m. clinical nurse
supervisor (CNS)-B stated he had was not aware
of all the required elements of medication
disposition and would create a more descriptive
medication disposition summary to include the
required content.

The licensee's Disposition and Disposal of
Medications policy dated May 22, 2023, upon
disposition, (the licensee) will document the
following information in the clinical record:

a. Name, strength, and prescription number of
medication, as applicable

b. Quantity

c. Method of disposition or to whom the
medications were given

d. Date of disposition
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e. Name(s)/signature(s) of staff or other
individuals involved in disposition

f. If applicable, to whom the medications were
given

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
STATE FORM

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: , COMPLETED
A. BUILDING:
39637 B. WING 03/13/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
311 BARCLAY STREET
ABOVE ASSISTED LIVING
SAINT PAUL, MN 55106
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
01910 | Continued From page 38 01910

0899 XUVJ11

If continuation sheet 39 of 39



Minnesota Department of Health
Food Pools & Lodging Services
P.O. Box 64975

DEPARTMENT St Paul, MN 55164-0975
OF HEALTH 651 201 4500
iype bl Food and Beverage Establishment b
Date: 03/19/24 _
Time:  11:47:15 Inspection Report
Report: 8058241067
— Location: — Establishment Info:
Above Assisted Living LLC ID #: 0042467
311 Barclay Street Risk:
St Paul, MN55106 Announced Inspection: No

Ramsey County, 62

— License Categories: — Operator:
Phone #:
Expires on: 12/31/24 oy

The violations listed 1n this report include any previously 1ssued orders and deficiencies 1dentified
during this inspection. Compliance dates are shown for each item.

The following orders were 1ssued during this inspection.

3-500C Microbial Control: date marking
3-501.17A4 ** Priority 2 **

MN Rule 4626.0400A Mark the refrigerated, ready-to-eat, TCS food prepared and held for more than 24 hours
in the food establishment using an effective method to indicate the date by which the food must be consumed on
the premises, sold, or discarded.

LEFT OVER ITEMS NOT MARKED WITH DATE
Comply By: 03/19/24

2-100 Supervision
2-102.12AMN
MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.

TRANSFER FOOD SAFETY CERTIFICATE TO STATE CFPM WITH PROVIDED APPLICATION (SENT
VIA EMAIL)

Comply By: 05/31/24

4-600 Cleaning Equipment and Utensils
4-601.11C

MN Rule 4626.0840C Clean non-food contact surfaces of equipment and maintain free of accumulations of
dust, dirt, food residue, and other debris.

CLEAN SHELVING OF SMALL UPRIGHT COOLER
Comply By: 03/19/24



Type:  Full Food and Beverage Establishment Fage &
Date: 03/19/24

Time:  11:47:15 Inspection Report

Report: 8058241067
Above Assisted Living LLC

Total Orders In This Report Priority 1 Priority 2 Priority 3
0 1 2

ESTABLISHMENT NOT ENTERED INTO ACES AT TIME OF INSPECTION. ACTUAL INSPECTION
TOOK PLACE ON 3/11/2024

HRD INSPECTOR DEB JACOBSON
ESTABLISHMENT REP. HAMZA BILLOW

DISH TEMPERATURE STICKER SENT VIA EMAIL AFTER INSPECTION WAS COMPLETED

NOTE: Plans and specifications must be submitted for review and approval prior to new construction, remodeling or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 8058241067 of 03/19/24.

Certified Food Protection Manager:

Certification Number: Expires: [/

Inspection report reviewed with person in charge and emailed.

Signed: Signed: '%/

Establishment Representative Aaron Gertz

Sanitarian 3
MDH Metro Office

651 201 4500
health.foodlodging(@state.mn.us




