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

Electronically Delivered
December 13, 2024

Licensee

Epic Homes LLC

1800 Laramie Trail
Brooklyn Park, MN 55444

RE: Project Number(s) SL35728015

Dear Licensee:

On November 7, 2024, the Minnesota Department of Health completed a follow-up survey of your
facility to determine if orders from the August 27, 2024, survey were corrected. This follow-up survey
verified that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

Jess Schoenecker, Supervisor

State Evaluation Team

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

HHH

An equal opportunity employer. P709 HC Orders Corrected
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
September 27, 2024

Licensee

Epic Homes LLC

1800 Laramie Trail
Brooklyn Park, MN 55444

RE: Project Number(s) SL35728015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on August 27, 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.

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 assigned tag number appears in the far left column entitled "ID Prefix
Tag." The state statute number and the corresponding text of the state statute out of compliance are
listed in the "Summary Statement of Deficiencies"” column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . .."

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

DOCUMENTATION OF ACTION TO COMPLY
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:

e |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).

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



Epic Homes LLC
September 27, 2024
Page 2

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,

iy

Jessie Chenze, Supervisor

State Evaluation Team

Email: jessie.chenze@state.mn.us

Telephone: 218-332-5175 Fax: 1-866-890-9290

JMD
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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 far
144G.08 to 144G.95, these correction orders are 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.
SL#35728015 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On August 26, 2024 through August 27, 2024, the STATES,"PROVIDER'S PLAN OF
Minnesota Department of Health conducted a full CORRECTION." THIS APPLIES TO
survey at the above provider, and the following FEDERAL DEFICIENCIES ONLY. THIS
correction orders are issued. At the time of the WILL APPEAR ON EACH PAGE.
survey, there were 4 resident(s); 4 receiving
services under the provider's Assisted Living THERE IS NO REQUIREMENT TO
Facility license. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
An immediate correction order was identifed on STATUTES.
August 27, 2024, issued for order identification
0820. 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.
0470/ 144G.41 Subdivision 1 Minimum requirements 0470
SS=F
(11) develop and implement a staffing plan for

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 H7RB11 If continuation sheet 1 of 34
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0470 | Continued From page 1 0470

determining its staffing level that:

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

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

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

(i) awake;

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

(i) capable of communicating with residents;

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

(v) capable of following directions;

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the
licensee's staffing plan was evaluated at least
twice a year, of the appropriateness of staffing
levels in the facility. This had the potential to
affect all residents, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a

Minnesota Department of Health
STATE FORM 6899 H7RB11 If continuation sheet 2 of 34
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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 the potential to affect a large portion or all
of the residents).

The findings include:

The licensee held an assisted living license. The
facility was licensed for a capacity of five and had
a current census of four residents, all four
residents received services.

On August 26, 2024, at 10:30 a.m., during the
entrance conference, licensed assisted living
director (LALD)-A via video call stated they did
have a staffing plan, it is posted on the board in
the dining area and is evaluated more that twice a
year, and documentation should be in the
prepared survey book.

On August 26, 2024, at 1:00 p.m., the surveyor
observed the undated and unsigned Facility
Staffing Plan in the prepared survey book.

On August 27, 2024, at 3:02 p.m., LALD-A via
video call stated the staffing plan evaluation
documentation could be in the off-site office.

No further information was provided.

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

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

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control

Minnesota Department of Health
STATE FORM 6899 H7RB11 If continuation sheet 3 of 34
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program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to establish and maintain a
tuberculosis (TB) prevention program based on
the most current guidelines issued by the Centers
for Disease Control and Prevention (CDC) and
Minnesota Department of Health (MDH),
including documentation of a completed health
history and symptom screening for one of two
employees, (clinical nurse supervisor (CNS)-B),
and completion of a two-step TST (tuberculin skin
test) or other evidence of TB screening such as a
blood test for two of two employees, (CNS-B and
unlicensed personnel /ULP-D).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death) and
was issued at a pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
Minnesota Department of Health
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found to be pervasive).
The findings include:

The licensee's TB risk assessment dated June
14, 2023, indicated the licensee was a low risk for
TB transmission.

CNS-B
CNS-B was hired September 1, 2019, under the
comprehensive home care license and began

providing assisted living services on August 1,
2021.

CNS-B's employee record included a negative
QuantiFERON-TB Gold blood test on May 6,
2019. However, the negative QuantiFERON-TB
Gold blood test was not completed within 90 days
before hire.

In addition, CNS-B's employee record lacked
evidence of a TB health history and symptom
screening.

ULP-D
ULP-D was hired on October 30, 2021, to provide
assisted living services.

ULP-D's employee record contained a TB health
history and symptom screening dated October
19, 2021. However, the employee record lacked a
TB screening such as a two-step TST or TB
blood test.

On August 27, 2024, at 2:40 p.m., CNS-B stated
she was unaware the TB test needed to be within
90 days of hire and was unable to find her TB
history and symptom screen. Additionally, CNS-B
reviewed ULP-D's employee file and was unable
to locate ULP-D's TB test, and stated possibly
Minnesota Department of Health
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these documents are in another location of the
licensee's facilities.

The licensee's Tuberculosis
Screening/Prevention policy dated August 1,
2021, indicated employees receive baseline TB
screening upon hire to test for infection with M.
tuberculosis. Baseline screening includes an
assessment for TB history and current TB
symptoms.

The MDH guidelines, Regulations for
Tuberculosis Control in Minnesota Health Care
Settings, dated July 2013, and based on CDC
guidelines, indicated Baseline TB screening
consists of three components:

1. Assessing for current symptoms of active TB
disease,

2. Assessing TB history, and

3. Testing for the presence of infection with
Mycobacterium tuberculosis by administering
either a two-step TST or single IGRA.

Also included, an employee may begin working
with patients after a negative TB history and
symptom screen (no symptoms of active TB
disease) and a negative IGRA (serum blood test)
or TST (first step) dated within 90 days before
hire. The second TST may be performed after the
HCW (health care worker) starts working with
patients. Baseline TB screening should be
documented in the employee's record.

No further information was provided.

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

0 680| 144G.42 Subd. 10 Disaster planning and 0 680
SS=F | emergency preparedness

Minnesota Department of Health
STATE FORM 6899 H7RB11 If continuation sheet 6 of 34
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(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an
emergency;

(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;

(4) post emergency exit diagrams on each floor;
and

(5) have a written policy and procedure regarding
missing residents.

(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.

(c) The facility must meet any additional
requirements adopted in rule.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure its missing resident
policy was reviewed at least quarterly. This had
the potential to affect all residents and staff of the
facility.

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

The findings include:

On August 27, 2024, at 1:00 p.m., the licensed
assisted living director (LALD)-A via video call
stated the missing resident plan had been
reviewed but would need to look for the
documentation. The surveyor did not receive
documentation the missing resident policy was
reviewed.

The licensee's Missing Resident policy dated
August 1, 2021, indicated the missing resident
policy procedure will be reviewed by the Director
and Clinical Nurse Supervisor at least quarterly.
Changes to the plan will be documented.

Per Assisted Living Facilities: Minnesota Rules
Chapter 4659, 4659.0110, Subp. 4. Review
missing resident plan. The assisted living director
and clinical nurse supervisor must review the
missing person plan at least quarterly and
document any changes to the plan.

No further information was provided.

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

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

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

(1) location and number of resident sleeping

Minnesota Department of Health
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rooms;

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

(3) fire protection procedures necessary for
residents; and

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

This practice resulted in a level two violation (a

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

The findings include:

On August 27, 2024, at approximately 11:30 a.m.,
with clinical nurse supervisor (CNS)-B 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 FSEP (fire safety and evacuation plan)
iIncluded standard employee procedures but
failed to provide specific employee actions to take
In the event of a fire or similar emergency relative
to the facility's building layout and environmental
risks. The plan included the acronym R.A.C.E.
(Rescue, Alarm, Confine, and Extinguish or
Evacuate) but the plan was designed for a
building with life safety systems such as fire
doors and pull the nearest fire alarm. The policy
had not been updated to provide complete
actions for employees to take in the event of a fire
or similar emergency at the licensed facility which
did not have life safety systems or a fire-resistant
construction type.

DRILLS:

The licensee failed to conduct evacuation drills
for employees twice per year, per shift with at
least one evacuation drill every other month.
Record review of licensee's evacuation drill log
indicated evacuation drills were conducted on
Minnesota Department of Health
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January 01, 2023.

TRAINING:
The licensee failed to provide evacuation training
to staff and residents at least once per year. The

documentation that was provided showed training
done in October 2020.

No other documentation was provided.

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

0 820| 144G.45 Subd. 2 (g) Fire protection and physical | 0820
SS=l| environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to ensure physical facility elements did not
constitute a distinct hazard to life. The licensee
failed to provide resident bedrooms with the
minimum window opening meeting the minimum
state standard for egress. This had the potential

Minnesota Department of Health
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to affect some residents, staff, and visitors.

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

The findings include:

On August 27, 2024, from approximately 10:17
a.m. to 11:25 a.m., survey staff toured the facility
with clinical nurse supervisor (CNS)-B and
director (D)-E. During the tour, survey staff asked
D-E to open the windows in the resident
bedrooms for measurement. The noncompliant
measurements were as follows:

OCCUPIED SLEEPING ROOMS:
Bedroom 2: Window measured 18.5 inches clear
width, 55 inches clear height.

OCCUPIED SLEEPING ROOMS.:

Bedroom 3: window measured 23 inches clear
width, 26 inches clear height, and 598 square
iInches total open area.

The window in bedrooms 2 did not meet the
minimum requirements for opening width.

The window in bedrooms 3 did not meet the
minimum requirements for total openable area.

Egress windows in existing sleeping rooms must
have a minimum openable width of 20 inches and
minimum openable height of 20 inches with no
Minnesota Department of Health
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less than 648 square inches total of openable
area (4.5 square feet) for the window.

Survey staff explained to CNS-B and D-E that at
least one window in each bedroom in a
state-licensed facility must meet the minimum
state fire code standard for an egress window to
be a complying bedroom for resident occupancy
and that an immediate correction order was
iIssued for the above findings.

D-E stated they understood the requirements.

TIME PERIOD FOR CORRECTION: Immediate.

01440| 144G.62 Subd. 4 Supervision of staff providing 01440
SS=D | delegated nurs

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
interaction with the resident.

(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
individual begins working for the facility and first
performs the delegated tasks for residents and
thereafter as needed based on performance. This

Minnesota Department of Health
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requirement also applies to staff who have not
performed delegated tasks for one year or longer.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure direct
supervision of staff performing delegated tasks
was provided within 30 calendar days after the
date on which the individual begins working for

the licensee for one of one unlicensed personnel,
(ULP)-D.

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

The findings include:

On August 27, 2024, at 7:33 a.m., the surveyor
observed ULP-D administer R2's scheduled
morning medications.

ULP-D was hired on October 30, 2021, to provide
direct care for the licensee's residents. ULP-D's
employee record did not include documentation
of a registered nurse (RN) supervising ULP-D
performing a delegated task within 30 days of
beginning work with the licensee.

On August 27, 2024, at 9:28 a.m., RN-C stated
the RN was responsible for conducting
supervision within 30 days of a ULP's hire date
and was sure it was completed. RN-C reviewed

Minnesota Department of Health
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ULP-D's employee record and stated she was
unable to find where ULP-D had a 30-day
supervision completed as required. RN-C stated
the licensed assisted living director (LALD)-A may
know where it is located, and RN-C will have to
ask her.

The licensee's Supervision of Unlicensed Staff
policy dated August 1, 2022, indicated direct
supervision of home health aides performing
delegated tasks will be provided within 30 days
after the individual begins working for the
assisted living provider and thereafter as needed
based on performance.

No further information was provided.

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

01500, 144G.63 Subd. 5 Required annual training 01500
SS=D
(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

Minnesota Department of Health
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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
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
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
access in real time, and closed captions.

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 an employee received all
of the required annual training content for each

12 months of employment for one of two
employees (clinical nurse supervisor (CNS)-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
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:

CNS-B was hired September 1, 2019, under the
comprehensive home care license and began

providing assisted living services on August 1,
2021.

CNS-B's employee record lacked evidence
CNS-B completed the following required annual
training:

-training on reporting of maltreatment of
vulnerable adults under Mandated Reporting of
Maltreatment of Vulnerable Adults Chapter 626,
sections .557 & 5572; and

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

On August 27, 2024, at 3:04 p.m., the clinical
nurse supervisor (CNS)-B stated she thought her
annual training was completed for 2023. CNS-B
could not find above trainings in her employee
Minnesota Department of Health
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record. Licensed assisted living director (LALD)-A
stated via video call the trainings may be at
another [facility name] location.

The licensee's Annual Required Staff Training
policy dated August 1, 2021, indicated all staff
providing assisted living services will complete
eight (8) hours of education for every twelve (12)
months of employment. The education topics
would include:

- reporting of maltreatment of adults; and

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

No further information was provided.

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

01710, 144G.71 Subd. 3 Individualized medication 01710
SS=F | monitoring and reas

The assisted living facility must monitor and
reassess the resident's medication management
services as needed under subdivision 2 when the
resident presents with symptoms or other issues
that may be medication-related and, at a
minimum, annually.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse (RN) monitored and reassessed
resident medication management services at a
minimum annually for one of one resident (R2).

This practice resulted in a level two violation (a

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

The findings include:

During the entrance conference on August 26,
2024, at 11:30 a.m., clinical nurse supervisor
(CNS)-B stated the licensee provided medication
management services to residents at the facility.

R2's diagnoses included paranoid schizophrenia,
intellectual disability and anxiety.

R2's service plan dated March 23, 2022,
Indicated R2 received medication administration
by staff.

R2's prescriber orders dated June 13, 2024,
included the following medications: one for
cholesterol, two for depression, one for sleep, two
for constipation, one for mood, one for gastric
upset, one for anxiety, one for pain, and several
as needed medications for skin, pain, and
constipation.

R2's Individualized Medication Management Plan
dated March 25, 2022, indicated R2 received
medication administration.

R2's record lacked evidence the RN conducted
medication monitoring and reassessment with the
resident as needed or at least annually.

On August 27, 2024, at 7:33 a.m., surveyor

Minnesota Department of Health
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observed unlicensed personnel (ULP)-D
administer R2's scheduled morning medications.

On August 27, 2024, at 2:59 p.m., registered
nurse (RN)-C stated medication monitoring and
assessments had not been done annually and
was unaware of the annual requirement.

The licensee's Assessments of Medications
dated August 1, 2021, indicated the medication
reassessment will occur at the following times,
resident symptomolgy, problems or concerns that
may be medication related, with a new
prescription, over the counter or herbal products
and annually.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01760 144G.71 Subd. 8 Documentation of 01760
SS=D | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
iInclude the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

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

Based on observation, interview and record
review, the licensee failed to follow the process of
medication administration for by one of one
unlicensed personnel (ULP-D).

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's diagnoses included paranoid schizophrenia,
intellectual disability and anxiety.

R2's service plan dated March 25, 2022,
Indicated R2 received medication administration
by ULP as scheduled and as needed.

R2's August 2024, medication administration
record (MAR), included the following:
-magnesium hydroxide suspension (stomach
acid), take 30 milliliters (ml) one time a day.
Liquid doses may be diluted with a small amount
of water prior to taking;

-paroxetine (anxiety) 30 milligrams by mouth
daily;

-clozapine (schizophrenia) 100 mg twice daily
morning and bedtime;

-polyethylene glycol 3350 (constipation) 17 grams
daily in water or juice;

-atorvastatin (high cholesterol) 20 mg daily;
-sennosides-docusate (constipation) 8.6-50 mg
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two tablets twice daily; and
-melatonin (sleep) 10 mg daily at bedtime.

R2's prescriber orders dated June 13, 2024,
Included the medications listed above.

ULP-D was hired on April 14, 2020, to provide
direct care services to the licensee's residents.

On August 27, 2024, at 7:33 a.m., the surveyor
observed ULP-D wash hands, don disposable
gloves, and retrieve R2's medication planner (a
medication/pill organizer in which each day's
medications are contained in one of fourteen
cells, one <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>