m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

April 26, 2022

Administrator

Hawthorne House, Inc.
6931 Country Club Drive
Golden Valley, MN 55427

RE: Project Number(s) SL30304015

Dear Administrator:

On April 6, 2022, the Minnesota Department of Health completed a follow-up evaluation of your
facility to determine if orders from the January 27, 2022, 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,
=y »-"‘j'{ &_/Wﬂim—’{tﬁ

Jess Gallmeier, Supervisor
Health Regulation Division

State Evaluation Team

85 East Seventh Place, Suite 220
P.O. Box 3879

St. Paul, MN 55101-3879
Telephone: Fax: 651-215-9697
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{0 000} Initial Comments {0 000}

Initial comments
*****ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144(G.95, this correction order(s) has
been issued pursuant to a survey.

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

INITIAL COMMENTS:
Project # SL30304015-1

On April 6, 2022, the Minnesota Department of
Health conducted a revisit at the above provider
to follow-up on orders issued pursuant to a
survey completed on January 27, 2022. At the
time of the survey, there were three (3) active
residents receiving services under the Assisted
Living license. As a result of the revisit, the
licensee is in substantial compliance.

{0480} 144G.41 Subd 1 (13) (i) (B) Minimum {0 480}
SS=F requirements

(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
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{0480} Continued From page 1 {0 480}
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:
No further action needed.
{0 810} 144G.45 Subd. 2 (b)-(f) Fire protection and {0 810}
SS=F

physical environment

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

(1) location and number of resident sleeping
rooms;

(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.
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(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:
No further action needed.
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Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
February 22, 2022

Administrator

Hawthorne House, Inc.
6931 Country Club Drive
Golden Valley, MN 55427

RE: Project Number(s) SL30304015
Dear Administrator:

The Minnesota Department of Health completed an evaluation on January 27, 2022, 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 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 . . ."

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

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021
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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), 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 by the correction order date. 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
resident(s)/employee(s) identified in the correction order.

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

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

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order 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 of the correction order receipt date.

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.

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

REQUESTING A HEARING

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 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. 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,

Jess Gallmeier, Supervisor

Health Regulation Division

State Evaluation Team

85 East Seventh Place, Suite 220

P.0O. Box 3879

St. Paul, MN 55101-3879

Telephone: 651-247-0268 Fax: 651-215-9697

PMB
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Initial comments
FrEe ATTENTION  **** Minnesota Department of Health is
documenting the State Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER(S) Tag numbers have been assigned to
Minnesota State Statutes for Assisted
In accordance with Minnesota Statutes, section Living Facilities. The assigned tag
144G.08 to 144(G.95, these correction orders are number appears in the far left column
issued pursuant to a survey. entitled "ID Prefix Tag." The state Statute
number and the corresponding text of the
Determination of whether violations are corrected state Statute out of compliance is listed in
requires compliance with all requirements the "Summary Statement of Deficiencies"
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the evaluators '
INITIAL COMMENTS: findings is the Time Period for Correction.
SL30304015
PLEASE DISREGARD THE HEADING OF
On January 26, 2022, through January 27, 2022, THE FOURTH COLUMN WHICH
the Minnesota Department of Health conducted a STATES,"PROVIDER'S PLAN OF
survey at the above provider, and the following CORRECTION." THIS APPLIES TO
correction orders are issued. At the time of the FEDERAL DEFICIENCIES ONLY. THIS
survey, there were three residents receiving WILL APPEAR ON EACH PAGE.
services under the provider's Assisted Living
license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
808470 144G.41 Subdivision 1 Minimum requirements 0470
=F
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(11) develop and implement a staffing plan for
determining its staffing level that:

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

(i) 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

(iii) 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;

(ii) 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;

(iii) 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 interview and record review, the
licensee failed to develop or implement a staffing
plan to determine its staffing level. This had the
potential to affect all residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
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0470 Continued From page 2 0470

cause serious injury, impairment, or death), and
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

The licensee held an assisted living license
effective August 1, 2021. The licensee was
licensed for a resident capacity of five residents
and had a current census of three residents.

During the entrance conference on January 26,
2022, at approximately 9:45 a.m., licensed
assisted living director (LALD)-B stated the
licensee had a consultant assist with developing a
staffing plan and would find the document for the
surveyor to view.

During interview on January 26, 2022, at
approximately 12:25 p.m., licensed practical
nurse (LPN)-D stated she attempted to contact
the consultant but was told the consultant was out
of town until sometime in February. LALD-B
stated she would contact the consultant's office to
see if they can provide the needed the paperwork
to show the licensee's staffing plan had been
developed.

During the exit conference on January 27, 2022,
at approximately 10:45 a.m., LALD-B did not
provide a copy of the licensee's staffing plan.
LALD-B stated she was attempting to obtain a
copy of the staffing plan but had not been
successful.

The licensee's staffing plan policy was requested
but not received.

Minnesota Department of Health
STATE FORM 6899 190011 If continuation sheet 3 of 21
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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 and served according to the Minnesota
Food Code. This had the potential to affect all
thirteen (13) residents in the Assisted Living
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
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0470 Continued From page 3 0470
No further information was provided.
TIME PERIOD FOR CORRECTION: Seven (7)
days
0480 144G.41 Subd 1 (13) (i) (B) Minimum 0480
SS=F
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0480 Continued From page 4 0480
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).
The findings include:
Please refer to the included document titled, Food
and Beverage Establishment Inspection Report,
dated January 26, 2022, for the specific
Minnesota Food Code deficiencies.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0510 144G.41 Subd. 3 Infection control program 0510
SS=F

(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 establish and
maintain an effective infection control program
that complies with accepted health care, medical,
and nursing standards for infection control related
to COVID-19. The licensee also failed to ensure
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staff wore eye protection while working.

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

The findings include:

The Minnesota Department of Health (MDH)
guidance titled, COVID-19 Personal Protective
Equipment (PPE) Grid for Congregate Settings,
dated April 23, 2021, indicated heath care
workers (HCW) with face-to-face contact with
COVID-19 negative clients were to wear eye
protection.

On January 26, 2022, at approximately 9:35 a.m.,
unlicensed personnel (ULP)-C greeted the
surveyor at entrance, wearing only a face mask.
ULP-C was not wearing eye protection. ULP-C
allowed the surveyor to enter after obtaining the
surveyor's temperature. ULP-C did not ask the
surveyor about symptoms of COVID-19.

On January 26, 2022, at approximately 9:40 a.m.,
licensed assistant living director (LALD)-B and
licensed practical nurse (LPN)-D greeted the
surveyor. Both were noted to be wearing a face
mask covering their nose and mouth. LALD-B
was wearing eyeglasses, but not protective eye
wear. LPN-D was not wearing eye protection.

During interview on January 26, 2022, at
approximately 11:45 a.m., LPN-D stated she was
not aware staff were still required to wear eye

Minnesota Department of Health
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0510 Continued From page 6 0510
protection while providing care to residents.
LPN-D stated anyone entering the licensee's
establishment should be screened for COVID-19
symptoms and have their temperature taken.
LALD-C and LPN-D were not aware the surveyor
was not screened for COVID-19 symptoms.
The licensee's Infection Control policy, dated
August 1, 2021, did not contain any information in
regards to COVID-19 or personal protective
equipment requirements.
No further information was provided.
TIME PERIOD FOR CORRECTION: Two (2)
days
0650 144G.42 Subd. 8 Employee records 0650
SS=D

(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual
contractor providing services. The records must
include the following information:

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

(2) records of orientation, required annual training
and infection control training, and competency
evaluations;

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

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

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

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

(b) Each employee record must be retained for at
least three years after a paid employee,
volunteer, or contractor ceases to be employed
by, provide services at, or be under contract with
the facility. If a facility ceases operation,
employee records must be maintained for three
years after facility operations cease.

This MN Requirement is not met as evidenced
by:

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

RN-A had a hire date of January 27, 2018.
RN-A's record lacked evidence of a performance
review since date of hire.

On October 27, 2021, at 9:12 a.m., licensed
assisted living director (LALD)-B indicated she
believed RN-A had a performance evaluation
since date of hire but was not aware of where the
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information would be located. LALD-B stated she
had hired a consultant to provide assistance with
the current assisted living licensure requirements.
LALD-B was instructed by the consultant to
remove any information from the employee files
that was dated before August 1. 2021. LALD-B
stated she was instructed the information would
be obsolete.
The licensee's Performance Evaluation policy,
dated August 1, 2021, indicated all paid
employees providing assisted living services will
participate in an annual performance evaluation.
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
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
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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 observation, interview, and record
review, the licensee failed to provide the required
fire safety and evacuation plans for residents and
staff. This has the potential to directly affect all
residents, staff, and visitors.

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

The findings include:

On January 26, 2022, from approximately 11:15
a.m. to 11:30 a.m., survey staff toured the facility
with the licensed practical nurse (LPN)-D. During
the facility tour, survey staff observed no fire
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safety and evacuation plan that showed the
location and number of resident rooms posted in
the facility. LPN-D verbally confirmed survey staff
observations during the facility tour.
During the interview on January 20, 2022, at 1:45
p-m., the licensed assisted living director
(LALD)-B stated she had drawn up the diagrams
but had not posted them. When she tried to
locate them, she was not able to find them in her
files.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
01460 144G.63 Subdivision 1 Orientation of staff and 01460
SS=D

supervisors

All staff providing and supervising direct services
must complete an orientation to assisted living
facility licensing requirements and regulations
before providing assisted living services to
residents. The orientation may be incorporated
into the training required under subdivision 5. The
orientation need only be completed once for each
staff person and is not transferable to another
facility.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure staff providing services
completed an orientation to assisted living facility
licensing requirements and regulations before
providing services for one of one employee
(registered nurse (RN)-A) with employee record
reviewed.
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01460 Continued From page 11 01460

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

The findings include:

RN-A began providing direct care services to
residents on January 27, 2018. RN-A's employee
record lacked the required orientation to assisted
living licensing requirements and regulations with
the required content.

On January 26, 2022, at 2:30 p.m., licensed
assisted living director (LALD)-B verified the lack
of employee records for RN-A. LALD-B stated
they were unable to verify RN-A's orientation to
the assisted living licensing requirements and
regulations. LALD-B stated she had hired a
consultant to provide assistance with the current
assisted living licensure requirements. LALD-B
was instructed by the consultant to remove any
information from the employee files that was
dated before August 1. 2021 as the information
would be obsolete.

The licensee's Staff Orientation and Education
policy, dated August 1, 2021, indicated all staff
will be prepared to provide safe, effective
services to all residents through a thorough
orientation and education program pertinent to
the needs of the resident.

No further information was provided.
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(a) The orientation must contain the following
topics:

(1) an overview of this chapter;

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

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

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

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

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

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

(9) a review of the types of assisted living
services the employee will be providing and the
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TIME PERIOD FOR CORRECTION: Seven (7)
days
01470 144G.63 Subd. 2 Content of required orientation | 01470
SS=F
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facility's category of licensure.

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

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

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

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employees received
orientation to include all required content for one
of two employees (unlicensed personnel
(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) 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).
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The findings include:

ULP-C was hired on October 30, 2018, and
provided direct care services to licensee's
assisted living residents.

ULP-C's employee record lacked documentation
of orientation to the principles of person-centered
planning and service delivery.

During interview on January 27, 2022, at 11:10
a.m., licensed assisted living director (LALD)-B
stated all unlicensed staff had received
orientation to the Minnesota assisted living
statutes including person centered planning and
service delivery. LALD-B verified ULP-C's
employee record lacked documentation indicating
ULP-C had received person centered planning
education.

The licensee's Staff Orientation and Education
policy, dated August 1, 2021, indicated, all staff of
[licensee] providing and supervising direct home
care services must complete an orientation to
home care licensing requirements and
regulations before providing home care services
to clients. The policy further indicated the
orientation must contain an overview of the
appropriate home care rules.

No further information was provided.

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

144G.70 Subd. 4 Service plan, implementation,
and revisions t

(f) The service plan must include:

01470

01650
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(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;

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

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

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

(5) a contingency plan that includes:

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

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

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

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure service plans included
the method of supervision and monitoring of staff
for three of three residents (R1, R2, and R3) 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), and was issued at a
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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:

R1's medical record was reviewed. R1 admitted
to the licensee on February 26, 2019. R1's
diagnoses included multiple sclerosis. R1
required assistance with personal cares,
medication administration, transfers, and bed
mobility.

R1's service plan, dated March 3, 2019, lacked
the method of supervision and monitoring of staff.

R2's medical record was reviewed. R2 admitted
to the licensee on February 23, 2015. R2's
diagnoses included cognitive disorder. R2
required assistance with meals and medication
administration.

R2's service plan, dated February 23, 2015,
lacked the method of supervision and monitoring
of staff.

R3's medical record was reviewed. R3 admitted
to the licensee on July 2, 2015. R3's diagnoses
included cerebral vascular accident with left sided
paralysis. R3 required assistance with personal
cares, medication administration, transfers and
meals.

R3's service plan, dated July 2, 2015, lacked the
method of supervision and monitoring of staff.

During interview on December 14, 2021, at 12:10
p.m., licensed assisted living director (LALD)-B
indicated they was not aware the service plan
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lacked the method of supervision and monitoring
of staff.
The licensee's Service Plan policy, dated August
1, 2021, indicated a service plan would include a
schedule and method for the next planned
monitoring of staff providing services.
No further information was provided.
TIME PERIOD FOR CORRECTION:
Twenty-One (21) days
01790 144G.71 Subd. 10 Medication management for 01790
SS=F | residents who will

(2) for unplanned time away, when the pharmacy
is not able to provide the medications, a licensed
nurse or unlicensed personnel shall provide
medications in amounts and dosages needed for
the length of the anticipated absence, not to
exceed seven calendar days;

(3) the resident must be provided written
information on medications, including any special
instructions for administering or handling the
medications, including controlled substances; and
(4) the medications must be placed in a
medication container or containers appropriate to
the provider's medication system and must be
labeled with the resident's name and the dates
and times that the medications are scheduled.
(b) For unplanned time away when the licensed
nurse is not available, the registered nurse may
delegate this task to unlicensed personnel if;

(1) the registered nurse has trained the
unlicensed staff and determined the unlicensed
staff is competent to follow the procedures for
giving medications to residents; and

(2) the registered nurse has developed written
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procedures for the unlicensed personnel,
including any special instructions or procedures
regarding controlled substances that are
prescribed for the resident. The procedures must
address:

(i) the type of container or containers to be used
for the medications appropriate to the provider's
medication system;

(i) how the container or containers must be
labeled;

(i) written information about the medications to
be provided;

(iv) how the unlicensed staff must document in
the resident's record that medications have been
provided, including documenting the date the
medications were provided and who received the
medications, the person who provided the
medications to the resident, the number of
medications that were provided to the resident,
and other required information;

(v) how the registered nurse shall be notified that
medications have been provided and whether the
registered nurse needs to be contacted before
the medications are given to the resident or the
designated representative;

(vi) a review by the registered nurse of the
completion of this task to verify that this task was
completed accurately by the unlicensed
personnel; and

(vii) how the unlicensed personnel must
document in the resident's record any unused
medications that are returned to the facility,
including the name of each medication and the
doses of each returned medication.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to develop and implement a
written procedure for unlicensed personnel
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(ULPs) providing medications for residents having
unplanned times away from home.

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

The findings include:

ULP-C had a hire date of October 30, 2018.
ULP-C's employee record lacked documentation
that ULP-C had received training to dispense
medications to residents having unplanned times
away from home.

During the entrance conference on January 26,
2022, at approximately 10:20 a.m., licensed
practical nurse (LPN)-D confirmed the licensee
provided medication management services to
most residents at the facility, and the ULPs would
prepare and send medications with the residents
for unplanned times away when a registered
nurse (RN) was not available to dispense.

On January 27, 2022, at approximately 9:20 a.m.,
licensed assisted living director (LALD)-B stated
the licensee lacked documentation that training
had been conducted for ULP-C.

The licensee's Medication Management Plan for
Residents Away from Home policy, dated August
1, 2021, indicated for unplanned times away
when an RN is not available, a ULP having been
competency trained in preparing medication
during a leave of absence would be able to
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prepare medications The ULP would be
educated to the following:

- the resident must be provided written
information on medications, including any specific
instructions for administering or handling the
medications, including controlled substances;

- the type of container or containers to be used
for the medications appropriate to the provider's
medication system;

- how the container or containers must be
labeled;

- written information about the medications to be
provided; and

- how the RN shall be notified that medications
have been provided and whether the RN needs to
be contacted before the medications are given to
the resident or the designated representative.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Minnesota Department of Health
Food Pools & Lodging Services
P.O. Box 64975

DEPARTMENT St Paul, MN 55164-0975
OF HEALTH 651 201 4500
Type: — Full Food and Beverage Establishment Page 1
Date: 01/26/22 .
Time:  11:16:22 Inspection Report
Report: 8058221019
— Location: — Establishment Infe:
Hawthorne House Inc ID #: 0038489
6931 Country Club Drive Risk:
Golden Valley, MN55427 Announced Inspection: No

Hennepin County, 27

— License Categories: — Operator:

; Phone #: 6123859200
Expireson: [/ ID #:

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.

4-500 Equipment Maintenance and Operation
4-501.11AB

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

REPAIR OR REPLACE SINK BASIN DOOR
Comply By: 02/28/22

Surface and Equipment Sanitizers

Chlorine: = 100 PPM at --- Degrees Fahrenheit
Location: SINK
Violation Issued: No

Food and Equipment Temperatures

Process/ltem: FRUIT
Temperature: 41 Degrees Fahrenheit - Location: COOLER
Violation Issued: No

Process/Item: CHEESE
Temperature: 41 Degrees Fahrenheit - Location: COOLER
Violation Issued: No

Process/Item: DELI MEAT
Temperature: 40 Degrees Fahrenheit - Location: COOLER
Violation Issued: No




Type:  Full Food and Beverage Establishment Page 2
Date: 01/26/22

Time:  11:16:22 Inspection Report

Report: 8058221019
Hawthorne House Inc

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

HRD INSPECTION

HRD CONTACT: ELYSE JONES
ESTABLISHMENT CONTACT: SUSNTHI FERNANDO

ESTABISHMENT IS A RENOVATED SINGLE FAMILY HOME IN A RESIDENTIAL AREA

KITCHEN CABINETS ARE WOOD, CEILINGS ARE TEXTURED SHEETROCK, APPLIANCES ARE
RESIDENTIAL

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

I acknowledge receipt of the Minnesota Department of Health inspection report
number 8058221019 of 01/26/22.

Certified Food Protection Manager:

Certification Number: Expires: __/ /
Signed: Signed: =) -
v — i
Establishment Representative Inspector Number 8058
Sanitarian 3
MDH Metro Office
651 201 4500

health.foodlodging@state.mn.us
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