m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

December 30, 2021

Administrator

Abilit Holdings (Meadow Lakes)
22 45th Avenue Northwest
Rochester, MN 55901

RE: Project Number(s) SL21129015

Dear Administrator:

On December 7, 2021, the Minnesota Department of Health completed a follow-up evaluation of
your facility to determine if orders from the September 17, 2021, evaluation were corrected. The
follow-up evaluation verified that the facility is in substantial compliance.

It is your responsibility to share the information contained in this letter and the results of this visit
with the President of your facility's Governing Body. You are encouraged to retain this document for
your records.

Please feel free to call me with any questions.

Sincerely,

Jodi Johnson, Supervisor

Health Regulation Division

State Evaluation Team

85 East Seventh Place, Suite 220

P.O. Box 3879

St. Paul, MN 55101-3879

Email: jodi.johnson@state.mn.us

Telephone: 507-696-2437 Fax: 651-215-9697
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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
October 20, 2021

Administrator

Abilit Holdings (Meadow Lakes)
22 45th Avenue Northwest
Rochester, MN 55901

RE: Project Number(s) SL21129015
Dear Administrator:

The Minnesota Department of Health completed an evaluation on September 17, 2021, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
evaluation, the Minnesota Department of Health 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.

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

IMPOSITION OF FINES

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

Level 1: no fines or enforcement.

Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20 for widespread violations;

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

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20.

In accordance with Minn. Stat. § 144G.20, Subd. 4 (a)(5), the Department of Health imposes fine
amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.

The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation
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that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572. subds. 2,
9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated
maltreatment violation consisting of sexual assault, death, or abuse resulting in serious injury.

In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5)(b), immediate fine imposition is authorized
for both surveys and investigations conducted. When a fine is assessed against a facility for
substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.

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

St - 0- 0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00

The total amount you are assessed is $500.00. You will be invoiced after 15 days of the receipt of this
notice, subject to appeal.

DOCUMENTATION OF ACTION TO COMPLY

Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document any action taken to comply with
the correction order. A copy of the provider’s records documenting those actions may be
requested for follow-up surveys. The licensee is not required to submit a plan of correction for
approval.

The correction order documentation should include the following:

e |dentify how the area(s) of noncompliance was corrected related to the client(s)/employee(s)
identified in the correction order.

e |dentify how the area(s) of noncompliance was corrected for all of the provider’s
clients/employees that may be affected by the noncompliance.

¢ |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 issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by the Department of
Health within 15 calendar days.

A state licensing order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat.
§ 626.557. Please email general reconsideration requests to: Health.HRD.Appeals@state.mn.us.
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Please address your cover letter for general
reconsideration requests to:
Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

REQUESTING A HEARING

Free from Maltreatment reconsideration
requests should addressed to:
Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that
has been assessed a fine under this subdivision has a right to a reconsideration or a hearing under
this section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14, a request for a hearing must
be in writing and received by the Department of Health within 15 calendar days. Requests for
hearing may be emailed to Health.HRD.Appeals@state.mn.us.

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

You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in this letter and the results of this visit with the President of your
organization’s Governing Body. If you have any questions, please contact me.

Sincerely,
C::J‘ECL-QJW“"_'

Jodi Johnson, Supervisor

Health Regulation Division

State Evaluation Team

85 East Seventh Place, Suite 220

P.O. Box 3879

St. Paul, MN 55101-3879

Email: jodi.johnson@state.mn.us

Telephone: 507-696-2437 Fax: 651-215-9697
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documenting the State Licensing
ASSSITED LIVING PROVIDER LICENSING Correction Orders using federal software.
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Minnesota State Statutes for Home Care
In accordance with Minnesota Statutes, section Providers. The assigned tag number
144G.10 to 144G.95, this correction order(s) has appears in the far left column entitled "ID
been issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether a violation has been out of compliance is listed in the
corrected requires compliance with all "Summary Statement of Deficiencies"
requirements provided at the Statute number column. This column also includes the
indicated below. When Minnesota Statute findings which are in violation of the state
contains several items, failure to comply with any requirement after the statement, "This
of the items will be considered lack of Minnesota requirement is not met as
compliance. evidenced by." Following the surveyors'
findings is the Time Period for Correction.
INITIAL COMMENTS:
Project # SL21129012 PLEASE DISREGARD THE HEADING OF
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On September 13, 2021 through September 16, STATES,"PROVIDER'S PLAN OF
2021, surveyors of this Department's staff visited CORRECTION." THIS APPLIES TO
the above Assisted Living with Dementia Care FEDERAL DEFICIENCIES ONLY. THIS
licensed provider, and the following correction WILL APPEAR ON EACH PAGE.
orders are issued. At the time of the survey,
there were 71 residents receiving services under THERE IS NO REQUIREMENT TO
the assisted living with dementia care license. SUBMIT A PLAN OF CORRECTION FOR
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SUBDIVISION 1-3.
0480 144G.41 Subd 1 (13) (i) (B) Minimum 0480
SS=F | requirements
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(13) offer to provide or make available at least the
following services to residents:

(i) at least three nutritious meals daily with snacks
available seven days per week, according to the
recommended dietary allowances in the United
States Department of Agriculture (USDA)
guidelines, including seasonal fresh fruit and
fresh vegetables. The following apply:

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure food was
prepared according to the Minnesota Food Code.
This had the potential to affect all current
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:

Please refer to the additional documentation

Minnesota Department of Health
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(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b)The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to implement and
follow Center for Disease Control (CDC) and
Minnesota Department of Health (MDH) infection
control guidance recommendations for eye
protection for health care workers related to
COVID 19. In addition, the licensee failed to
ensure infection control practices were
maintained during meal service in one of two
resident dining areas. 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
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included in the Food and Beverage Establishment
Inspection Report dated September 13, 2021.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0510 144G.41 Subd. 3 Infection control program 0510
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client'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 clients).

LACK OF EYE PROTECTION FOR STAFF
PROVIDING DIRECT CARES

The MDH document titled COVID-19 Toolkit,
Information for Long Term Care Facilities, dated
March 8, 2021, indicated on page 8, indicated alll
staff should wear a well-fitting mask and eye
protection (e.g. face shield, goggles) when in
resident care areas.

The MDH document titled COVID-19 Personal
Protective Equipment (PPE) Grid for Congregate
Care Settings, dated April 23, 2021, noted
healthcare workers with face-to-face contact with
residents should wear a medical grade,
well-fitting mask and eye protection.

On September 13, 2021, at approximately 5:07
p.m. unlicensed personnel (ULP)-F walked
beside R13 who used a front-wheeled walker
from the main dining area to the resident's
apartment. Once inside R13's apartment, ULP-F
swapped R13's oxygen supply. During this
provision of cares, ULP-F wore a face mask, but
was not wearing eye protection. At approximately
5:12 p.m., ULP-F verified wearing only the face
mask, and said she did not think any additional
protection was required when working with
residents.

On September 14, 2021, ULP-A was observed to
provide various cares and assistance to residents

Minnesota Department of Health
STATE FORM 6899 SJRT11 If continuation sheet 4 of 50



PRINTED: 10/20/2021

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
21129 B. WING 09/17/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
22 45TH AVENUE NW
ABILIT HOLDINGS (MEADOW LAKES
( ) ROCHESTER, MN 55901
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

0510 Continued From page 4 0510

as follows: At 7:13 a.m., ULP-A administered oral
medications to R3 and a few minutes later
applied a facial cream on R3. ULP-A also
administered oral medications to R8 and to R7 at
7:47 a.m. At approximately 8:24 a.m., ULP-A
talked with the surveyor about routine tasks she
completed which included getting residents up,
dressing them and assisting with showers;
sometimes feeding a resident, medication
administration including insulin, eye drops and
oral pills. ULP-A stated she needed to wear a
mask because of COVID, and acknowledged she
did not wear any eye protection, adding "we used
to wear" eye protection, but had recently
"stopped" doing that.

On September 14, 2021, at 7:11 a.m. ULP-C was
observed to assist R9 with dressing in the
resident's apartment, without wearing any eye
protection. At 7:27 a.m., ULP-C, assisted R11
with medication administration, and at 7:38 a.m.,
ULP-C assisted R12 with medication
administration. ULP-C did not wear eye protection
during these provisions of care.

On September 14, 2021, at approximately 11:11
a.m. ULP-B was observed in R3's room, who
tested his own blood sugar and subsequently
received insulin, set up by ULP-B. At
approximately 11:21 a.m., ULP-B assisted R5 by
transferring R5 from the wheel chair onto the
toilet. A few minutes later ULP-B provided
personal assistance in the bathroom, then
administered noon medications to R5. Afew
minutes later, ULP-B was observed prepping
residents' noon meal plates in the kitchen, which
were then served to residents in the dining room.
ULP-B was noted to wear a blue-colored face
mask, but no eye protection. At approximately
1:10 p.m., ULP-B said she needed to wear the

Minnesota Department of Health
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mask due to the COVID pandemic; however, she
stated she did not know of any requirement to put
on goggles or other face protection.

On September 14, 2021, at about 2:25 p.m.
ULP-E was observed on the locked memory care
unit interacting with two residents who were in the
day room area. ULP-E wore a blue, paper face
mask, but had no eye protection. ULP-E stated
he had been working here for about a month, and
he was required to wear a mask. ULP-E further
stated he knew other people who worked in care
facilities who had to wear goggles or face shields,
"but not here."

On September 14, 2021, at approximately 11:15
a.m. registered nurse (RN)-A and RN-D
discussed with the surveyors the licensee's
requirements for masking and personal protective
equipment (PPE) use for staff. RN-D stated they
were sending out the [infection] count rates
weekly to the individual site directors and the
nurses were taking the lead on what they should
be doing at each site. RN-A and RN-D both
acknowledged staff at this site wore masks, but
not all staff wore eye protection. When asked if
direct care staff should be wearing eye protection
while on duty, RN-D replied they would follow
CDC (Centers for Disease Control) guidelines.

The licensee's Pandemic - Prevention of
Person-To-Person Transmission policy dated
August 2021, indicated it is the policy of this
facility to institute appropriate infections control
practices to assist in preventing the spread of
infection. Listed in the procedures, under #1:
The general orientation process will include
training on appropriate infection control practices
that adhere to the Centers for Disease Control
guidelines.

Minnesota Department of Health
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No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

LACK OF HYGIENIC PRACTICES/BREAKS IN
INFECTION CONTROL DURING MEAL
SERVICE

On September 13, 2021, during continuous
observation between approximately 4:26 p.m.
and 5:30 p.m. in the main dining area, culinary
assistant (CA-A) failed to wash hands, change
gloves or use hand sanitizer throughout the
observation. CA-A wore a medical-grade
facemask, but wore it below the nose. CA-A wore
plastic serving gloves throughout the observation.
The following was observed:

-at 4:28 p.m. CA-A used gloved hands to move
her facemask up over her nose; then picked up a
plate and used tongs to place lettuce onto the
plate and brought it to a resident.

-4:29 p.m.,after filling up a coffee cup, CA-A
grasped the inside rim of the cup with gloved
hands. CA-Aremoved a note pad and pen from
a pocket in her top, and wrote down a resident's
food order, adjusted her glasses and placed the
notebook and pen back in her pocket. CA-A then
picked up a bowl and used a ladle to put soup in
the bowl.

-4:30 p.m., CA-A entered the kitchen, did not
perform hand hygiene, and returned with
packaged crackers and placed them on a plate;
the soup and crackers were served to the a

Minnesota Department of Health
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resident. CA-Athen picked up food from the
service counter and delivered it to another
resident after adjusting glasses with her gloved
hand. CA-A then used that hand to pick up cups
of fruit, pinching the inside of the cups with the
gloved hands to lift the fruit cups. CA-A was also
observed with hands in pockets and adjusted the
mask, but continued to serve residents. using the
same gloves and failed to perform hand hygiene.
-4:58 p.m., CA-A began removing dirty plates
from tables and bringing them to the dishwasher
area, cleaning off plates and stacking for
washing. No hand hygiene performed including
any glove removal between tasks.

-5:03 p.m., she removed a washcloth from a
bucket, washed a place at a table and removed a
used placemat and silverware. She failed to
perform hand hygiene and placed a clean
placemat in front of a client. She then took a
glass and filled it with ice and juice and served to
a client. She served desert to a client. CA-A then
removed gloves and held them in her hands. took
out a paper and pen from her pocket, took a
client order and placed the order on the service
counter. CA-A then washed hands and placed
clean gloves.

-5:26 p.m., CA-A was wearing gloves and picking
up glasses, with her fingers on the inside of the
cups, and other soiled dishes. She put her hand
in her pocket and took out a notepad and took an
order from a resident. She touched her mask with
her gloved hand. She stood next to the serving
station, with a plate in front of her and pulled the
mask away from her face. Using the same gloved
hands, she then picked up the plate, touching the
top surface of the plate, and served it to a client.
She returned to the service area and used a
tongs to put lettuce on a plate, squeezed dressing
onto the salad and picked up the plate with her
thumb on the serving surface of the plate, and

Minnesota Department of Health
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served it to a client.

On September 15, 2021, beginning at
approximately 7:44 a.m. until 8:01 a.m., the
culinary director (CD) was at the serving station
of the main dining area. The CD wore gloves and
a medical-grade mask, which was positioned
below the nose throughout the observation.
Culinary assistant (CA)-B was serving food to
residents but observed CA-B's eye protection on
top of her head, not covering the eyes. CA-B
wearing gloves and a medical-grade mask. CA-B
used her gloves hand to move eye protection
over her eyes, CA-B reached into a pocket to
retrieve a notebook and pen and wrote down on
the paper the breakfast order of a resident,
placing the paper on the serving table. The CD
was picking up the order slips with the gloved
hand and placing them down on her serving
surface. CD buttered toast, holding the bread in
her gloved hand. She then picked up a plate,
used tongs to put sausage on the plate. She then
held the sausage with her gloved left hand and
used a knife to cut it with her right hand. She
continued serving. She again picked up toast with
her gloved hand and placed it on a plate. She
picked up a bowl touching the inside of the bowl
using her gloved hand. She placed food items in
the bowl and served it. At 8:01 a.m., CD moved
her eye protection from on top of her head to
cover her eyes. The CA started to exit the dining
room, but returned as CA-B brought an order.
She then moved her eye protection on top of her
head again using her gloved hand. She then
dished up a plate and placed on the serving
station. Throughout the observation hand hygiene
was not performed. At 8:01 a.m., she washed
hands and placed clean gloves.

On September 15, 2021 at 11:18 a.m., RN-A

Minnesota Department of Health
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stated the dietary staff were to be changing
gloves and performing hand hygiene between
dirty dish removal and serving clients and after
contaminating the gloves by touching PPE or
putting hands in pockets.

On September 15, 2021, at 12:35 p.m., the CD
stated masks and eye protection were to be worn
when serving clients. Hand washing should be
performed whenever staff enter the kitchen. Hand
hygiene should be performed between any dirty
food contact and clean food contact. the CD
stated "Serve safe" guidelines should be adhered
to.

Prior to the exit conference on September 16,
2021, at approximately 1:12 p.m., the community
director (CD) stated serving food and following
sanitary techniques was really "common sense."
The CD expressed frustration with the dietary
staff, especially during the survey, and
acknowledged these concerns would need be
addressed.

The licensee's "8.01 Infection Control Policy,"
dated August 1, 2021, indicated infection control
practices were important to all of the licensee's
managed communities for the health, safety of all
staff residents and guests. The policy indicated
the licensee's infection control program will e
consistent with current guidelines for CDC
(Center for Disease control) for prevention control
in long-term care facilities, where applicable in
assisted living facilities.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

Minnesota Department of Health
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(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.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the license failed to maintain a
tuberculosis (TB) infection control program based
on guidelines by the Center for Disease Control
(CDC) and Minnesota Department of Health and
ensure TB health screenings were completed for
three of five unlicensed personnel (ULP-A, ULP-B
and ULP-C) with employee health records
reviewed.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, 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
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than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

ULP-A

ULP-A was hired October 5, 2020, to provide
comprehensive home care services prior to the
licensee's conversion to assisted living with
dementia care license on August 1, 2021.

On September 14, 2021, at approximately 7:33
a.m. ULP-A was observed to administer
medications to R3.

ULP-A's employee records lacked evidence of
having received the second step of a tuberculin
skin test (TST).

ULP-B

ULP-B was hired May 5, 2021, to provide
comprehensive home care services prior to the
licensee's conversion to assisted living with
dementia care license on August 1, 2021.

On September 14, 2021, at approximately 11:11
a.m. ULP-B was observed to assist R4 with
obtaining a blood glucose, and assisted the
resident with insulin.

ULP-B's employee records lacked evidence of
having received the second step of a TST.
ULP-C

ULP-C was hired July 16, 2020, to provide
comprehensive home care services prior to the
licensee's conversion to assisted living with
dementia care license on August 1, 2021.

On September 14, 2021, at about 7:11 a.m.

Minnesota Department of Health
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ULP-C was observed to assist R9 to get dressed.

ULP-C's employee record included a TB history
and symptom screen and one step of a TST, both
dated in 2017. There was no further evidence of
TB screening.

On September 15, 2021, at approximately 4:18
p.m. registered nurse (RN)-D and RN-A verified
the missing TST second step for ULP-A and
ULP-B. RN-D further stated ULP-C had worked
for the licensee in the past and was rehired on
July 16, 2020, and verified there should have
been new baseline TB screening for that
employee, including a two-step TST.

The licensee's Infection Control Tuberculosis
Screening policy dated August 1, 2021, indicated
the licensee will establish and maintain a TB
program based on the most current guidelines
issued by the Center for Disease Control (CDC),
and the program covered all paid and unpaid
employees. The policy indicated baseline TB
screening of staff would be completed, to include
screening for active signs of TB using the
Baseline TB screening tool for HCWs (health
care workers), and having either a blood test or
two-step TST, with results documented on the
baseline screening tool.

No further information was provided.

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

0 730| 144G.43 Subd. 3 Contents of resident record 0730
SS=D

Contents of a resident record include the
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STATE FORM 6899 SJRT11 If continuation sheet 13 of 50



PRINTED: 10/20/2021

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
21129 B. WING 09/17/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
22 45TH AVENUE NW
ABILIT HOLDINGS (MEADOW LAKES
( ) ROCHESTER, MN 55901
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

0730 Continued From page 13 0730

following for each resident:

(1) identifying information, including the resident's
name, date of birth, address, and telephone
number;

(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and designated representative;
(3) names, addresses, and telephone numbers of
the resident's health and medical service
providers, if known;

(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records;

(5) the resident's advance directives, if any;

(6) copies of any health care directives,
guardianships, powers of attorney, or
conservatorships;

(7) the facility's current and previous
assessments and service plans;

(8) all records of communications pertinent to the
resident's services;

(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;

(10) documentation of incidents involving the
resident and actions taken in response to the
needs of the resident, including reporting to the
appropriate supervisor or health care
professional;

(11) documentation that services have been
provided as identified in the service plan;

(12) documentation that the resident has received
and reviewed the assisted living bill of rights;

(13) documentation of complaints received and
any resolution;

Minnesota Department of Health
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(14) a discharge summary, including service
termination notice and related documentation,
when applicable; and

(15) other documentation required under this
chapter and relevant to the resident's services or
status.

This MN Requirement is not met as evidenced
by:

Based on interview and record review the
licensee failed to complete a discharge summary
for two of two discharged residents (R1, R2) with
records reviewed.

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

R1 was discharged on August 13, 2021. R1's
record lacked evidence a discharge summary
was completed.

R2 was discharged on August 25, 2021. R2's
record lacked evidence a discharge summary
was completed.

On September 14, 2021, at 11:55 a.m. RN-A
confirmed a discharge summary had not been
completed for either R1 or R2. RN-A further
stated the nurse was expected to document a
summary of the resident's stay upon their
discharge.

Minnesota Department of Health
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(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
7511, and:

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

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

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

(iii) provide smoke alarms on each story
within a dwelling unit, including basements, but
not including 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
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:
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A policy regarding discharge of residents was
requested, but none was provided.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0780 144G.45 Subd. 2 (a) (1) Fire protection and 0780
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Based on observation and interview with the
Community Director (CD), the facility failed to
have interconnected smoke alarms in dwelling
units where more than one smoke alarm was
required. This had the potential to affect all
current 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
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 September 13, 2021, beginning at
approximately 11:00 a.m., a building tour was
conducted with the CD. During the tour, the CD
confirmed the smoke alarms had not been
updated since MN Statute 144G became
effective. The facility did not have interconnected
smoke alarms in the resident apartments. The
CD stated this was due to supply chain issues
and the inability to source the correct smoke
alarms.

No further information was provided.

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

144G.45 Subd. 2 (b)-(f) Fire protection and
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

0780
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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
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 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 interview and record review the facility
failed to provide evidence of an employee training
plan compliant with MN Statute 144G.45 was in
place. This had the potential to affect all current
residents, staff and visitors.

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

The findings include:

On September 13, 2021, at approximately 11:50
a.m. while reviewing records, the facility provided
evidence that new employees were trained upon
hire; however, there was no evidence of a plan
for employee training twice per year as required.

On September 13, 2021, at approximately 12:00
p.m. the Community Director (CD) confirmed the
facility had not yet developed or implemented the
required employee training program and schedule
for fire safety and evacuation plans.

No additional information was provided.

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

01370, 144G.61 Subd. 2 Training and evaluation of
SS=E | unlicensed personn

(a) Training and competency evaluations for all
unlicensed personnel must include the following:
(1) documentation requirements for all services
provided;

(2) reports of changes in the resident's condition
to the supervisor designated by the facility;

(8) basic infection control, including blood-borne
pathogens;

(4) maintenance of a clean and safe

0810
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environment;

(5) appropriate and safe techniques in personal
hygiene and grooming, including:

(i) hair care and bathing;

(ii) care of teeth, gums, and oral prosthetic
devices;

(iii) care and use of hearing aids; and

(iv) dressing and assisting with toileting;

(6) training on the prevention of falls;

(7) standby assistance technigues and how to
perform them;

(8) medication, exercise, and treatment
reminders;

(9) basic nutrition, meal preparation, food safety,
and assistance with eating;

(10) preparation of modified diets as ordered by a
licensed health professional;

(11) communication skills that include preserving
the dignity of the resident and showing respect for
the resident and the resident's preferences,
cultural background, and family;

(12) awareness of confidentiality and privacy;
(13) understanding appropriate boundaries
between staff and residents and the resident's
family;

(14) procedures to use in handling various
emergency situations; and

(15) awareness of commonly used health
technology equipment and assistive devices.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review the licensee failed to ensure training and
competency evaluations were completed for all
required skill areas, prior to providing services, for
three of four unlicensed personnel (ULP-A,
ULP-B and ULP-C) with records reviewed.

This practice resulted in a level two violation (a
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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 pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

ULP-A, ULP-B and ULP-C's employee records
lacked evidence training was completed in the
following areas:

-care and use of hearing aids; and
-preparation of modified diets as ordered by a
licensed health professional

ULP-A

ULP-A was hired October 5, 2020 to provide
comprehensive home care services prior to the
licensee's conversion to assisted living with
dementia care license on August 1, 2021.

On September 14, 2021, between approximately
7:00 a.m. and 10:00 a.m. ULP-A was observed to
administer medications to multiple residents and
also provided various direct care tasks including
ambulation assistance and dining

ULP-A's training record contained an individual
record of nursing skills, each signed off by a
registered nurse (RN) indicating completion and
competent to perform the skill. ULP-A's record
lacked evidence of completing the skill areas
listed above.

ULP-B
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ULP-B was hired May 5, 2021, to provide
comprehensive home care services prior to the
licensee's conversion to assisted living with
dementia care license on August 1, 2021.

On September 14, 2021, at approximately 11:11
a.m. ULP-B was observed to assist R4 with
obtaining a blood glucose and insulin.

ULP-B's training record contained an individual
record of nursing skills, each signed off by a RN
indicating completion and competent to perform
the skill. ULP-B's record lacked evidence of
completing the skill area listed above.

ULP-C was hired July 16, 2020, to provide
comprehensive home care services prior to the
licensee's conversion to assisted living with
dementia care license on August 1, 2021.

On September 14, 2021, at 7:11 a.m. ULP-C was
observed to assist R9 to get dressed.

ULP-C's record contained an individual record of
nursing skills, each signed off by a RN indicating
completion and competent to perform the skill.
ULP-C's record lacked evidence of completing
the skill area listed above.

On September 16, 2021, at approximately 8:58
a.m. RN-A verified the missing training
competencies for ULP-A, ULP-B and ULP-C.
RN-C stated "we know" these skills are part of the
curriculum and are required. RN-C verified there
was no evidence in the employee's records of
completing the training.

The licensee's 5.02 Competency Training
Evaluations policy dated August 1, 2021,
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indicated when a RN or licensed health
professional delegates tasks, prior to the
delegation of services they must make certain the
ULP is trained in the proper methods to perform
tasks or procedures for each client. The policy
listed training and competency evaluations for
unlicensed staff would, among other skill areas,
include: care and use of hearing aids; and
preparation of modified diets as ordered by a
licensed health professional. The policy also
indicated a copy or all education, training and
competency testing shall be kept in each
employee's personnel file.

No further information was provided.

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

144G.61 Subd. 2 Training and evaluation of
unlicensed personn

(b) In addition to paragraph (a), training and
competency evaluation for unlicensed personnel
providing assisted living services must include:
(1) observing, reporting, and documenting
resident status;

(2) basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel;

(8) reading and recording temperature, pulse,
and respirations of the resident;

(4) recognizing physical, emotional, cognitive,
and developmental needs of the resident;

(5) safe transfer techniques and ambulation;
(6) range of motioning and positioning; and

(7) administering medications or treatments as
required.

01370

01380
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This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review the licensee failed to ensure training and
competency evaluations were completed for all
required skill areas prior to providing services for
two of four unlicensed personnel (ULP-B and
ULP-C) with records reviewed.

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

ULP-B and ULP-C's employee records lacked
evidence of receiving the following training: range
of motion and positioning.

ULP-B

ULP-B had a hire date of May 5, 2021, to provide
comprehensive home care services prior to the
licensee's conversion to assisted living with
dementia care license on August 1, 2021.

On September 14, 2021, at approximately 11:11
a.m. ULP-B was observed to assist R4 with
obtaining a blood glucose and insulin.

ULP-B's training record contained an individual
record of nursing skills, each signed off by a
registered nurse (RN) indicating completion and
competent to perform the skill. ULP-B's record
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lacked evidence of completing the skill area listed
above.
ULP-C

ULP-C was hired July 16, 2020, to provide
comprehensive home care services prior to the
licensee's conversion to assisted living with
dementia care license on August 1, 2021.

On September 14, 2021, at 7:11 a.m. ULP-C was
observed to assist R9 to get dressed.

ULP-C's training record contained an individual
record of nursing skills, each signed off by a RN
indicating completion and competent to perform
the skill. ULP-C's record lacked evidence of
completing the skill area listed above.

On September 16, 2021, at approximately 8:58
a.m. RN-A verified the missing training
competencies for ULP-B and ULP-C. RN-C
stated "we know" these skills are part of the
curriculum and are required. RN-C verified there
was no evidence in the employee's records of
completing the training.

The licensee's 5.02 Competency Training
Evaluations policy dated August 1, 2021,
indicated when a RN or licensed health
professional delegates tasks, prior to the
delegation of services they must make certain the
ULP is trained in the proper methods to perform
tasks or procedures for each client. The policy
listed training and competency evaluations for
unlicensed staff would, among other skill areas,
included: range of motion and positioning. The
policy also indicated a copy or all education,
training and competency testing shall be kept in
each employee's personnel file.

Minnesota Department of Health
STATE FORM 6899 SJRT11 If continuation sheet 25 of 50



PRINTED: 10/20/2021

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
21129 B. WING 09/17/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
22 45TH AVENUE NW
ABILIT HOLDINGS (MEADOW LAKES
( ) ROCHESTER, MN 55901
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

01380 | Continued From page 25 01380

No further information was provided.

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

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
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 the
registered nurse (RN) conducted direct
supervision of staff performing delegated nursing
or therapy tasks within 30 days of first providing
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those services for one of five unlicensed
personnel (ULP-B) with employee records
reviewed.

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

ULP-B began providing assisted living services
on August 1, 2021.

On September 14, 2021, at approximately 11:11
a.m. ULP-B was observed to assist R4 with a
blood glucose and insulin. R4's medication
administration record for September 2021,
indicated ULP-B had provided medication
administration on multiple occasions to R4.

On September 16, 2021, at approximately 8:58
a.m. RN-A reviewed ULP-B's employee record
and verified there was no evidence the employee
had been supervised after performing delegated
tasks. Later, RN-A stated they could not locate
any nurse supervisory observation for ULP-B.
RN-A stated it was company policy that
unlicensed staff were to be supervised within 30
days of doing delegated nursing tasks, such as
administration of medications.

A policy regarding supervision of unlicensed
personnel was requested, but not provided.
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No further information was provided.

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

01730 144G.71 Subd. 5 Individualized medication 01730
SS=D | 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
individualized medication management record for
each resident based on the resident's
assessment that must contain the following:

(1) a statement describing the medication
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;

(8) 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
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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 ensure a medication
management plan was developed for one of one
resident (R9) reviewed with eye medications.

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:

R9's Occupancy Agreement and addendum B"
(identified to be part of the service plan) dated
August 1, 2021, and August 31, 2021,
respectively, identified R9 was to receive bathing
assistance once weekly and dressing assistance
daily; however, the forms did not include
medication administration assistance.

R9's Medication/Treatment/Therapy Assessment
and Plan dated August 5, 2021, indicated R9 was
independent with medication administration.
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R9's medical record lacked evidence of
prescriber orders, or a medication management
plan.

On September 14, 2021, at approximately 7:11
a.m. unlicensed personnel (ULP)-C assisted R9
with dressing. After dressing assistance was
completed, R9 went to the dining room table and
requested ULP-C to assist with her Refresh eye
drops. ULP-C informed R9 she was unable to
assist with the eye drops without a prescriber
order. R9 questioned why, stating ULP-C had
assisted with them "yesterday." ULP-C confirmed
she had assisted yesterday, but had since been
informed she could not assist with the eye drops
without a prescriber order. R9 further indicated
she was unable to do the eye drops without
assistance, due to her arthritis.

On September 14, 2021, at 7:18 a.m. ULP-C
confirmed staff had been assisting R9 with the
eye drops, but she was instructed yesterday she
could not assist without a prescription. She
further indicated she was unaware she could not
assist with the eye drops without a prescription.

On September 15, 2021, at 11:05 a.m. registered
nurse (RN)-A stated if there was no medication
administration plan and no prescriber orders for a
medication, including over the counter
medications, staff were not to administer
medications to residents.

On September 15, 2021, at 11:26 a.m. R9 stated
she had allergies and her doctor had instructed
her to use the over the counter eye drops. R9
further stated staff had been assisting her with
the eye drops until "yesterday" when ULP-C
informed her they were no longer able to assist
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with them.

The licensee's Medications - Prescribed, Not
Prescribed & OTC policy dated August 1, 2021,
identified the licensee will require a prescription
for all medications the provider manages. The
facility will inform the resident of the requirement
for a prescription for all over-the-counter and
dietary supplements before the facility agrees to
manage those medications "

The licensee's Medication Management
Individualized Plan policy dated August 1, 2021,
identified "the facility will prepare and include in
the service plan a written statement of the
medication management services that will be
provided to the resident." The licensee "will
develop and maintain a current individualized
medication management record for each resident
based on the resident's assessment that must
contain the following:

a. A statement describing the medication
management services that will be provided

b. Adescription of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions

c. Documentation of specific resident
instructions relating to the administration of
medications

d. Identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis

e. ldentification of medication management
tasks that may be delegated to unlicensed
personnel

f.  Procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication

Minnesota Department of Health

STATE FORM 6899 SJRT11 If continuation sheet 31 of 50




Minnesota Department of Health

PRINTED: 10/20/2021
FORM APPROVED

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
include 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.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure medications
were administered as prescribed and per
manufacturer's instructions for two of two
residents (R3, R4) observed during medication
administration.
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management services, and
g. 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."
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
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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:

R3

R3's diagnoses included, but were not limited to,
Alzheimer's disease, vitamin B12 deficiency,
obesity, osteoarthritis and anxiety disorder.

R3's MN (Minnesota)
Medication./Treatment/Therapy Assessment &
Plan dated July 8, 2021, indicated the resident
received medication management services,
which included administration of medications by
the licensee's staff.

R3's prescriber's orders included, among other
medications, Hydrocil Powder 95%, give one
dose by mouth one time a day for regularity; give
per instructions mixed in beverage. The
pharmacy label attached to the medication
directed to mix 1 TSP (teaspoon) with 8 ounces
of water and take once daily.

On September 14, 2021, at approximately 7:13
a.m. unlicensed personnel (ULP)-A entered R3's
apartment to administer morning medications to
R3, among which was a medication in powder
form to be mixed with liquid to drink. ULP-A
reviewed R3's medication administration record in
the portable computer tablet, then opened the
powder Hydrocil Powder 95% (psyllium, indicated
for bowel maintenance) and measured the
medication. ULP-A poured a full capful of the
powder into the cap of the medication. The cap
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of the Hydrocil powder container was
approximately two and one-half inches in
diameter and one-half inch in height. After using
the cap for measuring, ULP-A poured the powder
into the glass of orange juice, stirred it, then gave
the glass to R3 and watched R3 consume the
medication. After documenting the administration
on the tablet, ULP-A sanitized her hands and
exited R3's room.

At approximately 7:34 a.m., ULP-A was asked
about the dosage and how she measured R3's
Hydrocil powder. ULP-A confirmed she gave R3
the medication in orange juice and it was "one
capful" of the powder, and had used the cap from
the medication to measure. ULP-A stated this
was R3's usual dose for this medication.

ULP-A's training record dated November 4, 2020,
indicated ULP-A had been trained on the skill of
liquid medication administration. The
competency indicated liquid medications were
administered following the six rights of medication
administration, which included the right dose.

R4

R4's diagnoses included, but were not limited to,
type 2 diabetes, atrial fibrillation and
osteoarthritis.

R4's MN (Minnesota)
Medication/Treatment/Therapy Assessment &
Plan dated July 9, 2021, indicated the resident
received medication management services, and
staff administered all medications, except for the
insulin Flex Pen in which staff dial up the correct
dosage and R4 self-administered.

R4's care plan dated May 25, 2021, indicated the
resident self administered some medications and
will self inject pre-filled insulin pen after staff
dialed up the dosage.
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R4's prescriber's orders for the Novolin R Flex
Pen dated August 5, 2021, directed to inject 8-11
units under skin three time a day with meals: 11
units with breakfast; 8 units with lunch; and 8
units with dinner.

On September 14, 2021, at approximately 11:11
a.m. ULP-B entered R4's apartment, greeted the
resident and announced it was time to obtain a
blood sugar and administer insulin. ULP-B
gathered supplies out of the locked cupboard in
R4's room, including R4's Novolin R FlexPen. R4
obtained his own blood sugar, which was 254
mg/dl (milligrams per deciliter). ULP-B removed
the cap on the insulin pen, placed a new needle
on the end, and dialed up 8 units. ULP-B did not
prime the insulin pen to remove any air pockets
and ensured a small amount of medication was
expelled. ULP-B then gave the pen to R4 who
removed the protective cover form the needle
and injected the dose dialed up by ULP-B. R4
disposed the needle into a sharps container, and
ULP-B documented the administration on the
portable computer tablet and exited the room.

At approximately 11:19 a.m., ULP-B explained to
the surveyor the procedure on how to dial up R4's
insulin before administration, which did not
include priming the pen. ULP-B stated she had
"never been told" about the priming of the insulin
pen, and verified she did not do that when she
prepared R4's noon-time dose.

ULP-B's training record indicated training was
completed and ULP-B was competent for the skill
of insulin administration, dated June 16, 2021.
The skill procedure indicated for #7: For insulin
pen, remove cap, alcohol swab end of pen and
twist on safety needle. Set dial amount of pen to
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2 units, push to "prime" the pen.

On September 15, 2021, at approximately 1:34
p.m. registered nurse (RN)-D stated ULP were
trained to administer medications according to
the six rights and medications were administered
without error. RN-D stated she would have to
look at R3's order for the psyllium (Hydrocil)
powder, but acknowledged if a teaspoon was
ordered, a capful from the medication bottle
"would be more than that," and would be a
medication error.

On September 16, 2021, at approximately 8:58
a.m. RN-A was asked about the priming of insulin
pens prior to setting the dosage. RN-A stated
insulin administration was a tested competency
for unlicensed staff, and the insulin pen should
have been primed before dialing up the ordered
dose. RN-A stated they would "immediately
follow up" regarding R4's situation and make sure
staff were following protocol and priming the
insulin pen.

The licensee's Medications & Treatments 7.27
Insulin policy dated August 1, 2021, indicated only
properly trained staff may provide medication
assistance or administration, the ULP must be
trained and competency tested. The policy
directed medications always needed to be
administered according the the "6 Rights,"
including the right dose.

Novolog Insulin FlexPen manufacturer's guide
dated November 2019, directed to prime the pen
prior to use. To prime, dial 2 units, tapping the
upright held pen (with needle upwards) to make
any air bubbles collect at the top of the cartridge,
then push the button (with needle pointing
upward) and the dose selector returns to "0"; a
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Documentation of dates of medication setup,
name of medication, quantity of dose, times to be
administered, route of administration, and name
of person completing medication setup must be
done at the time of setup.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure
documentation of medication set up included the
dates of mediation set up, name of medication,
quantity of dose, time to be administered, route of
administration and name of person completing
set up for two of two residents (R7, R8) with
records reviewed.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, 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 September 13, 2021, at approximately 12:56
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days
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p.m. health care coordinator/director of
nursing/registered nurse (RN)-B stated the
licensee provided medication management
services to residents in the facility, which included
administering medications, monitoring for side
effects, ordering refills and storage. RN-B stated
some residents got medications from the "VA"
(Veteran's Administration) and licensed nursing
staff set up their medications in a weekly
med-planner (a system where medications are
set up in advance and stored in a container,
usually weekly, to facilitate later administration).
RN-B said that while the majority of residents'
medications were from one pharmacy, a few
residents were set up using weekly pill boxes.

R7

R7's diagnoses included, but were not limited to
dementia with behavioral disturbance,
hypertension, gastro-esophageal reflux disease
(GERD) and anemia.

R7's Individual Service Plan dated April 26, 2021,
indicated the resident received medication
management services, including administration of
medications.

R7's Medication/Treatment/ Therapy Assessment
and Plan dated July 13, 2021, indicated the
resident's medications were set up by nursing.
On September 14, 2021, at approximately 7:39
a.m. unlicensed personnel (ULP)-A entered R7's
apartment with a portable computer tablet and
greeted the resident. ULP-A sanitized hands and
filled a large glass from R7's cupboard and filled it
with water. ULP-A unlocked another cupboard
and retrieved a mediplanner (a small plastic
container with seven compartments, each
containing pills and each labeled with a different
day of the week.) ULP-A opened the
compartment for Tuesday and began to compare
the pills with the medication administration record
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(MAR) found on the portable tablet. There were a
total of nine pills in the compartment that ULP-A
then administered to R7. After the resident took
the last pill, ULP-A documented the
administration, marking each pill R7 had
accepted, then exited the room.

R7's prescriber's orders dated April 14, 2021,
included, but were not limited to: vitamin C
(supplement); pantoprazole sodium (for acid
reflux); simvastatin (cholesterol-lowering
medication); donepezil (medication used to treat
confusion); an iron supplement; an anti-seizure
medication; low dose aspirin; three blood
pressure medications; and a pain medication.

Review of R7's medication administration record
(MAR) for September 2021, provided evidence
the resident's medications were administered.
However, R7's record lacked evidence to indicate
documentation was completed at the time of
medication setup to include the dates of
medication setup, name of the medication,
quantity of dose, times to be administered, route
of administration, and name of the person
completing medication setup.

R8

R8's diagnoses included, but were not limited to:
seizure disorder, dementia, chronic kidney
disease, epilepsy, anemia and osteoarthritis.

R8's individual Service Plan dated July 30, 2021,
indicated the resident received medication
management services, including storage of
medications in the resident's locked cupboard
and administration by facility staff.

R8's Medication/Treatment/Therapy Assessment
and Plan dated July 26, 2021, also identified R8
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received medication management services, but it
did not indicate the resident's medications were
set up in advance.

On September 14, 2021, at approximately 7:51
a.m. ULP-A knocked, received permission, then
entered R8's room carrying a computer tablet.
ULP-A greeted the resident, made some small
talk, told R8 she would pass morning
medications, then inquired about the resident's
current pain level. ULP-A unlocked a cupboard
and removed a pill strip, and opened the
compartment on the pill strip labeled for Tuesday.
Inside the compartment were three pills, two of
which were identical. ULP-A compared the
medications to R8's MAR found on the tablet,
then poured them into a small cup. ULP-A
administered the three pills to R8, then
immediately documented the administration.

R8's prescriber's orders dated August 23, 2021,
included acetaminophen (for pain); multivitamin
(supplement) and Zonisamide (a seizure
medication).

R8's MAR for September 2021, provided
evidence the resident's medications were
administered; however, R8's record lacked
evidence to indicate documentation was
completed at the time of medication setup to
include the dates of medication setup, name of
the medication, quantity of dose, times to be
administered, route of administration, and name
of the person completing medication setup.

On September 14, 2021, at approximately 7:47
a.m. ULP-A stated R7 and R8's medications
were "already set up" in the pill box. ULP-A
stated the nurse set up the pills, and the only
thing she had to do was compare the number of
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pills to what was in the resident's MAR for the
time of day the pills were given. ULP-A verified
after giving the medications, she documented
that task.

On September 15, 2021, at approximately 4:14
p.m. registered nurse (RN)-A and RN-D reviewed
R7's and R8's MARs and orders, with respect to
how those medications were documented as
being set up in pill boxes. RN-D stated there was
no documentation that shows the medication, the
time, the strength, time to be given, date of
medication set up, and those items "that meets
the regulations.”

The licensee's Medication Management - Dosage
Box Setup policy dated August 1, 2021, indicated
a licensed nurse will set up resident dosage
boxes timely and accurately. The policy indicated
a licensed nurse will assure medications orders
are transcribed onto the MAR including dates of
medication set up, medication name, quantity of
dose, times to be administered, route, name of
the person completing the set up, visual
description of the medications and drug
classification and special precautions. Also, the
policy directed when the nurse has completed
setting up medications into the dosage box, the
set-up was documented on the MAR.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

144G.71 Subd. 13 Prescriptions

There must be a current written or electronically
recorded prescription as defined in section

01770
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151.01, subdivision 16a, for all prescribed
medications that the assisted living facility is
managing for the resident.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review the licensee failed to ensure there was a
prescriber order for eye drops administered to
one of one resident (R9) reviewed.

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

R9's "Occupancy Agreement" and "addendum B
(identified to be part of the service plan)" dated
August 1, 2021, and August 31, 2021, identified
she was to receive bathing assistance once
weekly and dressing assistance daily, however
they did not include assistance with medication
administration.

R9's Medication/Treatment/Therapy Assessment
and Plan dated August 5, 2021, identified she
was independent with medication administration.

R9's medical record lacked evidence of a
medication management plan or physicians
orders for medications.

On September 14, 2021, at 7:11 a.m. unlicensed
personnel (ULP)-C assisted R9 with dressing.
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After dressing assistance was completed, R9
went to the dining room table and requested
ULP-C to assist with her Refresh eye drops.
ULP-C informed R9 she was unable to assist with
the eye drops without a prescriber order. R9
questioned why, stating ULP-C had assisted with
them "yesterday." ULP-C confirmed she had
assisted yesterday, but had since been informed
she could not assist with the eye drops without a
prescriber order. R9 indicated she was unable to
administer the eye drops without assistance, due
to her arthritis.

On September 14, 2021, at 7:18 a.m. ULP-C
confirmed staff had been assisting R9 with the
eye drops; however, "yesterday" she was
instructed she could not assist with administration
without a prescription. She was unaware she
was not able to assist with the eye drops.

On September 15, 2021, at 11:05 a.m. registered
nurse (RN)-A stated if there was no medication
administration plan and no prescriber orders for a
medication, including over the counter
medications, staff were not able to administer the
medication.

On September 15, 2021, at 11:26 a.m. R9 stated
staff had been assisting her with the eye drops
until yesterday, when ULP-C informed her they
were no longer able to assist.

The licensee's Eye Drops and Eye Ointment
policy dated August 1, 2021, identified eye drop
and eye ointment medications must be
administered according to the prescriber's orders.

The licensee's Medications - Prescribed, Not
Prescribed & OTC policy dated August 1, 2021,
identified the licensee "will require a prescription
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for all medications the provider manages. The
facility will inform the resident of the requirement
for a prescription for all over-the-counter and
dietary supplements before the facility agrees to
manage those medications "
No further information was provided.
TIME PERIOD FOR CORRECTION: Seven (7)
days
01940, 144G.72 Subd. 3 Individualized treatment or 01940
SS=D

therapy managemen

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

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
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monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure it developed
an individual treatment management plan to
include all required content for one of three
residents (R3) who received an ordered
treatment.

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:

R3's diagnoses included, but were not limited to,
Alzheimer's disease, vitamin B12 deficiency,
obesity, osteoarthritis and anxiety disorder.

On September 14, 2021, at 7:36 a.m. R3 was
observed wearing thrombo-embolus deterrent
(TED) stockings (long, tight-fitting stockings that
place pressure on the legs to prevent blood from
clotting).

R3's service plan dated June 25, 2021, did not
indicate the resident received treatment
management services.

R3's Individual Care plan dated January 26, 2021,
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lacked indication R3 had the treatment of TED
hose.

R3's MN (Minnesota)
Medication./Treatment/Therapy Assessment &
Plan dated July 8, 2021, lacked indication R3 had
the treatment of TED hose.

On September 14, 2021, at approximately 7:36
a.m. unlicensed personnel (ULP)-A stated R3 has
an order for TED stockings, adding she "put them
on" the resident earlier this morning.

R3's prescriber's orders dated March 12, 2021,
directed to apply compression stockings to BLE
(bilateral, lower extremities) in the a.m. (morning)
and encourage patient to sleep without socks on.
The order also directed encourage patient to
elevate legs during the day.

R3's medication administration record for
September 2021, indicated R3 had compression
stockings applied and removed daily.

On September 16, 2021, at approximately 8:58
a.m. registered nurse (RN)-C and RN-A verified
R3's treatment management plan, service plan
and individual care plan lacked inclusion of the
TED hose treatment for the client. RN-A stated
all resident treatments were to be addressed on
the resident's care plan, and further indicated this
likely was an oversight.

The licensee's Treatment & Therapy
Management Plan policy dated August 1, 2021,
directed for each resident receiving management
of ordered or prescribed treatments or therapy
services, the licensee will prepare and include in
the service plan a written statement of the
services that will be provided to the resident.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days.
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01970, 144G.72 Subd. 6 Treatment and therapy orders 01970
SS=D

There must be an up-to-date written or
electronically recorded order from an authorized
prescriber for all treatments and therapies. The
order must contain the name of the resident, a
description of the treatment or therapy to be
provided, and the frequency, duration, and other
information needed to administer the treatment or
therapy. Treatment and therapy orders must be
renewed at least every 12 months.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure a written
prescriber order for a treatment was obtained for
one of three clients (R10) with records reviewed.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, 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 September 15, 2021, at 8:47 a.m. unlicensed
personnel (ULP)-D assisted R10 with putting on
compression stockings (long, tight-fitting
stockings that place pressure on the legs to
prevent blood from clotting).

R10's service agreement dated August 24, 2021,
identified R10 was to receive assistance with
putting on her compression stockings in the
morning and removing them at bedtime.
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R10's medical record lacked evidence of a written
prescriber order for the compression stockings.

On September 15, 2021, at 11:05 a.m. registered
nurse (RN)-A stated if staff were applying
compression stockings, a prescriber order was
required.

On September 16, 2021, at 10:30 a.m. RN-A
confirmed R10 did not have a prescriber's order
for compression stockings.

The licensee's Medication and Treatment Orders
policy, dated August 1, 2021, identified the policy
was to ensure a current, written prescriber's order
must be obtained for any treatment or medication
administration provided to a resident.
Prescriptions or orders that are to be
implemented must be received from an
authorized prescriber. And, to ensure ongoing
evaluation of medications and treatments.

1) The nurse is responsible for assuring that:

a. current, authorized prescriber orders for
medications or treatments administered by the
staff are kept on file in the residents' records

b. communicated to the resident or responsible
party

c. educate resident or responsible party on all
medication and treatment orders, and

d. changes in orders are addressed in the
resident's record and are communicated to the
other staff.

2) An order for medication or treatment must
contain the name of the resident, a description of
the medication, treatment or therapy to be
provided and the frequency, duration, and other
information needed to carry out the order.

3) An order for medication or treatment must be
dated, signed by the prescriber and must be
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current and consistent with the resident's nursing
assessment.

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

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 interview and record review, the facility
failed to provide the proper documentation that a
hazard vulnerability or safety risk assessment
had been performed on and around the property.
This has the potential to affect all dementia care
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
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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 September 13, 2021, at approximately 11:45
a.m. while reviewing records, the facility provided
no evidence of a completed hazard vulnerability
assessment.

On September 14, 2021, at approximately 12:00
p.m. the Community Director (CD) confirmed the
facility had not yet fully developed the required
hazard vulnerability assessment. Global issues
such as fire, gas leak, epidemic, and shooter had
been identified, but mitigation procedures had not
been developed. CD further indicated local
hazards that are site, building, and population
specific, had not been developed.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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mei ggl”l o1 Food and Beverage Establishment Page 1
ate: ;

Time:  15:55:00 Inspection Report

Report: 7920211248

— Location: — Establishment Infe:
Meadow Lakes ID #: N091520
22 45th Ave NW Risk:
Rochester, MN55901 Announced Inspection: No

Olmsted County, 55

— License Categories: — Operator:
. Phone #:
Expires on: 12/31/21 D

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

The following orders were issued during this inspection.

4-300 Equipment Numbers and Capacities
4-302.14 ** Priority 2 **
MN Rule 4626.0715 Provide an appropriate test kit to accurately measure sanitizing solutions.

Quat test strips are needed to check sanitizer concentration levels.
Comply By: 09/15/21

6-300 Physical Facility Numbers and Capacities
6-301.12C ** Priority 2 **

MN Rule 4626.1445C Provide and maintain at each handwash sink in toilet rooms and other areas that are not
used for food preparation or warewashing, a supply of individual disposable towels, a continuous towel system
that supplies the user with a clean towel, or a heated hand drying device.

There are no paper towels by the sink in the waitress area.
Comply By: 09/15/21

Surface and Equipment Sanitizers

Hot Water: = at 188 Degrees Fahrenheit
Location: Dishwasher
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Upright Cooler
Temperature: 36 Degrees Fahrenheit - Location:
Violation Issued: No




Type:  Full Food and Beverage Establishment Page 2
Date: 09/13/21

Time:  15:55:00 Inspection Report

Report: 7920211248
Meadow Lakes

Process/Item: Upright Freezer
Temperature: 0 Degrees Fahrenheit - Location:
Violation Issued: No

Process/Item: Upright Cooler
Temperature: 40 Degrees Fahrenheit - Location:
Violation Issued: No

Process/Item: Hot Holding
Temperature: 178 Degrees Fahrenheit - Location: Sloppy Joe meat
Violation Issued: No

This is a re-entry of most information in report #7920211243 which became corrupted and was unable to be
retrieved completely.

All temperatures were in acceptable safe ranges. The temperature data listed is from memory but exact contents
are not listed.

The previous inspection done by Kaitlin Anderson of Olmsted County Public Health on 6/30/2021 was used to
review previous compliance.

NOTE: Plans and specifications must be submitted for review and approval prior to new construction, remodeling or
alterations.

I acknowledge receipt of the inspection report number 7920211248 of 09/13/21.

Certified Food Protection ManagerSusan J Siegle

Certification Number: _FM57407 Expires; _07/12/24

Signed: Signed: g gﬁ?a P
Establishment Representative am Boysen

Public Health Sanitarian
Rochester District Office
507-206-2719
samuel.boysen@state.mn.us
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