m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
January 16, 2025

Licensee

The Encore at Maplewood
2300 Hazelwood Street
Maplewood, MN 55109

RE: Project Number(s) SL30614016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on December 4, 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 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:
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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
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,

Jess Schoenecker, Supervisor

State Evaluation Team

Email: Jess.Schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 1-866-890-9290

HHH
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0 000] Initial Comments 0 000
FEEAT TENTION****** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER been assigned to Minnesota State
Statutes for Assisted Living Facilities with
In accordance with Minnesota Statutes, section Dementia Care. The assigned tag number
144G.08 to 144G.95, these correction orders are appears in the far-left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "Summary Statement of Deficiencies”
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 evaluators '
INITIAL COMMENTS: findings is the Time Period for Correction.
Project # SL30614016
PLEASE DISREGARD THE HEADING OF
On December 2, 2024, through December 4, THE FOURTH COLUMN WHICH
2024, the Minnesota Department of Health STATES,"PROVIDER'S PLAN OF
conducted a 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 forty-one (41) WILL APPEAR ON EACH PAGE.
residents receiving services under the provider's
Assisted Living with Dementia Care 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
SUBDIVISION 1-3.
0 480 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
Install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are

Minnesota Department of Health
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allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

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, 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:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated December 2, 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

Minnesota Department of Health
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to the FBEIR for any compliance dates.

0630| 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 interview and record review, the
licensee failed to ensure an individual abuse
prevention plan (IAPP) was developed to include
required content for three of three residents (R2,
R3, R4).

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).

R2
R2 admitted October 4, 2023, with a diagnosis of
hypertension (high blood pressure).

Minnesota Department of Health
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R2's unsigned Service Plan with effective date
July 22, 2024, indicated R2 received services
which included medication administration,
assistance with activities of daily living,
housekeeping, and laundry services.

R2's Nursing Assessments dated October 5,
2023; March 5, 2024; and 90 Day Assessment
dated November 9, 2024, indicated R2 has some
identified areas of potential vulnerability.

R2's record lacked 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.

R3
R3 admitted September 9, 2024, with diagnoses
of hypertension and diabetes type 2.

R3's Service Plan dated September 19, 2024,
indicated R3 received services which included
medication administration and assistance with
bathing and dressing.

R3's record lacked 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.

R4

Minnesota Department of Health
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R4's Assisted Living Contract was signed on
September 9, 2024.

R4's record lacked 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.

On December 4, 2024, at 1:00 p.m., regional
director of wellness who is also a registered
nurse (RDW/RN)-A stated R2, R3, and R4's
records did not include an IAPP with the required
content. RDW/RN-A provided a blank form of the
IAPP, and RDW/RN-A stated they were working
on utilizing and implementing it for all the
residents to cover all the required contents of
IAPP.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

06501 144G.42 Subd. 8 (a) Staff records 0 650
SS=D
(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each
iIndividual contractor providing services. The
records must include the following infomation:

(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

(2) records of orientation, required annual training

Minnesota Department of Health
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and infection control training, and competency
evaluations;

(3) current job description, including
qgualifications, responsibilities, and identification of
staff persons providing supervision:;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and

(6) documentation of the background study as
required under section 144.057.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employee records
iIncluded all required content for one of two
employees (registered nurse (RN)-A).

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
iIsolated 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:

RN-A was hired March 11, 2024, and provided
direct care services to the licensee's residents.

RN-A's employee record did not contain a job
description, including qualifications,
responsibilities, and identification of staff persons
providing supervision.

Minnesota Department of Health
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On December 4, 2024, at 1:00 p.m., licensed
assisted living director (LALD)-C stated RN-A's
employee record was missing a job description.
LALD-C stated RN-A's job description was
completed with the corporate office, but no
documentation was provided to the surveyor.

The license's Orientation of Staff and Supervisors
& Content MN policy dated June 2021, indicated
"The staff person's job description upon hire and
whenever there is a change to the job description
that changes the nature of the job or how the job
IS to be performed”.

No further information was provided.

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

Minnesota Department of Health
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This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the provider established
and maintained a tuberculosis (TB) prevention
program based on the most current guidelines
iIssued by the Centers for Disease Control and
Prevention (CDC) which included completion of a
facility risk assessment. 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) 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 facility TB risk assessment was
completed February 22, 2022.

The licensee lacked evidence of a subsequent
TB facility risk assessment was completed.

On December 4, 2024, at 1:00 p.m., licensed
assisted living director (LALD)-C stated she
thought a facility TB risk assessment had been
completed in 2023 and 2024; however, it was
oversite.

The Minnesota Department of Health (MDH)
guidelines "Regulations for Tuberculosis Control
iIn Minnesota Health Care Settings" dated July
2013, and based on CDC guidelines, indicated a
TB risk assessment should be completed initially

Minnesota Department of Health
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and then for low-risk settings the risk assessment
should be updated every other year; each agency
should have written TB infection control
procedures.

The Licensee 2.02MN Tuberculosis (TB)
Screening policy dated February 2022, indicated
"[Licensee] will maintain a comprehensive
tuberculosis (TB) 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 (MMWR). "

No further information was provided.

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

0 780| 144G.45 Subd. 2 (a) (1) Fire protection and 0 780
SS=F | physical environment

for dwellings or sleeping units, as defined in the
State Fire Code:

(i) provide smoke alarms in each room used for
sleeping purposes;

(if) provide smoke alarms outside each separate
sleeping area in the immediate vicinity of
bedrooms;

(i) provide smoke alarms on each story within a
dwelling unit, including basements, but not
iIncluding crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to

Minnesota Department of Health
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operate; and

(v) ensure the power supply for existing smoke
alarms complies with the State Fire Code, except
that newly introduced smoke alarms in existing
buildings may be battery operated;

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to comply with the current Minnesota Fire
Code provisions. These deficient conditions had
the ability to affect all staff and residents.

This deficient condition had the ability to affect all
staff and 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:

On December 2, 2024, at approximately 11:30
a.m., survey staff toured the facility with
maintenance director (MD)-D. During the tour it
was observed that the fire doors in the 2nd level
corridor do not close as required. MD-D stated
they understood the deficiency and would get the
doors adjusted.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Seven (7)
days.
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 maintain 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. This deficient condition had the
potential to affect all staff, residents, 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, 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:

Minnesota Department of Health
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On December 2, 2024, at approximately 11:30
a.m., survey staff toured the facility with MD-D.
The following was observed.

GENERAL MAINTENANCE:

The ceiling in rooms 110, 114, 113 and the 1st
level bathroom was heavily stained and peeling.
MD-D stated they had a leak above the ceiling in
the past. MD-D stated they are speaking with
contractors to fix the ceiling coverings and paint
the entire 1st level.

The stone on the southern most pillar on the front
of the building was falling off. It was explained to
MD-D that the missing stone would allow weather
and pests into the structure reducing the
structural integrity of the structural members.

The fire alarm in room 229 was hanging from the
ceiling, and not secured to the ceiling mounting
plate. MD-D acknowledged the issue and stated
they would secure the alarm.

On December 2, 2024, at 1:30 p.m., MD-D stated
they understood the above-listed deficiencies.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

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;

Minnesota Department of Health
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(2) staff 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) Staff of assisted living facilities shall 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 staff 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 observation, interview, and record
review, the licensee failed to develop the fire
safety and evacuation plan with the required
content and provide the required training. 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
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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 December 2, 2024, at approximately 11:30
a.m., survey staff observed the fire safety and
evacuation plan was not located in a central
location for all staff accessibility.

On December 2, 2024, MD-D provided
documents on the fire safety and evacuation plan
(FSEP), fire safety and evacuation training, and
evacuation drills for the facility.

FIRE SAFETY AND EVACUATION PLAN:
The licensee's FSEP, failed to include the
following:

The FSEP did not identify specific fire protection
actions for residents. There was no section in the
policy that addressed the responsibilities or basic
evacuation procedures that residents should
follow in case of a fire or similar emergency.

The FSEP included standard resident evacuation
procedures but failed to provide specific
procedures for resident movement and
evacuation or relocation during a fire or similar
emergency including individualized unique needs
of residents. The plan included instructions to
evacuate residents but did not include any
procedures for assisting residents during
evacuation nor did it include instructions for staff
to follow In case of relocation.

On December 2, 2024, at 1:30 p.m., MD-D stated
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they understood the areas of their policy that
were incomplete and would work on bringing
them into compliance. The policy reviewed was
an unedited policy purchased from a third-party
provider that was not specific to the facility.

TRAINING:

The licensee failed to provide evacuation training
to residents at least once per year. MD-D lacked
documentation showing any training was offered
or training was scheduled for a future date for
residents on the fire safety and evacuation plan.

The licensee failed to provide training to
employees on the FSEP upon hire and at least
twice per year. No training documentation was
provided.

On December 2, 2024, at 1:30 p.m., MD-D stated
they understood the requirements for training
residents and staff and would implement a
training program that was compliant with statute
requirements.

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

01290| 144G.60 Subdivision 1 Background studies 01290
SS=D | required

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
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section 13.02, subdivision 12.

(c) Termination of a staff member in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a background study was
affiliated to the licensee's health facility
identification number (HFID) as required for one
of three employees (licensed practical nurse
(LPN)-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 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:

LPN-E was hired February 14, 2023, and
provided direct care services to the licensee's
residents.

The MN Board of Nursing website indicated
LPN-E was licensed as a LPN on September 29,
2010.

LPN-E's record included a background study
dated February 6, 2023, affiliated to the licensee's
former HFID 30609. LPN-E's employee record
Minnesota Department of Health
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lacked evidence the licensee submitted a
background study for LPN-E under the current
license and affiliated to the current HFID number.

On December 4, 2024, at 1:00 p.m., licensed
assisted living director (LALD)-C stated the
licensee had not affiliated LPN-E's employee
background to the current license. Also, LALD-C
stated they are aware of the required background
studies for all employees to affiliate to the current
license, but it was an oversight.

The licensee's 4.02 Background Studies policy
dated July 2021, indicated "[Licensee] will
conduct a Minnesota Department of Human
Services Background Study on all employees and
volunteers and contractors at [licensee].”

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

01470] 144G.63 Subd. 2 Content of required orientation 01470
SS=F
(a) The orientation must contain the following
topics:

(1) an overview of this chapter;

(2) an introduction and review of the facility's
policies and procedures related to the provision
of assisted living services by the individual staff
person;

(3) handling of emergencies and use of
emergency services;

(4) compliance with and reporting of the
maltreatment of vulnerable adults under section
626.557 to the Minnesota Adult Abuse Reporting
Center (MAARC);

(5) the assisted living bill of rights and staff
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responsibilities related to ensuring the exercise
and protection of those rights;

(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person;
(7) handling of residents' complaints, reporting of
complaints, and where to report complaints,
iIncluding information on the Office of Health
Facility Complaints;

(8) consumer advocacy services of the Office of
Ombudsman for Long-Term Care, Office of
Ombudsman for Mental Health and
Developmental Disabilities, Managed Care
Ombudsman at the Department of Human
Services, county-managed care advocates, or
other relevant advocacy services; and

(9) a review of the types of assisted living
services the staff member will be providing and
the facility's category of licensure.

(b) In addition to the topics in paragraph (a),
orientation may also contain training on providing
services to residents with hearing loss. Any
training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
include training on one or more of the following
topics:

(1) an explanation of age-related hearing loss
and how it manifests itself, its prevalence, and
the challenges it poses to communication;

(2) health impacts related to untreated
age-related hearing loss, such as increased
incidence of dementia, falls, hospitalizations,
iIsolation, and depression; or

(3) information about strategies and technology
that may enhance communication and
involvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
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access in real time, and closed captions.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employees received all
required assisted living orientation content for two
of two employees (registered nurse (RN)-A,
unlicensed personnel (ULP)-B).

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:

RN-A
RN-A was hired March 11, 2024, and provided
direct care services to the licensee's residents.

RN-A's employee records did not contain
documentation of completed required assisted
living licensing and regulation orientation content
before providing assisted living services to
residents which included:

- an overview of this chapter;

- an introduction and review of the facility's
policies and procedures related to the provision of
assisted living services by the individual staff
person;

- the assisted living bill of rights and staff

Minnesota Department of Health
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responsibilities related to ensuring the exercise
and protection of those rights;

- the principles of person-centered planning and
service delivery and how they apply to direct
support services provided by the staff person;

- handling of residents’ complaints, reporting of
complaints, and where to report complaints,
iIncluding information on the Office of Health
Facility Complaints; and

- a review of the types of assisted living services
the employee would be providing and the facility's
category of licensure.

ULP-B

ULP-B had a hire date of May 3, 2021, and
provided direct care services to the licensee's
residents.

ULP-B's employee records did not contain
documentation of completed required assisted
living licensing and regulation orientation content
before providing assisted living services to
residents which included:

- an overview of this chapter;

- an introduction and review of the facility's
policies and procedures related to the provision of
assisted living services by the individual staff
person; and

- the assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights.

On December 4, 2024, at 1:00 p.m., licensed
assisted living director (LALD)-C stated ULP-B
did not complete orientation to all required topics
of the assisted living requirement and regulations,
when the licensee converted their license in
August 2021. LALD-C stated she completed
required assisted living orientation for new
employees, but she needed to review the records
Minnesota Department of Health
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for employees who started before August 2021 to
make sure all required orientation content
completed. Also, LALD-C stated she believed
RN-A's training was completed.

The licensee 5.47 Orientation of Staff and
Supervisors & Content MN policy dated June
2021, "[Licensee] employees must complete the
orientation to assisted living facility requirements
before providing assisted living services to
residents. The orientation must contain the
following topics:

- an overview of the appropriate Assisted Living
statutes and rules.

- an introduction and review of the facility's
policies and procedures related to the provision of
assisted living services by the individual staff
person.

- handling of emergencies and use of emergency
services.

- compliance with and reporting of the
maltreatment of vulnerable adults under section
626.557 to the Minnesota Adult Abuse Reporting
Center (MAARC).

- the assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights.

- principles of person-centered planning and
service delivery and how they apply to direct
support services provided by the staff person.

- handling of residents’ complaints, reporting of
complaints, and where to report complaints,
iIncluding information on the Office of Health
Facility Complaints

- consumer advocacy services of the Office of
Ombudsman for Long-Term Care; and office of
Ombudsman for Mental Health and
Developmental Disabilities, Managed care
Ombudsman at the Department of Human
Services, county-managed care advocates, or
Minnesota Department of Health
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other relevant advocacy services."
No further information was provided.

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

01500] 144G.63 Subd. 5 Required annual training 01500
SS=F
(a) All staff that perform direct services must
complete at least eight hours of annual training
for each 12 months of employment. The training
may be obtained from the facility or another
source and must include topics relevant to the
provision of assisted living services. The annual
training must include:

(1) training on reporting of maltreatment of
vulnerable adults under section 626.557;

(2) review of the assisted living bill of rights and
staff responsibilities related to ensuring the
exercise and protection of those rights;

(3) review of infection control techniques used in
the home and implementation of infection control
standards including a review of hand washing
techniques; the need for and use of protective
gloves, gowns, and masks; appropriate disposal
of contaminated materials and equipment, such
as dressings, needles, syringes, and razor
blades; disinfecting reusable equipment;
disinfecting environmental surfaces; and
reporting communicable diseases;

(4) effective approaches to use to problem solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders;

(5) review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement those policies and
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procedures; and

(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person.
(b) In addition to the topics in paragraph (a),
annual training may also contain training on
providing services to residents with hearing loss.
Any training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
iInclude training on one or more of the following
topics:

(1) an explanation of age-related hearing loss
and how it manifests itself, its prevalence, and
challenges it poses to communication;

(2) the health impacts related to untreated
age-related hearing loss, such as increased
iIncidence of dementia, falls, hospitalizations,
iIsolation, and depression; or

(3) information about strategies and technology
that may enhance communication and
involvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access in real time, and closed captions.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employees received at
least eight hours of annual training for each 12
months of employment for two of two employees

(unlicensed personnel (ULP)-B, licensed practical
nurse (LPN)-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
Minnesota Department of Health
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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-B

ULP-B had a hire date of May 3, 2021, and
provided direct care services to the licensee's
residents.

LPN-E

LPN-E was hired February 14, 2023, and
provided direct care services to the licensee's
residents.

ULP-B and LPN-E's employee training records
lacked evidence ULP-B and LPN-E had
successfully completed annual training as
required in the following areas:

-training on reporting of maltreatment of
vulnerable adults under section 626.557;

-review of the assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights;

-review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement those policies and
procedures; and

-the principles of person-centered planning and
service delivery and how they apply to direct
support services provided by the staff person.

During an interview on December 4, 2024, at 1:00
p.m., licensed assisted living director (LALD)-C
stated LPN-E and ULP-B's employee records
were missing the required annual training.
LALD-C stated they were aware of required
annual training topics. LALD-C stated all staff had
Minnesota Department of Health
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assigned annual training through the online
program for 2024, but training was not

completed, and moving forward they would
resume paper to complete annual trainings.

The licensee 5.13 Organization Of Personnel
Records policy dated September 2021, indicated
employee records would contain continuing
education for each year.

No further information was provided.

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

01530 144G.64 TRAINING IN DEMENTIA CARE 01530
5S=D | REQUIRED

(a) All assisted living facilities must meet the
following training requirements:

(1) supervisors of direct-care staff must have at
least eight hours of initial training on topics
specified under paragraph (b) within 120 working
hours of the employment start date, and must
have at least two hours of training on topics
related to dementia care for each 12 months of
employment thereafter;

(2) direct-care employees must have completed
at least eight hours of initial training on topics
specified under paragraph (b) within 160 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
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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 thereatfter;

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure direct-care staff
completed the required amount of dementia care
training in the required time frame for one of two
employees (registered nurse (RN)-A).

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:

RN-A was hired March 11, 2024, and provided
direct care services to the licensee's residents.

RN-A's employee record lacked documentation
RN-A completed the initial eight hours of training
required related to dementia care within 120
working hours of RN-A's employment start date.

During interview on December 4, 2024, at 1:00
p.m., licensed assisted living director (LALD)-C
stated RN-A's employee record was missing
dementia training. LALD-C stated she thought
RN-A had completed the required dementia
training with the corporate office.

Minnesota Department of Health
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The licensee's Assisted Living Statute and Rule
Overview policy dated December 2021, indicated
supervisors and direct-care staff must have at
least 8 hours of initial training within 120 working
hours of start date and at least 2 hours of training
annually.

No further information was provided.

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

01610 144G.70 Subd. 2 (a-b) Initial reviews, 01610
SS=D | assessments, and monitoring

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
initial nursing assessment.

(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
prior to the date on which a prospective resident
executes a contract with a facility or the date on
which a prospective resident moves in, whichever
IS earlier. If necessitated by either the geographic
distance between the prospective resident and
the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident's needs and reflect person-centered
planning and care delivery.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure initial resident
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assessments were performed as required by a
registered nurse (RN) for one of two residents
(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) and was issued at an
iIsolated 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:

R3 was admitted September 9, 2024, with
diagnoses of hypertension and diabetes type 2.

R3's Service Plan dated September 19, 2024,
Indicated R3 received services which included
medication administration and assistance with
bathing and dressing.

R3's Resident Evaluation Initial Assessment
(Nursing Assessment) dated September 18,
2024, was signed by licensed practical nurse
(LPN)-E.

R3's record lacked evidence an initial nursing
assessment was completed by a RN.

During interview on December 4, 2024, at 1:00
p.m., regional director of wellness/registered
nurse (RDW/RN)-A acknowledged R3's initial
nursing assessment was completed by LPN-E.
RDW/RN-A stated he did the assessment with
LPN-E, but moving forward will make sure initial
assessments and change of condition
assessments were completed by a RN.
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The licensee's 2.01 MN Assessments, Reviews &
Monitoring policy June 2021, indicated "The initial
nursing assessment or reassessment must
iInclude all the elements of the uniform
assessment tool as required, conducted in
person, dated, and signed by the registered nurse
who conducted the assessment.”

No further information was provided.

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

01620 144G.70 Subd. 2 (c-e) Initial reviews, 01620
SS=D | assessments, and monitoring

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.

(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.

(e) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
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resident moves in, whichever is earlier.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) conduct ongoing resident monitoring and
reassessment not to exceed 90 calendar days
from the last date of the assessment for one of
two residents (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 an isolated scope (when one or a
limited number of resident are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R3 was admitted September 9, 2024, with
diagnoses of hypertension and diabetes type 2.

R3's Service Plan dated September 19, 2024,
Indicated R3 received services which included
medication administration and assistance with
bathing and dressing.

R3's Resident Evaluation Initial Assessment
(Nursing Assessment) dated September 18,
2024, was signed by license practical nurse
(LPN)-E.

R3's record lacked evidence of 14-day
assessment completed by a registered nurse
(RN).
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During interview on December 4, 2024, at 1:00
p.m., regional director of wellness/registered
nurse (RDW/RN)-A stated R3's 14-day
monitoring and re-assessment was an oversite,
and it was the licensee's process to conduct
ongoing resident monitoring and reassessment.

The licensee's 2.01 MN Assessments, Reviews &
Monitoring policy June 2021, indicated "Resident
reassessment and monitoring must be conducted
no more than 14 calendar days after initiation of
services."

No further information was provided.

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

01650| 144G.70 Subd. 4 (f) Service plan, implementation | 01650
SS=D | and revisions to

(f) The service plan must include:

(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;

(2) the identification of staff or categories of staff
who will provide the services;

(3) the schedule and methods of monitoring
assessments of the resident;

(4) the schedule and methods of monitoring staff
providing services; and

(5) a contingency plan that includes:

(1) the action to be taken if the scheduled service
cannot be provided;

(i) information and a method to contact the
facility;

(i) the names and contact information of persons
the resident wishes to have notified in an
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emergency or if there is a significant adverse
change in the resident's condition, including
identification of and information as to who has
authority to sign for the resident in an emergency;
and

(iv) the circumstances in which emergency
medical services are not to be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the current service plan
included a signature or other authentication by
the resident or the resident's representative to
document agreement on the services to be
provided 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 resident 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 to the licensee on February 3,
2024.

R2's Service Plan with effective date July 22,
2024 . indicated R2 received services to include
medication administration, and assistance with
activities of daily living (ADLS).
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R2's record lacked a current service plan with
signature or authentication by the resident or
resident's representative with all current services
provide by licensee.

During interview on December 4, 2024, at 1:00
p.m., regional director of wellness/registered
nurse (RDW/RN)-A stated R2's service plan was
not signed by the resident or resident's
representative. RDW/RN-A stated R2's service
plan was provided to the resident or resident's
representative for review and signature, but it had
not yet been returned.

The Licensee 2.08 MN Service Plan policy dated
June 2021, indicated "The service plan and any
revisions shall include a signature or other
authentication by [Licensee] and by the resident,
or resident's representative, documenting
agreement on the services to be provided."

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

017301 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
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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,
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 interview and record review, the
licensee failed to develop an individualized
medication management record with the required
content for two of two residents (R2, R3).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
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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:

R2
R2 admitted October 4, 2023, with a diagnosis of
hypertension (high blood pressure).

R2's Service Plan with effective date July 22,
2024 . indicated R2 received services to include
medication administration, and assistance with
activities of daily living (ADLS).

R2's record lacked the following required content
of an individualized medication management
plan:

- documentation of specific resident instructions
relating to the administration of medications;

- identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;

- identification of medication management tasks
that may be delegated to unlicensed personnel;

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

- any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.
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R3

R3 admitted September 9, 2024, with diagnoses
of hypertension and diabetes type 2.

R3's Service Plan dated September 19, 2024,
Indicated R3 received services which included
medication administration and assistance with
bathing and dressing.

R3's record lacked the following required content
of an individualized medication management
plan:

- documentation of specific resident instructions
relating to the administration of medications;

- identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;

- Identification of medication management tasks
that may be delegated to unlicensed personnel;

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

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

During interview on December 4, 2024, at 1:00
p.m., regional director of wellness/registered
nurse (RDW/RN)-A stated acknowledged R2 and
R3's records were missing an individualized
medication management plan with the required
content. RDW/RN-A provided a blank form of the
Individual Medication Management Plan (IMMP),
and RDW/RN-A stated they were working on
utilizing and implementing it for all the residents
to cover all the required contents of IMMP.
Minnesota Department of Health
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The licensee's 2.28 MN Medication Management
Individualized Plan policy dated September 2022,
iIndicated "[Licensee] will develop and maintain a
current individualized medication management
record for each resident based on the resident's
assessment.”

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
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
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, interview, and record
review, the licensee failed to ensure medication
labels included beyond-use or expiration date for
time-dated drugs for one of two residents (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 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:

On December 3, 2024, at 8:30 a.m., the surveyor
observed, with unlicensed personal (ULP)-B, the
contents of R3's medication box and observed
R3's prescribed Lantus Solostar insulin pen
lacked the date the pen had been opened, and
when the pen would expire. ULP-B stated R3's
iInsulin pen was opened by another staff member,
and they forget to label the date the insulin pen
was opened, and when the pen would expire.

During interview on December 4, 2024, at 1:00
p.m., regional director of wellness/registered
nurse (RDW/RN)-A stated R3's insulin pen was
not labeled when the pen had been opened, and
when the pen would expire. RDW/RN-A stated
they were not aware of the required medication
labeling process for insulin pens, when first taken
out of the medication refrigerator for use.

The manufacturer's instructions for Lantus dated
August 2022, directed to discard the pen 28 days
after opening, even if it had insulin in it.

The licensee's 2.42 MN Medication Storage
policy dated June 2021, indicated "Medications
will be stored consistent with manufacturer's
recommendations (refrigerated, room
temperature, or frozen)."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02040| 144G.81 Subdivision 1 Fire protection and 02040
SS=F | physical environment
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An assisted living facility with dementia care that
has a secured dementia care unit must meet the
requirements of section 144G.45 and the
following additional requirements:

(1) a hazard vulnerability assessment or safety
risk must be performed on and around the
property. The hazards indicated on the
assessment must be assessed and mitigated to
protect the residents from harm; and

(2) the facility shall be protected throughout by an
approved supervised automatic sprinkler system
by August 1, 2029.

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to provide a safety risk
assessment or hazard vulnerability assessment
of the physical environment on and around the
property with mitigation factors. This deficient
practice had the ability to affect all staff,
residents, 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).

Findings include:

On December 2, 2024, at 1:30 p.m., a safety risk
assessment or hazard vulnerability assessment
for the physical environment was requested by
surveyor. This assessment was not provided by
the licensee.
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During an interview on December 2, 2024, at 1:30
p.m. MD-D indicated he was not sure if the facility
completed a safety risk assessment or hazard
vulnerability assessment with mitigation factors
for the physical environment on and around the

property.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975

Saint Paul, MN 55164-0975
DEPARTMENT BE1-201-4500
OF HEALTH
ps ¥ Food and Beverage Establishment il
Date: 12/02/24 _
Time:  14:23:32 Inspection Report
Report: 1021241370
— Location: — Establishment Info:
The Encore At Maplewood ID #: 0037801
2300 Hazelwood Street Risk:
Maplewood, MN55109 Announced Inspection: Yes
Ramsey County, 62

— License Categories: — Operator:

. Phone #: 63517773316
Expireson: / / ID #-

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.

3-300B Protection from Contamination: cross-contamination, eggs

3-302.11A(1) ** Priority 1 **

MN Rule 4626.0235A(1) Separate raw animal foods during storage, preparation, holding, and display from
ready-to-eat foods to prevent cross-contamination.

TWO RAW WHOLE TURKEYS WERE FOUND STORED ABOVE A FEW GALLONS OF MILK IN THE
WALK-IN COOLER. PER CONVERSATION WITH KITCHEN MANAGER, THEY ARE DISCARDING
THE RAW TURKEYS TODAY. CORRECTED ON-SITE.

Comply By: 12/02/24

4-300 Equipment Numbers and Capacities
4-302.13B ** Priority 2 **

MN Rule 4626.0710B Provide a readily accessible, irreversible registering temperature indicator for measuring
the utensil surface temperature in mechanical hot water warewashing operations.

ESTABLISHMENT DOES NOT HAVE A MEASURING DEVICE THAT INDICATES THE FINAL
UTENSIL SURFACE TEMPERATURE IN HIGH TEMPERATURE DISH MACHINE. PROVIDE.

Comply By: 12/09/24

4-600 Cleaning Equipment and Utensils
4-601.11A4 ** Priority 2 **
MN Rule 4626.0840A Equipment food-contact surfaces and utensils must be clean to sight and touch.

CAN OPENER BLADE CONTAINS ACCUMULATION OF DRIED FOOD DEBRIS. CAN OPENER WAS
SENT TO THE THREE COMPARTMENT SINK DURING INSPECTION. CORRECTED ON-SITE. CLEAN
AND SANITIZE AFTER EACH USE.

Comply By: 12/02/24



Type:  Full Food and Beverage Establishment Fage £
Date: 12/02/24

Time:  14:23:32 Inspection Report
Report: 1021241370
The Encore At Maplewood

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

NO CERTIFIED FOOD PROTECTION MANAGER (CFPM) WAS EMPLOYED
AT THIS ESTABLISHMENT. KITCHEN MANAGER IS IN THE PROCESS OF GETTING THE CFPM
CERTIFICATE. INFORMATION SENT WITH REPORT.

Comply By: 01/02/25

4-200 Equipment Design and Construction
4-204.112A4

MN Rule 4626.0620A Provide a temperature measuring device located in the warmest part of mechanically
refrigerated units and coolest part of hot food storage units that are capable of measuring air temperature or a
simulated product temperature.

NO THERMOMETER IN THE ASSISTED LIVING KITCHENETTE REFRIGERATOR. PROVIDE AS
DESCRIBED IN RULE ABOVE.

Comply By: 12/09/24

4-500 Equipment Maintenance and Operation
4-501.11AB

MN Rule 4626.0735AB All equipment and components must be 1n good repair and maintained and adjusted 1n
accordance with manufacturer's specifications.

THE GARBAGE DISPOSAL IN THE THREE COMPARTMENT SINK IS NOT WORKING AND THE
WATER IS NOT DRAINING PROPERLY. STAFF CALLED MAINTENANCE AND THEY FIXED THE
GARBAGE DISPOSAL DURING INSPECTION. CORRECTED ON-SITE.

Comply By: 12/02/24

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.

VENTILATION HOOD FILTERS CONTAIN ACCUMULATION OF DUST. CLEAN AND MAINTAIN
CLEAN.

Comply By: 12/16/24

4-900 Protecting Clean Items

4-903.11B

MN Rule 4626.0955B Store all clean equipment and utensils 1n a self-draining position that permits air drying,
and covered or inverted.

OBSERVED CONTAINERS STACKED WHILE STILL SIGNIFICANTLY WET ON CLEAN RACKS.
DISCUSSED WITH STAFF THAT THEY SHOULD ALLOW THE DISHES TO FULLY AIR DRY BEFORE
STACKING THEM. STAFF WILL ALLOW TRAYS TO AIR DRY BEFORE STACKING.

Comply By: 12/02/24

Surface and Equipment Sanitizers



Type:  Full Food and Beverage Establishment Fage s
Date: 12/02/24

Time:  14:23:32 Inspection Report
Report: 1021241370
The Encore At Maplewood

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

Final Utensil Surface Temp: = at 167 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Hot Holding

Temperature: 163 Degrees Fahrenheit - Location: POTATOES - HOT WELLS, ASSISTED LIVING
SERVING AREA

Violation Issued: No

Process/Item: Hot Holding

Temperature: 167 Degrees Fahrenheit - Location: REUBEN SANDWICH - HOT WELLS, ASSISTED
LIVING SERVING AREA

Violation Issued: No

Process/Item: Cold Holding
Temperature: 40 Degrees Fahrenheit - Location: MILK - REFRIGERATOR, ASSISTED LIVING AREA

Violation Issued: No

Process/Item: Ambient Temperature
Temperature: 39 Degrees Fahrenheit - Location: REFRIGERATOR, ASSISTED LIVING AREA

Violation Issued: No

Process/Item: Cold Holding
Temperature: 39 Degrees Fahrenheit - Location: MILK - WALK-IN COOLER

Violation Issued: No

Process/Item: Cold Holding
Temperature: 40 Degrees Fahrenheit - Location: YOGURT - WALK-IN COOLER

Violation Issued: No

Process/Item: Cold Holding
Temperature: 38 Degrees Fahrenheit - Location: RAW GROUND BEEF - WALK-IN COOLER

Violation Issued: No

Total Orders In This Report Priority 1 Priority 2 Priority 3
1 2 5

ALL FINDINGS ON THIS REPORT WERE DISCUSSED WITH KITCHEN MANAGER, NATHAN
ROBERT ERICSON AND HEALTH REGULATION DIVISION NURSE EVALUATOR, SAFIA HASSAN.

PER CONVERSATION WITH STAFF, FOOD IS MADE FOR SAME DAY SERVICE. NO LEFTOVERS
ARE KEPT.
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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 1021241370 of 12/02/24.

Certified Food Protection Manager:

Certification Number: Expires: __/ /

Inspection report reviewed with person in charge and emailed.

Signed: Signed: W\

NATHAN ROBERT ERICSON Melissa Ramos
KITCHEN MANAGER Environmental Health Specialist
Metro District Office

651-201-4495
Melissa.Ramos(@state. mn.us



