m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
December 17, 2024

Licensee

Rise Residential Services Sc
8424 Clinton Avenue South
Bloomington, MN 55420

RE: Project Number(s) SL39303016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on November 7, 2024, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, MDH noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota
Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute
Chapter 260E.

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

STATE CORRECTION ORDERS

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

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

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021



Rise Residential Services Sc
December 17, 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 I|dentify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.

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

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration

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

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

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

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

If you have any questions, please contact me.
Sincerely,

Renee Anderson, Supervisor

State Evaluation Team

Email: renee.anderson@state.mn.us
Telephone: 651-201-5871 Fax: 1-866-890-9290

JMD
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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0 000] Initial Comments 0 000
AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G.08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag." The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies" column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
failure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators ' findings is the
INITIAL COMMENTS: Time Period for Correction.

SL3930316-0
PLEASE DISREGARD THE HEADING

On November 5, 2024, through November 7, OF THE FOURTH COLUMN WHICH
2024, the Minnesota Department of Health STATES,"PROVIDER'S PLAN OF
conducted a full survey at the above provider, and CORRECTION." THIS APPLIES TO
the following correction orders are issued. At the FEDERAL DEFICIENCIES ONLY. THIS
time of the survey, there were five residents; all WILL APPEAR ON EACH PAGE.
receiving services under the provider's Assisted

Living license. THERE IS NO REQUIREMENT TO

SUBMIT APLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.

0 970| 144G.50 Subd. 5 Walivers of liability prohibited 0 970
SS=F

The contract must not include a waiver of facility

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0970 | Continued From page 1 0970

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
iInclude any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

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 health, safety, or personal
property for one of one resident (R1). This had
the potential to affect all residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
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 service plan dated April 4, 2024, indicated
R1 received services including assistance with
activities of daily living (ADLSs), housekeeping,
meals, behavior management, medication
management, and blood glucose monitoring.

R1's Assisted Living Contract signed April 4,
2024, included the following language indicating
waivers of liability:

-"Insurance Liability and Release. The resident
Minnesota Department of Health
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shall maintain at all times his or her own health,
personal property, liability, automobile (if
applicable), and other insurance coverages and
shall provide evidence of the same by copies of
binders or policies provided to [licensee] upon
request. The resident acknowledges that
[licensee] is not an insurer of the resident's
person or property.”

-"Premises Deemed Uninhabitable: If the property
IS deemed uninhabitable due to damage beyond
reasonable repair, the resident will be able to
terminate this Contract by written notice to
[licensee]. If said damage was due to the
negligence of the resident, the resident shall be
liable to [licensee] for all repairs and for the loss
of income due to restoring the premises back to a
livable condition in addition to any other losses
that can be proved by [licensee]."

On November 7, 2024, at 1:30 p.m., licensed
assisted living director (LALD-A) stated they were
unaware of the waiver of liability clause in the
licensee's contract and the same contract was
used for all residents residing within the facility.
_ALD-A stated the licensee would ensure the
waivers of liability would be corrected in current
resident contracts and all new resident contracts,
going forward.

No further information was provided.

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

01890 144G.71 Subd. 20 Prescription drugs 01890
SS=D
A prescription drug, prior to being set up for
immediate or later administration, must be kept in
the original container in which it was dispensed

Minnesota Department of Health
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by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to ensure time-sensitive medications were
appropriately labeled with date to indicate when
opened and ensure medications were stored
correctly for one of two residents (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
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:

R2 was admitted April 2, 2024, and received
services including medication management.

R2's provider's orders, dated April 4, 2024, and
signed April 15, 2024, indicated R2 was
prescribed the following medications:

- Combigan 0.2/0.5% eye drops; one drop each
eye, two times every day.

- Latanoprost 0.005% ophthalmic solution; one
drop each eye, one time every day.

- Advair discus 250/50 mcg (micrograms) inhaler:
one puff, two times every day.

R2's medication administration record for
November 2024, indicated R2 received the above
Minnesota Department of Health
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listed medications as prescribed November 1,
2024, through November 6, 2024.

On November 6, 2024, at 8:51 a.m., the surveyor
reviewed the medication storage system and
observed the following:

-R2's Combigan 0.2/0.5% eye drops lacked a
date when opened.

-R2's Latanoprost 0.005% ophthalmic solution
lacked a date when opened.

-R2's Advair discus 250/50 mcg (micrograms)
inhaler device lacked a date when opened. In
addition, the device lacked an intact label from
the pharmacy identifying resident's name, the
name of the medication, dosage and instructions
for use and a date when opened and/or expired.
The device was not placed in the original
package/box from pharmacy.

The manufacturer's guidelines for Combigan
0.2/0.5% eye drops, Healthline Media, dated
2024, indicated, "After opening the Combigan
bottle, use within 28 days due to possible growth
of bacteria."

The manufacturer's guidelines for Latanoprost
0.005% ophthalmic solution, Catalent Pharma
Solutions, revised August 2011, directed staff to
store opened bottles at room temperature up to
SIX weeks.

The manufacturer's guidelines for Advair discus

250/50 mcg, GlaxoSmithKline, August 2019,
iIndicated, "Safely throw away one month after
opening the foil pouch or when the counter reads
zero, whichever comes first."

On November 7, 2024, at 1:30 p.m., clinical nurse
supervisor (CNS-B) stated they overlooked the
medication administration and storage process.

Minnesota Department of Health
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CNS-B stated staff were trained to label with the
date a multi-use medication was opened and
used for the first time to guarantee the medication
IS safe and effective.

The licensee's Eye Drops and Eye Ointment
policy, revised date March 29, 2024, indicated
when new eye drops were opened, staff should
date and initial when the eye drop was opened
and when it would expire (normally after one
month).

The licensee's Inhaler policy, revised date March
29, 2024, indicated when new inhalers were
opened, staff should date and initial when the eye
drop was opened and when it would expire
(normally after one month) unless otherwise
stated.

No further information was provided.

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

Minnesota Department of Health
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Minnesota Department Of Health
Food, Pools, and Lodging Services
P.O. Box 64975

DEPARTMENT St. Paul, MN 55164-0975
OF HEALTH 651-201-4500
iype A Food and Beverage Establishment rage
Date: 11/05/24 _
Time:  11:30:16 Inspection Report
Report: 1050241226
— Location: — Establishment Infeo:
Rise Residential Services SC ID #: 0042193
8424 Clinton Ave S Risk:
Bloomington, MN55420 Announced Inspection: No
Hennepin County, 27

— License Categories: — Operator:
Phone #:
Expires on: 12/31/23 D A

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

No NEW orders were 1ssued during this inspection.

Surface and Equipment Sanitizers

Hot Water: = at 160F Degrees Fahrenheit
Location: Diswasher
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Cold Holding/Milk
Temperature: 41F Degrees Fahrenheit - Location: Reach In Cooler

Violation Issued: No

Process/Item: Cold Holding/Green Peppers
Temperature: 41F Degrees Fahrenheit - Location: Reach In Cooler
Violation Issued: No

Process/Item: Cold Holding/Cheese
Temperature: 41F Degrees Fahrenheit - Location: Reach In Cooler
Violation Issued: No

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

THIS INSPECTION WAS CONDUCTED IN CONJUNCTION WITH MDH HEALTH REGULATORY
DIVISION (HRD) SURVEY. INSPECTION CONDUCTED IN PRESENCE OF THE PERSON IN CHARGE

FACILITY STAFF.

ESTABLISHMENT HAS 5/5 TOTAL RESIDENTS DURING TIME OF INSPECTION. BIOHAZARD KITS
KEPT ON BOTH FLOORS OF HOME. ILLNESS LOG IS KEPT ONLINE USING RTASKS SOFTWARE.



Type:  Full Food and Beverage Establishment Fage £
Date: 11/05/24

Time:  11:30:16 Inspection Report

Report: 1050241226
Rise Residential Services SC

FOOD SERVICE AREA FLOORS, WALLS, CEILINGS, COUNTERTOPS, AND FINISH MATERIALS
MUST BE NON-ABSORBANT, SMOOTH, DURABLE, AND EASILY CLEANABLE. CEILINGS
CANNOT HAVE POPCORN TEXTURE.

CABINETS CANNOT HAVE HOLLOW BASES. EXPOSED WOOD IS NOT APPROVED FOR FOOD
SERVICE AREAS. WOOD IS NOT AN APPROVED FOOD CONTACT SURFACE.

THESE TOPICS WERE DISCUSSED WITH THE PERSON IN CHARGE:.
- EMPLOYEE ILLNESS EXCLUSION

- HAND WASHING PROCEDURE

- NO BARE HAND CONTACT WITH RTE FOOD

- VOMIT CLEAN UP PROCEDURE

- FULLY COOKING FOOD FOR HIGH RISK POPULATIONS

- ANSI 184 DISH WASHER

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 1050241226 of 11/05/24.

Certified Food Protection ManagerIbrahim A. Bashir

Certification Number: _FMI123570 Expires: __/ /

Inspection report reviewed with person in charge and emailed.

Signed: Signed: C;%//

Mrs. Fardowsa Andrew Spaulding
Operator Public Health Sanitarian 2
FPLS Metro

651-201-5298
andrew.spaulding(@state.mn.us



