
    

P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s   

Electronically Delivered

August 9, 2023

Licensee
Southview Senior Living
1984 Oakdale Avenue
West Saint Paul, MN  55118

RE: Project Number(s) SL30488015

Dear Licensee:

On August 2, 2023, the Minnesota Department of Health completed a follow-up survey of your facility
to determine if orders from the June 5, 2023, survey were corrected. This follow-up survey verified
that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

    
Jess Schoenecker, Supervisor
State Evaluation Team
Email: jess.schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 651-281-9796

JMD
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Electronically Delivered

July 14, 2023

Licensee
Southview Senior Living
1984 Oakdale Avenue
West Saint Paul, MN  55118

RE:  Project Number(s) SL30488015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on June 9, 2023, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, the MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

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

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

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

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

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
          § 144G.20.        
        
In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5), the MDH may impose fine amounts of either
$1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
The MDH may impose a fine of $1,000 for each substantiated maltreatment violation that consists of
abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2, 9, 17. The MDH
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also may impose a fine of $5,000 for each substantiated maltreatment violation consisting of sexual
assault, death, or abuse resulting in serious injury.  
  
In accordance with Minn. Stat. § 144G.31, Subd. 4 (b), when a fine is assessed against a facility for
substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.     

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

St - 0 - 2070 - 144g.81 Subd. 4 - Awake Staff Requirement - $3,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999,  the total amount you are
assessed is $3,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject
to appeal.

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

The correction order documentation should include the following:

� 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
resident(s)/employees that may be affected by the noncompliance.    

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

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

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

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
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submit information supporting your position(s).
Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

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

REQUESTING A HEARING
Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has
been assessed a fine under this subdivision has a right to a reconsideration or a hearing under this
section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the 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. Requests
for hearing may be emailed to:  Health.HRD.Appeals@state.mn.us.
    

To appeal fines via reconsideration, please follow the procedure outlined above.  Please note that you
may request a reconsideration  or a hearing, but not both.  

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

If you have any questions, please contact me.

Sincerely,

Jess Schoenecker, Supervisor
State Evaluation Team
Email: jess.schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 651-281-9796

HHH
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0 000 Initial Comments 0 000

******ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

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

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

INITIAL COMMENTS:
SL30488015-0

On June 5, 2023, through June 7, 2023, the
Minnesota Department of Health conducted a
survey at the above provider, and the following
correction orders are issued. At the time of the
survey, there were 68 active residents; 32
receiving services under the Assisted Living with
Dementia Care license.

Immediacy is removed as confirmed by surveyor
supervisor on June 7, 2023, at 4:24 p.m.,
however, the scope and level remain unchanged.

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

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

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

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

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

0 480

(13) offer to provide or make available at least the
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 Z6N311 If continuation sheet 1 of 36
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0 480 Continued From page 1

following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

0 480

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

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

The findings include:

Please refer to the included document titled, Food
and Beverage Establishment Inspection Report
dated June 5, 2023, for the specific Minnesota
Food Code deficiencies.

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

0 510 144G.41 Subd. 3 Infection control program
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.
(b)The facility's infection control program must be
consistent with current guidelines from the

0 510

Minnesota Department of Health
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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.

0 510

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure services
were provided according to accepted health care,
medical or nursing standards in regard to
infection control for one of two employees
(unlicensed personnel (ULP)-G).

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:

On June 5, 2023, at 10:38 a.m., during the
entrance conference, licensed assisted living
director (LALD)-D stated the licensee provided
medication management services to residents.

On June 6, 2023, at 6:59 a.m., the surveyor
observed ULP-G provide scheduled morning
medication administration to R6. ULP-G took out
R6's weekly mediplanner (a multicompartment
container for storing scheduled doses of
medications), opened the Tuesday morning slot
and flipped over the mediplanner for the

Minnesota Department of Health
STATE FORM 6899 Z6N311 If continuation sheet 3 of 36
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medications to go into a plastic cup. During the
process, another slot opened on the mediplanner
and one medication fell onto R6's kitchen floor.
ULP-G stated, "five second rule, right?", picked
up the medication off the floor, placed it back into
the slot it fell out of on the mediplanner and
placed the mediplanner back into R6's locked
cupboard.

0 510

On June 6, 2023, at 11:56 a.m., director of
nursing (DON)-A stated if a medication were to
fall on the floor, the ULP should contact the nurse
for proper destruction of the medication and an
incident report would be filled out.

The licensee's 7.06 Medication Loss or Spillage
policy dated August 1, 2021, indicated when a
spillage of a medication occurs a notation must
be made in the resident's record explaining the
spillage and the actions taken. In addition, a
medication error report form must be completed,
and staff would notify the registered nurse.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 970 144G.50 Subd. 5 Waivers of liability prohibited
SS=C

The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
include any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

0 970

Minnesota Department of Health
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0 970 Continued From page 4 0 970

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the assisted living
contract did not include language waiving the
facility's liability for personal property of a
resident. This had the potential to affect all
residents.

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

The findings include:

The licensee's assisted living contract dated May
2023, included one clause that indicated the
resident would waive the licensee's liability for
personal property of the resident. Page 11-12,
section 18, of the contract indicated the resident
agreed that the provider was not responsible for
any loss or damage to the resident's personal
property due to any reason or cause, including
theft, other than provider's own negligence.

On June 7, 2023, at 8:31 a.m., licensed assisted
living director (LALD)-D confirmed the same
assisted living contract was used for all residents
at the facility. LALD-D stated section 18 of the
assisted living contract indicated the resident
waived the facility's liability for personal property.

No further information was provided.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty-One
(21) days

0 970

01540 144G.64 (a) TRAINING IN DEMENTIA CARE
SS=F REQUIRED

01540

(3) for assisted living facilities with dementia care,
direct-care employees must have completed at
least eight hours of initial training on topics
specified under paragraph (b) within 80 working
hours of the employment start date. Until this
initial training is complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care and who can act as a resource
and assist if issues arise. A trainer of the
requirements under paragraph (b) or a supervisor
meeting the requirements in clause (1) must be
available for consultation with the new employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure one of two employees
(licensed practical nurse (LPN)-C) received the
required amount of dementia care training in the
required time frame.

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

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

01540

The findings include:

LPN-C was hired on April 24, 2023, to provide
direct care to the residents.

LPN-C's employee record documented LPN-C
had completed 4.75 hours of dementia training.
LPN-C's employee record lacked the required
eight (8) hours of dementia training within 80
hours of the employee's start date.

On June 5, 2023, at 2:00 p.m., licensed assisted
living director (LALD)-D stated LPN-C had
worked over 80 hours since LPN-C's start date in
April. LALD-D stated she spoken to human
resources and any licensed staff hired would only
have 4.75 hours of dementia training assigned at
their hire date.

The licensee's 5.03 Dementia Training policy
dated August 1, 2021, indicated direct care
employees would complete eight hours of initial
training within 80 hours of the employment start
date.

No further information was provided.

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

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

01640

(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.

Minnesota Department of Health
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(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 Disabilities.
(c) The facility must implement and provide all
services required by the current service plan.
(d) The service plan and the revised service plan
must be entered into the resident record,
including notice of a change in a resident's fees
when applicable.
(e) Staff providing services must be informed of
the current written service plan.

01640

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure the service
plan was revised to reflect the current services
provided for two of three residents (R2, R3)
receiving treatments and/or therapies.

This practice resulted in a level two violation (a
violation that did not harm a client'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:
Minnesota Department of Health
STATE FORM 6899 Z6N311 If continuation sheet 8 of 36
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R2
During interview and observation on June 6,
2023, at 9:30 a.m., the surveyor observed a black
protection boot with velcro straps on R2's right
foot. R2 stated s/he had been wearing boots for
about a year since his/her toes had been
amputated on the right foot. R2 stated the large
boot was for day use and a softer, smaller one
was used for night use. R2 stated s/he received
assistance with cares below the waist including
donning/doffing (applying/removing) boots.

R2's diagnoses included cerebral vascular
accident (stroke) with right sided paralysis, type
two diabetes, congestive heart failure, cellulitis
(skin infection) of right lower limb, and
generalized anxiety disorder.

R2's prescriber orders dated April 24, 2023,
included an order for R2 to wear offloading shoes
every day to relieve the pressure from the wound.
The orders also included bathroom privileges and
transfers only with "PO" shoe.

R2's Service Plan last revised on June 5, 2023,
lacked treatment and/or therapy service for
donning/doffing boots.

During interview on June 7, 2023, director of
nursing (DON)-A stated the service for R2's boots
should have been listed on the service plan.

R3
On June 6, 2023, at 9:42 a.m., the surveyor
observed unlicensed personnel (ULP)-G provide
a bed bath to R3. The surveyor noted a protection
boot on R3's shelf. ULP-G and R3's family
member stated R3 no longer wore the protection
boot.

Minnesota Department of Health
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R3's diagnoses included dementia with behavior
disturbances and depression.

R3's prescriber orders dated May 15, 2023,
included an order for a Rooke boot (boot used to
protect an extremity and allowing healing) for
R3's left lower extremity.

R3's Registered Nurse (RN) evaluation/Face to
Face assessment dated May 5, 2023, indicated
R3 should consider a Rooke boot to use on the
left lower extremity.

R3's Service Plan dated May 12, 2023, indicated
R3 should always wear the Rooke boot on left
foot with the exception of it being taken off one
hour twice daily.

On June 7, 2023, at 10:04 a.m., regional director
of nursing (RDON)-I stated the ULP must have
been informed about no longer using the Rooke
boot possibly last Friday and did not inform the
nurse, so the service plan was not updated.

The licensee's 6.09 Service Plan Modifications
policy dated August 1, 2021, indicated the service
plan needed to be modified due to a change in a
prescriber's order or a change in the resident's
needs.

The licensee's 7.19 Medication & Treatment
Orders policy dated August 1, 2021, indicated
changes in orders are addressed in the resident's
service plan and are communicated to the other
staff.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-One
Minnesota Department of Health
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(21) days

01640

01930 144G.72 Subd. 2 Policies and procedures
SS=D

(a) An assisted living facility that provides
treatment and therapy management services
must develop, implement, and maintain
up-to-date written treatment or therapy
management policies and procedures. The
policies and procedures must be developed
under the supervision and direction of a
registered nurse or appropriate licensed health
professional consistent with current practice
standards and guidelines.
(b) The written policies and procedures must
address requesting and receiving orders or
prescriptions for treatments or therapies,
providing the treatment or therapy, documenting
treatment or therapy activities, educating and
communicating with residents about treatments
or therapies they are receiving, monitoring and
evaluating the treatment or therapy, and
communicating with the prescriber.

01930

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to implement the
written treatment or therapy management policies
and procedures for notifying a registered nurse
(RN) when a blood glucose (BG) reading was
above 250, for one of one resident (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 an isolated scope (when one or a
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01930 Continued From page 11

limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

01930

The findings include:

R2 had a diagnosis of type II diabetes.

R2's Individualized Services Amendment signed
April 22, 2022, indicated R2 received treatment
assistance.

On June 6, 2023, at 11:30 a.m., during a
treatment observation, unlicensed personnel
(ULP)-E assisted R2 with BG monitoring by
placing the BG meter (Freestyle Libre) to the
sensor on the back of R2's left arm. The BG
result was 270.

On June 6, 2023, at 11:35 a.m., surveyor asked
ULP-E what the BG parameters were, and ULP-E
stated it was between 70-250. ULP-E showed
surveyor on the electronic device under R2's
service plan the parameters when to notify the
nurse. ULP-E proceeded to administer the
scheduled insulin in the back of left arm between
shoulder and elbow.

On June 7, 2023, at 9:50 a.m., surveyor asked
how s/he would notify the nurse of a BG reading
above or below the parameters. ULP-E stated the
result would be entered into the notes section
within treatment documentation and ULP-E would
notify the nurse in person or by telephone.

R2's prescriber orders dated April 24, 2023,
included an order for BG checks four times a day.

R5's Service Checkoff List dated May 1, 2023,
through May 31, 2023, indicated out of 124
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documented BG results, 73 were above 250,
seven (7) were "high" results, and four (4) were
either blank or marked "0" without documentation
indicating why.

01930

R2's Progress Notes dated May 31, 2023, on
9:13 a.m., a note was made by an RN
documented the following, "homecare nurse
came today to complete wound care for {R2}. She
wanted to let me know that she has noticed a
trend of both blood sugars and blood pressures
increasing." RN then documented, "PA increased
lantus to 60u daily and carvedilol to 6.25mg BID."

During interview on June 7, 2023, at 10:30 a.m.,
surveyor asked what a "high" result meant, and
director of nursing (DON)-A thought it meant the
BG result was above 500. DON-A stated there
wasn't any documentation why the results were
marked "0" or left blank. DON-A confirmed there
was no documentation indicating something was
being done about the high BG results until the
homecare nurse informed the nursing staff.

During interview on June 7, 2023, at 11:26 a.m.,
licensed practical nurse (LPN)-J stated when
ULP-J took on-call, a lot of the times ULPs notify
the nurse of high BG results. LPN-J said if the BG
meter read high, it meant the BG was above 600.
LPN-J stated s/he would determine if R2 was
symptomatic and ask ULP to recheck BG later.
LPN-J stated on May 28, 2023, s/he was
informed the BG monitoring sensor fell off R2's
arm and it could not be put back on until the next
day when a nurse was available. LPN-J stated R2
refused to have his BG checked via finger prick.

The FreeStyle Libre undated user guide indicated
"if HI appears on the reader, your reading is
higher than 400 mg/dL."
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The licensee's 7.29 Blood Sugar Testing-Single
Equipment Use policy dated August 1, 2021,
indicated staff would document the results of the
reading and notify the RN of any unusual results.

The licensee's 7.19 Medication & Treatment
Orders policy dated August 1, 2021, indicated the
following:
-licensed nurse would review all medication and
treatment orders for progress, effectiveness and
necessity on a regular basis and with resident
change of condition;
-licensed nurse would monitor and evaluate
medication and treatment/therapy orders and
services for effectiveness on a regular basis; and
-licensed nurse would communicate with the
prescriber to assure that the prescriber renews a
medication or treatment/therapy order at least
every 12 months, or more frequently as needed.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01940 144G.72 Subd. 3 Individualized treatment or
SS=E therapy managemen

01940

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include in the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
individualized treatment and therapy
management record for each resident which must
contain at least the following:

Minnesota Department of Health
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01940 Continued From page 14

(1) a statement of the type of services that will be
provided;
(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;
(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;
(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and
(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

01940

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to develop and
implement a treatment or therapy management
plan to include all required content for two of
three residents (R2, R4) who had treatment or
therapies managed by the licensee.

This practice resulted in a level two violation (a
violation that did not harm a client'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).
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The findings include:

During the entrance conference on June 5, 2023,
at 10:51 a.m., director of nursing (DON)-A stated
the licensee provided treatment and therapy
services to residents.

R2
R2's diagnoses included cerebral vascular
accident (stroke) with right sided paralysis, type
two diabetes, congestive heart failure, cellulitis
(skin infection) of right lower limb, and
generalized anxiety disorder.

R2's prescriber orders dated April 24, 2023,
included an order for R2 to wear offloading shoes
every day to relieve the pressure from the wound.
The orders also included bathroom privileges and
transfers only with "PO" shoe.

During interview and observation on June 6,
2023, at 9:30 a.m., surveyor observed a black
protection boot with velcro straps on R2's right
foot. R2 stated s/he had been wearing boots for
about a year since his/her toes had been
amputated on the right foot. R2 stated the large
boot was for day use and a softer, smaller one
was used for night use. R2 stated s/he received
assistance with cares below the waist including
donning/doffing (applying/removing) boots.

R2's record lacked a treatment plan including the
following required information:
-written statement of the treatment or therapy
(boots) that would be provided to R2;
-documentation of specific resident instructions
relating to the boots;
-identification of treatment or therapy task that
would be delegated to unlicensed personnel;
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01940 Continued From page 16

-procedures for notifying an RN when a problem
arose with the boots; and
-and resident-specific requirements relating to
documentation of treatment or therapy received,
verification that all treatment or therapy was
administered as prescribed, and monitoring of
treatment or therapy to prevent possible
complications or adverse reactions.

01940

During interview on June 7, 2023, unlicensed
personnel (ULP)-E indicated the treatment (boot)
service was not listed on the care plan. ULP-E
stated s/he was trained how to don the boot by a
homecare RN and just knew when and how to
apply the boots. ULP-E stated s/he had donned
the boots for quite some time.

During interview on June 7, 2023, at 10:30 a.m.,
director of nursing (DON)-A stated the treatment
should have been listed on the service plan.

R4
R4's diagnoses included diabetes, hypertension
(high blood pressure) and chronic pain.

R4's record lacked prescriber orders for
compression stockings.

On June 6, 2023, at 7:56 a.m., the surveyor
observed ULP-G provide medication
administration to R4. R4 was observed wearing
compression stockings on both legs. ULP-G
stated ULPs put on R4's compression stockings
daily.

R4's Service Plan dated February 11, 2023,
lacked procedures for notifying a registered nurse
(RN) or appropriate licensed health professional
when a problem arose with treatments.
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On June 7, 2023, at 10:45 a.m., regional director
of nursing (RDON)-I stated R4's service plan
included compression stockings, however lacked
information for when the ULP needs to notify the
RN.

01940

The licensee's 5.02 Competency Training
Evaluations policy dated August 1, 2021,
indicated when the task was appropriately
specific to the client, the registered nurse or
licensed health professional must document
instructions for the delegated tasks in the client's
record.

The licensee's 6.09 Service Plan Modifications
policy dated August 1, 2021, indicated the service
plan needed to be modified due to a change in a
prescriber's order or a change in the resident's
needs.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01950 144G.72 Subd. 4 Administration of treatments
SS=F and therapy

01950

Ordered or prescribed treatments or therapies
must be administered by a nurse, physician, or
other licensed health professional authorized to
perform the treatment or therapy, or may be
delegated or assigned to unlicensed personnel by
the licensed health professional according to the
appropriate practice standards for delegation or
assignment. When administration of a treatment
or therapy is delegated or assigned to unlicensed
personnel, the facility must ensure that the
registered nurse or authorized licensed health
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01950 Continued From page 18

professional has:
(1) instructed the unlicensed personnel in the
proper methods with respect to each resident and
the unlicensed personnel has demonstrated the
ability to competently follow the procedures;
(2) specified, in writing, specific instructions for
each resident and documented those instructions
in the resident's record; and

01950

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure, prior to
delegating nursing tasks, the registered nurse
(RN) trained the unlicensed personnel (ULP) in
the proper methods to perform the task or
procedure for each resident and failed to ensure
the ULP demonstrated the ability to competently
follow the procedure to perform the task for one
of two employees (ULP-E).

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:

ULP-E was hired on August 6, 2019, to provide
direct care services to residents.

During interview and observation on June 6,
2023, at 9:30 a.m., surveyor observed a black
protection boot with velcro straps on R2's right
foot. R2 stated s/he had been wearing boots for
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01950 Continued From page 19

about a year since his/her toes had been
amputated on the right foot. R2 stated the large
boot was for day use and a softer, smaller one
was used for night use. R2 stated s/he received
assistance with cares below the waist including
donning/doffing (applying/removing) boots.

01950

During interview on June 7, 2023, unlicensed
personnel (ULP)-E indicated the treatment (boot)
service was not listed on the service plan. ULP-E
stated s/he was trained how to don the boots by a
homecare RN and just knew when to apply the
boots. ULP-E stated s/he had been
donning/doffing the boots for quite some time.

ULP-E's employee record lacked a competency
for R2's protection boots.

On June 7, 2023, at 11:13 a.m., director of
nursing (DON)-A indicated there were no training
competencies for all staff regarding R2's
protection boots. DON-A stated the homecare RN
would have trained some staff, but training had
not been completed by the licensee for all staff
providing services to R2.

The licensee's 5.02 Competency Training
Evaluations policy dated August 1, 2021,
indicated when an RN or licensed health
professional staff of {licensee} delegates tasks,
prior to delegation of services they must make
certain the ULP is trained in proper methods to
perform the tasks or procedures for each
{resident} and are able to demonstrate the ability
to competently follow the procedures and perform
the tasks.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
Minnesota Department of Health
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days

01950

01960 144G.72 Subd. 5 Documentation of
SS=E administration of treatments

01960

Each treatment or therapy administered by an
assisted living facility must be in the resident
record. The documentation must include the
signature and title of the person who
administered the treatment or therapy and must
include the date and time of administration. When
treatment or therapies are not administered as
ordered or prescribed, the provider must
document the reason why it was not administered
and any follow-up procedures that were provided
to meet the resident's needs.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure treatment or
therapies were administered as directed, or to
document the reason they were not and any
follow up procedures that were provided to meet
the resident's needs for two of three residents
(R2, 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 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:

Minnesota Department of Health
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R2
During observation on June 6, 2023, at 11:35
a.m., ULP-E checked R2's blood glucose (BG)
using a FreeStyle Libre meter over arm sensor
located on back of left arm. Surveyor observed a
black boot with velcro wraps on R2's right foot
and a smaller black boot next to R2's bed on the
floor.

During interview on June 6, 2023, at 9:50 a.m.,
ULP-E stated s/he was trained by the homecare
nurse to don/doff (apply/remove) the boots and
had been doing this for a long time. ULP-E
confirmed it was not listed on the service plan
and just "knew to apply the boot."

R2's diagnoses included cerebral vascular
accident (stroke) with right sided paralysis, type
two diabetes, congestive heart failure, cellulitis
(skin infection) of right lower limb and generalized
anxiety disorder.

R2's prescriber orders dated April 24, 2023,
included an order for BG checks four times a day
and for R2 to wear offloading shoes every day to
relieve the pressure from the wound. The orders
also included bathroom privileges and transfers
only with "PO" shoe.

R2's Service Plan last revised on June 5, 2023,
indicated R2 required assistance with BG checks
and lacked treatment and/or therapy service for
donning/doffing boots.

R2's Service Checkoff List dated May 1, 2023,
through May 31, 2023, lacked documentation of
donning/doffing boots. The following dates lacked
documentation or explanation of missing BG
results:

Minnesota Department of Health
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-May 26, 2023, at 11:40 a.m.,
-May 29, 2023, at 8:00 a.m. and 11:40 a.m.; and
-May 31, 2023, at 4:40 p.m.

01960

During interview on June 7, 2023, at 10:30 a.m.,
director of nursing (DON)-A indicated if a
treatment service was not listed on the service
plan, then documentation of that service would
not be available.

During interview on June 7, 2023, at 11:26 a.m.,
licensed practical nurse (LPN)-J stated if it was
charted "0", it could mean it wasn't done. LPN-J
indicated on May 28, 2023, the BG sensor fell off
R2's arm and wasn't able to be replaced until the
next day but said the staff should have
documented why the blood glucose wasn't done.

R3
R3's diagnoses included dementia with behavior
disturbances and depression.

R3's service plan dated May 12, 2023, indicated
R3 received oxygen 2 liters (L) per minute via
nasal cannula continuous as needed for oxygen
saturations less than 90 percent (%).

On June 6, 2023, at 9:42 a.m., the surveyor
observed unlicensed personnel (ULP)-G provide
a bed bath for R3. ULP-G removed R3's oxygen
2L per minute via nasal cannula to wash R3's
face and then placed R3's oxygen back on.

R3's prescriber orders dated May 15, 2023,
included an order for oxygen 2L per minute via
nasal cannula for oxygen saturations less than
90%.

R3's assessment dated May 5, 2023, indicated
R3 had no respiratory issues and did not contain

Minnesota Department of Health
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an oxygen saturation reading.

01960

R3's record lacked evidence the nurse or ULPs
were checking R3's oxygen saturation levels and
documenting when oxygen was administered due
to oxygen saturation levels of less than 90%.

On June 7, 2023, at 10:04 a.m., regional director
of nursing (RDON)-I stated if a ULP observes R3
in respiratory distress they would contact the
nurse or hospice to come check R3's oxygen
saturation level. RDON-I stated ULPs do not
complete oxygen saturation readings for R3 and
oxygen in use is not documented in the resident
record.

The licensee's 7.20 Medications & Treatment
Record-Documentation & Refusal Policy dated
August 1, 2021, indicated any treatment
administered must be documented in the
resident's record including the date, time, quantity
of dosage, method of administration, signature
and title of the person who provided the
administration.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01970 144G.72 Subd. 6 Treatment and therapy orders
SS=D

There must be an up-to-date written or
electronically recorded order from an authorized
prescriber for all treatments and therapies. The
order must contain the name of the resident, a
description of the treatment or therapy to be
provided, and the frequency, duration, and other
information needed to administer the treatment or

01970
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therapy. Treatment and therapy orders must be
renewed at least every 12 months.

01970

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure up-to-date
written or electronically recorded orders were
maintained for one of three residents (R4) who
received treatments managed by the provider.

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:

During the entrance conference on June 5, 2023,
at 10:51 a.m., director of nursing (DON)-A stated
the licensee provided treatment and therapy
services to residents.

R4's diagnoses included diabetes, hypertension
(high blood pressure), and chronic pain.

R4's service plan dated February 11, 2023,
indicated services included assistance with
bathing, dressing, grooming, medication
administration, toileting, and compression
stockings (stockings worn on the legs to help
maintain blood flow and reduce swelling).

R4's record lacked prescriber orders for
compression stockings including frequency to be
worn.
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On June 6, 2023, at 7:56 a.m., the surveyor
observed unlicensed personnel (ULP)-G provide
medication administration to R4. R4 was
observed wearing compression stockings on both
legs and was confirmed by ULP-G.

On June 7, 2023, at 10:45 a.m., regional director
of nursing (RDON)-I stated the licensee was
unable to locate an order for R4's compression
stockings.

The licensee's 7.19 Medication & Treatment
Orders policy dated August 1, 2021, indicated the
registered nurse (RN) was responsible for
assuring current, authorized prescriber orders for
treatment administered by the staff were kept on
file in the resident's record.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02070 144G.81 Subd. 4 Awake staff requirement
SS=I

An assisted living facility with dementia care
providing services in a secured dementia care
unit must have an awake person who is
physically present in the secured dementia care
unit 24 hours per day, seven days per week, who
is responsible for responding to the requests of
residents for assistance with health and safety
needs, and who meets the requirements of
section 144G.41, subdivision 1, clause (12).

02070

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 one or more
persons were physically present and available 24
hours a day, seven days a week, who were
responsible for responding to requests for
assistance with health and safety needs of
residents in one of one secure dementia care
units. This had the potential to affect all residents
residing in the memory care unit.

02070

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

This practice resulted in an immediate order on
June 6, 2023, at approximately 1:55 p.m.

The findings include:

The licensee held an Assisted Living with
Dementia Care license with a capacity of 105
residents and had a current census of 68
residents (nine residents residing in the secured
unit, 59 residents residing in the non-secured
units.)

During the entrance conference on June 5, 2023,
at 10:57 a.m., licensed assisted living director
(LALD)-D and director of nursing (DON)-A stated
the facility's routine staffing schedule included
three unlicensed personnel (ULP) on the day shift
(6:00 a.m. to 2:30 p.m.); three ULP on the
evening shift (2:15 p.m. to 10:45 p.m.); and two
awake ULP on the night shift (10:30 p.m. to 7:00
a.m.).

Minnesota Department of Health
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On June 5, 2023, at 11:13 a.m., during a facility
tour, DON-A stated they have a secured memory
care unit which requires hitting an unlock button
outside the door to enter and a key-pad access
code to exit.

The physical layout of the facility was four floors
of resident apartments in an unsecured area.
Included on the first floor was secured memory
care unit unlock button outside the door to enter
and a key-pad access code to exit.

A review of the facility's staff schedules from
January 23, 2023, through June 5, 2023, noted
out of 134-night shifts; 134 night shifts had only
one ULP scheduled in the secure memory unit
and one ULP in the none secured area from
10:45 p.m. until 6:00 a.m.

On June 6, 2023, at 5:53 a.m., ULP-F stated she
worked fulltime on the night shift. ULP-F stated if
a fall occurred on unsecured assisted living side,
the ULP on the secured unit would leave the unit
unattended to go assist and then return to the
secured unit.

On June 6, 2023, at 6:21 a.m., ULP-H stated she
worked the night shift on the unsecured area of
assisted living. ULP-H stated she was the only
ULP at night and if a fall were to occur, ULP
would contact the ULP in the secured memory
unit to assist with the fall or let paramedics into
the building.

Review of R8's Resident Incident Report dated
February 1, 2023, at 2:30 a.m., indicated R8 was
found on the floor sitting next to the walker, the
ULP "called the second aide (ULP on the secured
memory unit) for assist, helped the res off the
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floor with 2 staff and transfer belt [sic]".

02070

On June 6, 2023, at 8:46 a.m., DON-A and
regional director of nursing (RDON)-L stated the
night shift ULP on the secured memory care unit
would leave the unit unattended to go assist with
a fall or open the door for the paramedics if
needed and then return back to the secured unit
to check on residents.

The licensee's Uniform Disclosure of Assisted
Living Services and Amenities (UDALSA) dated
August 2, 2022, indicated the number of direct
care staff typically scheduled for the night shift
was two. The facility was a secure unit or building
for wandering or exit-seeking behavior. In
addition, ULP were in the building and available to
respond to resident requests 24/7.

The licensee's Staffing Plan February 1, 2023,
was developed by the clinical nurse
supervisor/DON indicated the staffing plan is
based on ability of staff to timely meet the
residents' scheduled and reasonable foreseeable
unscheduled needs given the physical layout of
the facility premises and a secure memory care
unit.

The licensee's Physical Environment, Fire
Protection and Staffing dated August 1, 2021,
indicated an awake staff person would be
physically present within the secured units at all
times.

No further information was provided.

TIME PERIOD FOR CORRECTION: Immediate

Immediacy is removed as confirmed by surveyor
supervisor on June 7, 2023, at 4:24 p.m.,
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however, the scope and level remain unchanged.

02170 144G.84 SERVICES FOR RESIDENTS WITH
SS=F DEMENTIA

02170

(b) Each resident must be evaluated for activities
according to the licensing rules of the facility. In
addition, the evaluation must address the
following:
(1) past and current interests;
(2) current abilities and skills;
(3) emotional and social needs and patterns;
(4) physical abilities and limitations;
(5) adaptations necessary for the resident to
participate; and
(6) identification of activities for behavioral
interventions.
(c) An individualized activity plan must be
developed for each resident based on their
activity evaluation. The plan must reflect the
resident's activity preferences and needs.
(d) A selection of daily structured and
non-structured activities must be provided and
included on the resident's activity service or care
plan as appropriate. Daily activity options based
on resident evaluation may include but are not
limited to:
(1) occupation or chore related tasks;
(2) scheduled and planned events such as
entertainment or outings;
(3) spontaneous activities for enjoyment or those
that may help defuse a behavior;
(4) one-to-one activities that encourage positive
relationships between residents and staff such as
telling a life story, reminiscing, or playing music;
(5) spiritual, creative, and intellectual activities;
(6) sensory stimulation activities;
(7) physical activities that enhance or maintain a
resident's ability to ambulate or move; and
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(8) outdoor activities.

02170

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to have a
comprehensive evaluation for an activity plan with
all the required content for two of two residents
(R3, R6) who received services under an assisted
living with dementia care license. In addition, the
licensee failed to develop an individualized
activity plan based off the comprehensive
evaluation.

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

The findings include:

The facility held an assisted living with dementia
care license.

R3
On June 6, 2023, at 10:05 a.m., the surveyor
observed unlicensed personnel (ULP)-G provide
scheduled morning medication administration to
R3.

R3's diagnoses included dementia with behavior
disturbances and depression.

R3's [name of facility] Resident Activity/History
Assessment-13.01, dated August 13, 2018,
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identified R3's past hobbies, interests, and
emotional needs, however the evaluation did not
include the following:
- current abilities and skills;
- physical abilities and limitations;
- adaptations necessary for the resident to
participate; and
- identification of activities for behavioral
interventions.

02170

R6
On June 6, 2023, at 6:59 a.m., the surveyor
observed ULP-G provide scheduled morning
medication administration to R6.

R6's diagnoses included dementia, hypertension
(high blood pressure), and depression.

R6's [name of facility] Resident Activity/History
Assessment-13.01, dated October 8, 2018,
identified R6's past hobbies, interests, and
emotional needs, however the evaluation did not
include the following:
- current abilities and skills;
- physical abilities and limitations;
- adaptations necessary for the resident to
participate; and
- identification of activities for behavioral
interventions.

In addition, R3 and R6's record lacked the
development of an individualized activity plan.
Listed under Leisure Activities, on page two of the
facility's Resident Activity/History
Assessment-13.01, the following activities had
yes, no, or left blank on R3 and R6's assessment:
-Mind-Body (Tai-Chi, Yoga, Etc.);
-Creative Expression (dance, photography, art,
etc.);
-Social outings (concerts, parties, etc.);
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-Collecting (stamps, coins, etc.);
-Nature (animals, gardening, etc.);
-Other; and
-Customary routine(s) important to quality of life.

02170

On June 7, 2023, at 10:04 a.m., regional director
of nursing (RDON)-I stated the facilities Resident
Activity/History Assessment-13.01 was completed
by the activities director and the form was used
for all residents. RDON-I stated on page two of
the form under the section Leisure Activities was
the activity plan for each resident.

The licensee's 3.05 ALDC (assisted living
dementia care) Life Enrichment Programs,
Activities and Outdoor Space policy dated August
1, 2021, indicated each resident with dementia
would be evaluated for current abilities and skills,
physical abilities and limitations, adaptations
necessary for the resident to participate, and
identification of activities for behavioral
interventions. In addition, an individualized activity
plan would be developed for each resident.

No further information was provided.

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

02310 144G.91 Subd. 4 (a) Appropriate care and
SS=F services

02310

(a) Residents have the right to care and assisted
living services that are appropriate based on the
resident's needs and according to an up-to-date
service plan subject to accepted health care
standards.

This MN Requirement is not met as evidenced
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by:
Based on observation, interview and record
review, the licensee failed to ensure the care and
services were appropriate based on the needs of
residents who resided in the secure memory unit
(a unit with a button to press to enter the unit and
a keycode required to exit the unit) with regards
to safely storing sharp objects. This had the
potential to affect all nine residents, staff, and
visitors. In addition, the licensee failed to ensure
safe storage of oxygen.

02310

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:

The licensee held an assisted living with
dementia care license.

On June 5, 2023, at 10:30 a.m., during the
entrance conference director of nursing (DON)-A
stated the licensee provided services to residents
with dementia and other related disorders.

STORAGE OF SHARP OBJECTS
On June 6, 2023, at 7:05 a.m., the surveyor
observed unlicensed personnel (ULP)-G provide
assistance with toileting, bathing, grooming, and
dressing to R7. At 7:22 a.m., the surveyor
observed two pocketknives in a basket on the
kitchen ledge and one sharp kitchen knife sitting
on R7's kitchen counter. At 7:30 a.m., ULP-G
stated R7 had recently moved down to the
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memory care unit and whoever moved him down
here must have taken all his belongings, including
his pocketknives, and placed them in the
resident's room. ULP-G and R7 then exited the
resident's apartment and the door remained
open.

On June 6, 2023, at 8:39 a.m., DON-A stated no
weapons or sharp objects should be located in
the memory care unit and if the door was left
open all residents residing in the memory care
unit would have access to the knives.

The licensee's undated Memory Care HVA
(hazard vulnerability analysis) indicated for sharp
tools the mitigation would not allow sharp knives
and tools.

OXYGEN STORAGE
On June 6, 2023, at 9:42 a.m., the surveyor
observed two oxygen cylinders in R3's living room
standing upright, however not stored securely.
R3's family member stated they were waiting for
the oxygen supply company to come pick up the
empty cylinders.

On June 7, 2023, at 9:44 a.m., DON-A stated
oxygen cylinders should be stored properly
standing up in a holder or stand.

The Minnesota Department of Health (MDH)
Oxygen Cylinder Storage Requirements dated
April 16, 2020, based on the National Fire
Protection Association, Standard 99 (NFPA 99),
noted a common hazard in a health care facility is
storing and handling compressed oxygen in
cylinders. When storing oxygen cylinders, they
must be secured in racks or by chains to prevent
them from falling over.
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The licensee's 7.39 Oxygen policy dated August
1, 2021, indicated oxygen cylinders should
remain upright at all times.

02310

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Full
06/05/23
12:33:19
1021231151

Food  and Beverage  Establishment
Inspection  Report

Location:
Southview Senior Living
1984 Oakdale Avenue
West St Paul, MN55118
Dakota County, 19

Establishment  Info:
ID #: 0019077
Risk: High
Announced Inspection: Yes

Page 1

License  Categories: Operator:
Southview Senior Living/Nancy

Expires on: / /
Phone #: 6515544838
ID #: 39107

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

The following orders were issued during this inspection.

3-500B Microbial  Control:  hot  and  cold holding
3-501.16A2 ** Priority  1 **

MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical
refrigeration.
BUTTER CHIPS (77F) FOUND IN A CONTAINER MEASURED ABOVE 41F. LABEL MENTIONS TO
KEEP BUTTER CHIPS REFRIGERATED. UNABLE TO VERIFY HOW LONG THE BUTTER CHIPS
WERE OUT OF TEMPERATURE CONTROL. STAFF DISCARDED BUTTER CHIPS DURING
INSPECTION. CORRECTED ON-SITE.
Comply By: 06/05/23

3-500D Microbial  Control:  disposition  of food
3-501.18A ** Priority  1 **

MN Rule 4626.0405A Discard all TCS food prepared in the establishment or opened commercially packaged
food when the time exceeds 7 days from the preparation or opening date or if the container or package is not
marked.
AN OPEN CONTAINER OF PREPACKAGED HAM SALAD HAD A DATE MARK OF 5/6 AND
ANOTHER OPEN PREPACKAGED CONTAINER OF CHICKEN SALAD HAD A DATE MARK OF 5/20
FOUND IN THE WALK-IN COOLER. STAFF DISCARDED CONTAINERS DURING INSPECTION.
CORRECTED ON-SITE.
Comply By: 06/05/23
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4-600 Cleaning  Equipment  and  Utensils
4-601.11A ** Priority  2 **

MN Rule 4626.0840A Equipment food-contact surfaces and utensils must be clean to sight and touch.
CAN OPENER BLADE CONTAINS DRIED FOOD DEBRIS AND STICKY BUILD UP. CLEAN AND
SANITIZE CAN OPENER AFTER EACH USE.
Comply By: 06/05/23

Surface  and  Equipment  Sanitizers
Quaternary Ammonia: = 200PPM at Degrees Fahrenheit
Location: SANI BUCKET
Violation Issued: No

Quaternary Ammonia: = 400PPM at Degrees Fahrenheit
Location: THREE COMPARTMENT SINK DISPENSER
Violation Issued: No

Final Utensil Surface Temp: = at 165 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Hot Holding
Temperature: 179 Degrees Fahrenheit - Location: BREADED FISH - HOT WELLS
Violation Issued: No
Process/Item: Hot Holding
Temperature: 177 Degrees Fahrenheit - Location: MASHED POTATOES - HOT WELLS
Violation Issued: No
Process/Item: Hot Holding
Temperature: 180 Degrees Fahrenheit - Location: STEAMED VEGGIES - HOT WELLS
Violation Issued: No
Process/Item: Hot Holding
Temperature: 182 Degrees Fahrenheit - Location: PORK - HOT WELLS
Violation Issued: No
Process/Item: Cold Holding
Temperature: 41 Degrees Fahrenheit - Location: COCKTAIL SAUCE - SUPERIOR 2 DOOR COOLER
Violation Issued: No
Process/Item: Cold Holding
Temperature: 40 Degrees Fahrenheit - Location: BUTTER - SUPERIOR 2 DOOR COOLER
Violation Issued: No
Process/Item: Cold Holding
Temperature: 36 Degrees Fahrenheit - Location: COOKED SALMON - WALK-IN COOLER
Violation Issued: No
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Process/Item: Cold Holding
Temperature: 39 Degrees Fahrenheit - Location: EGG SALAD - WALK-IN COOLER
Violation Issued: No
Process/Item: Cold Holding
Temperature: 39 Degrees Fahrenheit - Location: BEEF AND VEGGIE SOUP - WALK-IN COOLER
Violation Issued: No
Process/Item: Hot Holding
Temperature: 161 Degrees Fahrenheit - Location: CORN CHOWDER SOUP - SOUP WELL
Violation Issued: No
Process/Item: Cold Holding
Temperature: 77 Degrees Fahrenheit - Location: BUTTER CHIPS - CONTAINER AT ROOM
TEMPERATURE *DISCARDED
Violation Issued: Yes
Process/Item: Cold Holding
Temperature: 40 Degrees Fahrenheit - Location: MILK - MEMORY CARE REFRIGERATOR
Violation Issued: No

Total Orders In This Report Priority 1
2

Priority 2
1

Priority 3
0

ALL FINDINGS ON THIS REPORT WERE DISCUSSED WITH VICE PRESIDENT OF CULINARY
SERVICES, JON TORMOEN, DIRECTOR OF CULINARY SERVICES, JOSHUA TORMOEN, AND
HEALTH REGULATION DIVISION NURSE EVALUATORS, ANNA BOHNEN AND SARA UMLAUF.
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 1021231151 of 06/05/23.

Certified Food Protection Manager:JOSHUA C. TORMOEN

Certification Number: FM14276 Expires: 06/07/26

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
JON TORMOEN
VP OF CULINARY SERVICES

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


