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

ASSISTED LIVING PROVIDER LICENSING 
CORRECTION ORDER

In accordance with Minnesota Statutes, section 
144G.08 to 144G.95, this correction order is 
issued pursuant to a complaint investigation.

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

INITIAL COMMENTS:

#HL350193075C/#HL350191582M

On February 7, 2023, the Minnesota Department 
of Health conducted a complaint investigation at 
the above provider, and the following correction 
order is issued. At the time of the complaint 
investigation, there were four residents receiving 
services under the provider's Assisted Living 
license.

The following correction order is issued/orders 
are issued for 
#HL350193075C/#HL350191582M, tag 
identification 2350.

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 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 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 evaluators' 
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 
SUBDIVISION 1-3. 

 02350
SS=D

144G.91 Subd. 7 Courteous treatment

Residents have the right to be treated with 

 02350
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courtesy and respect, and to have the resident's 
property treated with respect

This MN Requirement  is not met as evidenced 
by:
Based on interviews and recorded video review, 
the facility failed to ensure residents were treated 
with courtesy and respect for one of two (R1) 
residents reviewed.

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

R1's medical record indicated R1 was admitted to 
the facility on November 29, 2019, with diagnoses 
that included quadriplegia, chronic suprapubic 
catheter (tube through the abdomen to the kidney 
to drain urine), attention-deficit, hyperactivity 
disorder, depression, anxiety, seizure disorder, 
insomnia, pressure ulcer wound. R1's care plan 
indicated R1 received services for medication 
management, reassurance checks, toileting and 
bathing assistance, transfer and repositioning 
assistance, and assistance with all activities of 
daily living. 

R1's vulnerability assessment undated, indicated 
R1 was vulnerable in the areas of anxiety and 
depression, inability to ambulate, range of motion, 
endurance, strength, and chronic conditions. The 
assessment also indicated R1 posed a potential 
risk to others because of his spitting and verbal 
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abuse towards others. 

Review of recorded video clips dated January 12, 
2023, from 6:27 a.m. to 6:30 a.m., indicated 
ULP-D and ULP-E were preparing to transfer R1 
from the bed to the wheelchair. R1 was turned on 
his side and he asked for a paper towel from 
ULP-D who stated "you can wait." R1 spit several 
times toward the legs of ULP-D and then stated, 
"good it is all over your pants." When ULP-D bent 
over to check his pants R1 spit again. ULP-D 
stood up and quickly pushed R1 away from him 
by his shoulder. ULP-D and R1 exchange words 
back and forth. ULP-D pulled a pillow from under 
R1's head without supporting his head and R1's 
head plopped down on the bed. R1 yells at 
ULP-D "dude you better stop!" R1 and ULP-D 
exchanged words.  

During an interview on February 27, 2023, at 3:03 
p.m., ULP-D stated R1 provoked him to raise his 
voice so that he can record him. ULP-D stated he 
did not argue with R1. ULP-D stated R1 spit on 
him, and his response to continue providing 
services to R1 and ULP-D reported the incident to 
the nurse.
 
The licensee's policy titled Home Care Bill of 
Rights undated, indicated residents have the right 
to be treated with courtesy and respect. 

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