
    

P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s   

Electronically Delivered

July 10, 2024

Licensee
Karen Home
11711 Karen Lane
Minnetonka, MN 55343

RE: Project Number(s) SL35737015

Dear Licensee:

On June 17, 2024, the Minnesota Department of Health completed a follow-up survey of your facility
to determine if orders from the March 20, 2024, survey were corrected. This follow-up survey verified
that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

    
Casey DeVries, Supervisor
State Evaluation Team
Email: Casey.DeVries@state.mn.us
Telephone: 651-201-5917 Fax: 1-866-890-9290

AH
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P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

Electronically Delivered

April 9, 2024

Licensee
Karen Home
11711 Karen Lane
Minnetonka, MN 55343

RE: Project Number(s) SL35737015

Dear Licensee:

The Minnesota Department  of Health (MDH) completed  a survey on March 20, 2024, for the  purpose
of evaluating and  assessing  compliance with state  licensing statutes.  At the  time of the  survey, MDH
noted  violations of the  laws pursuant  to Minnesota Statute,  Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute  626.5572 and/ or Minnesota Statute  Chapter 260E.

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

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 may be 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.31, Subd. 4(a)(5), MDH may impose fine amounts of either
$1,000 or $5,000 to licensees  who are  found to be responsible  for maltreatment.  MDH may impose a
fine of $1,000 for each  substantiated  maltreatment  violation that  consists  of abuse,  neglect,  or
financial exploitation according to Minn. Stat. § 626.5572, Subds. 2, 9, 17. MDH also  may impose a
fine of $5,000 for each  substantiated  maltreatment  violation consisting of sexual assault,  death,  or
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abuse  resulting in serious injury.

In accordance  with Minn. Stat. § 144G.31, Subd. 4(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 survey:

St - 0 - 0820 - 144g.45 Subd.  2 (g) - Fire Protection  And Physical Environment  = $3,000.00

The re fore , in accorda nc e wi th Mi nn. Sta t. §§ 144G .01 to 14 4G .9999, the  total  amount  you are
assessed  is $3,000.00. You will be invoiced approximately 30 days after  receipt  of this notice, subject
to appeal .

DOCUMENTATION OF ACTION TO COMPLY
In accorda nc e wi th Mi nn. Sta t. § 144G.30, Subd. 5(c), the  licens ee  mus t doc ument  acti ons ta ken to
comply with the  correction orders within the  time period outlined on the  state  form; however, plans of
correction are  not required to be submitted  for approval.

The correction order documentation  should include the  following:

· Identify how the area( s) of noncompliance was corrected  related  to the
resident( s)/employee(s) identified in the  correction order.

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

· Identify what  changes  to your systems  and practices  were made to ensure  compliance with the
specific statute( s).

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance  with Minn. Stat. § 144G.32, Subd. 2, you may challenge  the  correction order(s) issued,
including the  level and scope,  and any fine assessed  through the  correction order reconsideration
process.  The request  for reconsideration  must  be in writing and received by MDH within 15 calendar
days of the  correction order receipt  date.

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

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.  The request  must  contain a brief and plain statement  describing each
matter  or issue  contested  and any new information you believe constitutes  a defense  or mitigating
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factor. to submit a hearing request,  please  visit:
https: / / forms.web. health. state. mn.us/ form/ HRDAppealsForm

To appe al fi ne s vi a re cons ide ra ti on, pl ease fol low the  proc edure outl ine d abov e. Pl ease note  tha t you
ma y re ques t a rec ons idera ti on or a hea ri ng , but not both. If you wi sh to contes  t ta gs wi thout fi nes in
a reconsideration  and tags  with the  fines at  a hearing, please  submit two separate  appeals  forms at
the  website  listed  above.

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

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

If you have any questions,  please  contact  me.

Sincerely,

Casey DeVries, Supervisor
State Evaluation Team
Email: casey.devries@state. mn.us
Telephone: 651-201-5917 Fax: 1-866-890-9290

PMB
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******ATTENTION******

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER( S)

In accordance  with Minnesota  Statutes,  section
144G. 08  to 144G. 95,  these  correction  orders  are
issued  pursuant  to a  survey.

Determination  of whether  violations  are  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:
SL35737015- 0
On  March  18,  2024,  through  March  20,  2024,  the
Minnesota  Department  of Health  conducted  a  full
survey  at  the  above  provider,  and  the  following
correction  orders  are  issued.  At the  time  of the
survey,  there  were  two residents  both  of whom
received  services  under  the  Assisted  Living
license.
An immediate  correction  order  was  identified  on
March  18,  2024,  issued  for SL35737015,  tag
identification  0820.

On  March  19,  2024,  the  immediacy  of correction
order  0820  was  removed,  however
non- compliance  remained,  and  the  scope  and
level  remained  unchanged.

Minnesota  Department  of Health  is
documenting  the  State  Correction  Orders
using  federal  software.  Tag numbers  have
been  assigned  to Minnesota  State
Statutes  for Assisted  Living License
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  is listed  in the
"Summary  Statement  of Deficiencies"
column.  This  column  also  includes  the
findings  which  are  in violation of the  state
requirement  after  the  statement,  "This
Minnesota  requirement  is not  met  as
evidenced  by." Following  the  surveyors'
findings  is the  Time  Period  for Correction.

PLEASE  DISREGARD  THE HEADING OF
THE FOURTH  COLUMN WHICH
STATES, "PROVIDER' S  PLAN OF
CORRECTION. " THIS APPLIES  TO
FEDERAL DEFICIENCIES  ONLY. THIS
WILL APPEAR  ON EACH PAGE.

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
subd.  1,  2,  and  3.

0 650  144G. 42  Subd.  8 Employee  records
SS= F

0 650

(a)  The  facility must  maintain  current  records  of
each  paid  employee,  each  regularly  scheduled

Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE
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0 650  Continued  From  page  1

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
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.

0 650

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  employee
records  included  documentation  of annual
performance  reviews  that  identify areas  of
improvement  needed  and  training  needs  for two
of two employees  (licensed  assisted  living
director  (LALD)-B, and  unlicensed  personnel
(ULP-C))

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

Minnesota  Department  of Health
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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) .

0 650

The  findings  include:

LALD-B
LALD-B started  employment  with licensee  April 9,
2021,  to provide  assisted  living services.

On  March  18,  2024,  at  8:30  a. m. , the  surveyor
observed  LALD-B administer  medications  to R3.

ULP-C
ULP-C started  employment  with licensee  June
24,  2021,  to provide  assisted  living services.

On  March  18,  2024,  and  March  19,  2024,  the
surveyor  observed  ULP-C complete  house
chores  and  prepare  breakfast  for the  residents.

LALD-B and  ULP's  record  lacked  annual
performance  reviews  that  identified  areas  of
improvement  needed  and  training  needs.

On  March  19,  2024,  at  1:55  p.m. , registered
nurse  (RN)-A stated  licensee  may  have  either
misplaced  the  evaluation  records  or they  were  not
done  at  all. When  asked  about  the  tracking
procedures  for employee  records,  RN-B stated  all
records  were  in employee  files.

The  licensee' s  Performance  Evaluation  policy
dated  August  1,  2021,  indicated  all paid
employees,  individual  contractors  and  regularly
scheduled  volunteers  providing  assisted  living
services  will participate  in an  annual  performance
evaluation.  The  purpose  of the  evaluation  is to
measure  job performance  and  assist  the
employee  and  supervisor  to build on  the

Minnesota  Department  of Health
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strengths  of the  employee  and  identify those
areas  needing  improvement.

0 650

No further  information  provided.

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

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

0 680

(a)  The  facility must  meet  the  following
requirements:
(1) have  a  written  emergency  disaster  plan  that
contains  a  plan  for evacuation,  addresses
elements  of sheltering  in place,  identifies
temporary  relocation  sites,  and  details  staff
assignments  in the  event  of a  disaster  or an
emergency;
(2) post  an  emergency  disaster  plan  prominently;
(3) provide  building  emergency  exit diagrams  to
all residents;
(4) post  emergency  exit diagrams  on  each  floor;
and
(5) have  a  written  policy and  procedure  regarding
missing  residents.
(b) The  facility must  provide  emergency  and
disaster  training  to all staff  during  the  initial staff
orientation  and  annually  thereafter  and  must
make  emergency  and  disaster  training  annually
available  to all residents.  Staff  who have  not
received  emergency  and  disaster  training  are
allowed  to work only when  trained  staff  are  also
working  on  site.
(c) The  facility must  meet  any  additional
requirements  adopted  in rule.

This  MN Requirement  is not  met  as  evidenced
by:

Minnesota  Department  of Health
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Based  on  interview  and  record  review  the
licensee  failed  to maintain  a  written  emergency
preparedness  plan  (EPP)  with all the  required
content.  This  had  the  potential  to affect  all staff,
visitors,  and  residents  of the  assisted  living.

0 680

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:

The  licensee' s  undated  EPP  lacked  evidence  of
the  following required  content:
- process  for EP  collaboration;
- development  of EP  policies  and  procedures;
- subsistence  needs  for staff  and  residents
including  emergency  lighting;
- procedures  for tracking  of staff  and  patients;
- policies  and  procedures  including  evacuation;
- policies  and  procedures  for sheltering;
- policies  and  procedures  for medical  documents;
- policies  and  procedures  for volunteers;
- roles  under  a  wavier  declared  by secretary;
- emergency  officials contact  information
including  Minnesota  Office  of Ombudsman  for
Long Term Care  (OOLTC).
- primary/ alternate  means  for communication;
- methods  for sharing  information;
- LTC family notifications;  and
- emergency  prep  testing  requirements.

On  March  19,  2024,  at  2:01  p.m. , licensed
assisted  living director  (LALD)-B stated  licensee
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STATE FORM 6899 4YSV11 If continuation  sheet  5 of 15



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  04/09/ 2024
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

35737 B. WING _____________________________ 03/20/2024

NAME OF  PROVIDER  OR  SUPPLIER

KAREN HOME

STREET  ADDRESS,  CITY, STATE, ZIP CODE

11711  KAREN LANE
MINNETONKA, MN 55343

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER' S  PLAN OF  CORRECTION
(EACH CORRECTIVE  ACTION SHOULD BE

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 680  Continued  From  page  5

was  not  sure  of the  required  content  and  also
stated  they  would  need  help  to update  their  EPP
to reflect  statute  requirement.

0 680

The  licensee' s  undated  Emergency  Management
Policy  indicated  [licensee]  will have  an  identified
plan  in place  to ensure  the  safety  and  well-being
of residents  and  employees  during  periods  of an
emergency  or a  disaster  that  disrupts  facility
services.

No further  information  was  provided.

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

0 800  144G. 45  Subd.  2 (a)  (4) Fire  protection  and
SS= F physical  environment

(4) keep  the  physical  environment,  including
walls,  floors,  ceiling,  all furnishings,  grounds,
systems,  and  equipment  in a  continuous  state  of
good  repair  and  operation  with regard  to the
health,  safety,  comfort,  and  well-being  of the
residents  in accordance  with a  maintenance  and
repair  program.

0 800

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to maintain  the  facility's  physical
environment  in a  continuous  state  of good  repair
and  operation  regarding  the  health,  safety,  and
well-being  of the  residents.  This  had  the  potential
to directly  affect  all residents,  staff,  and  visitors.

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or
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safety  but  had  the  potential  to have  harmed  a
resident' s  health  or safety,  but  was  not  likely to
cause  serious  injury, impairment,  or death) , and
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) .

0 800

Findings  include:

On  a  facility tour  on  March  18,  2024,  at  3:30  p.m. ,
with registered  nurse  (RN)-A, the  surveyor  made
the  following observations  of facility hazards  and
disrepair:

There  were  3 holes  through  the  fire-resistant
drywall ceiling  membrane  between  the  assisted
living and  the  garage.  The  ceiling  of the  tuck
under  garage  with living space  above  is required
to be  maintained  with no  holes  or penetrations
through  the  fire-resistant  drywall membrane  as
designed  and  installed  at  the  time  of construction
approval  according  to Minnesota  Fire  Code  in
Minnesota  Rules  Chapter  7511.  The  holes  are
required  to be  sealed  with drywall as  required  to
prevent  the  spread  of fire from the  garage  to the
assisted  living.

The  was  no  door  latch  handle  on  the  door  of
resident  room  number  1.  A door  latch  handle  is
required  to be  installed  on  doors  in order  for
occupants  to use  for opening  door  to exit during  a
fire or similar  emergency.

During  a  facility tour  on  March  18,  2024,  at  3:45
p.m., RN-A, verified  the  above  listed  observations
while accompanying  on  the  tour.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

Minnesota  Department  of Health
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SS= F physical  environment

0 810

(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.
(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
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review,  the  licensee  failed  to develop  the  fire
safety  and  evacuation  plan  with required  content,
make  the  plan  readily  available,  provide  required
training  and  drills. This  had  the  potential  to
directly  affect  all residents,  staff,  and  visitors.

0 810

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

The  findings  include:

On  March  18,  2024,  at  3:00  p.m. , registered
nurse  (RN)-A, provided  documents  on  the  fire
safety  and  evacuation  plan  (FSEP) , fire safety
and  evacuation  training,  and  evacuation  drills for
the  facility.

FIRE  SAFETY  AND EVACUATION PLAN

The  licensee  FSEP  undated,  failed  to include  the
following:

The  location  and  number  of resident  sleeping
rooms  were  not  provided  on  the  posted  floor plan
accurate  to the  layout  of the  facility. The  resident
room  numbers  were  included  on  the  doors  of the
resident  rooms  but  not  on  the  FSEP  floor plan
posted  in the  building.  During  the  tour  it was
stated  by RN-A, that  the  resident  sleeping  room
currently  identified  as  resident  sleeping  room
number  2 will no  longer  be  used  as  a  resident
sleeping  room.  The  licensee  recently  had  a
capacity  decrease  approved  for the  facility. The
floor plan  is required  to include  room  identification

Minnesota  Department  of Health
STATE FORM 6899 4YSV11 If continuation  sheet  9 of 15



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  04/09/ 2024
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

35737 B. WING _____________________________ 03/20/2024

NAME OF  PROVIDER  OR  SUPPLIER

KAREN HOME

STREET  ADDRESS,  CITY, STATE, ZIP CODE

11711  KAREN LANE
MINNETONKA, MN 55343

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER' S  PLAN OF  CORRECTION
(EACH CORRECTIVE  ACTION SHOULD BE

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 810  Continued  From  page  9

and  resident  sleeping  room  numbers  matching
the  number  on  the  door  of the  room  in order  to be
used  for communication  and  navigation  during  a
fire or similar  emergency.

0 810

During  an  interview  on  March  18,  2024,  at  3:20
p.m., RN-A stated  the  fire safety  and  evacuation
floor plan  map  did not  include  accurate
identification  of the  use  of current  resident  room
number  2 as  an  office.  During  the  same  interview
RN-A also  stated  the  resident  room  numbers
were  not  included  on  the  evacuation  floor plan
map  identifying the  room  number  and  locations.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

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

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

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to provide  facilities  that  were  not  a  distinct

Minnesota  Department  of Health
STATE FORM 6899 4YSV11  If continuation  sheet  10  of 15



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  04/09/ 2024
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

35737 B. WING _____________________________ 03/20/2024

NAME OF  PROVIDER  OR  SUPPLIER

KAREN HOME

STREET  ADDRESS,  CITY, STATE, ZIP CODE

11711  KAREN LANE
MINNETONKA, MN 55343

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER' S  PLAN OF  CORRECTION
(EACH CORRECTIVE  ACTION SHOULD BE

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 820  Continued  From  page  10

hazard  to life. This  had  the  potential  to directly
affect  a  limited number  of the  residents,  staff  and
visitors.

0 820

This  practice  resulted  in a  level  three  violation (a
violation that  harmed  a  resident' s  health  or safety,
not  including  serious  injury, impairment,  or death,
or a  violation that  has  the  potential  to lead  to
serious  injury, impairment,  or death) , and  was
issued  at  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) .

Findings  include:

On  a  facility tour  on  March  18,  2024,  at  3:30  p.m. ,
with registered  nurse  (RN)-A, it was  observed
that  compliant  emergency  escape  and  rescue
openings  were  not  provided  in resident  sleeping
rooms  1.

Occupied  Resident  Rooms

Resident  sleeping  room  number  1, occupied  by
R2,  emergency  escape  and  rescue  clear  window
opening  measurements  are  30  ¼ inches  wide,  20
inches  in height  and  605  square  inches  in
openable  area.  The  window was  measured  with
RN-A, and  survey  staff  present.  The  window did
not  meet  the  minimum  requirements  for minimum
clear  opening  area.

It was  explained  to RN-A, that  at  least  one
compliant  emergency  escape  and  rescue  opening
is required  within each  resident  sleeping  room.

Existing  emergency  escape  and  rescue  openings
are  required  to meet  a  minimum  clear  opening
area  of 648  square  inches  and  have  a  minimum
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dimension  of 20  inches  in height  and  a  minimum
dimension  of 20  inches  in width. And have  a
windowsill height  from the  floor to the  clear
opening  of not  more  than  48  inches.

0 820

These  deficient  conditions  were  visually verified
by RN-A, accompanying  on  the  tour.  Survey  staff
explained  that  an  immediate  correction  order  was
issued  for the  above  findings.

TIME PERIOD  FOR  CORRECTION:  Immediate

On  March  19,  2024,  the  immediacy  of correction
order  0820  was  removed,  however
non- compliance  remained,  and  the  scope  and
level  remained  unchanged.

0 910  144G. 50  Subd.  2 (a-b) Contract  information
SS= C

(a)  The  contract  must  include  in a  conspicuous
place  and  manner  on  the  contract  the  legal  name
and  the  health  facility identification  of the  facility.
(b) The  contract  must  include  the  name,
telephone  number,  and  physical  mailing  address,
which  may  not  be  a  public  or private  post  office
box,  of:
(1) the  facility and  contracted  service  provider
when  applicable;
(2) the  licensee  of the  facility;
(3) the  managing  agent  of the  facility, if
applicable;  and
(4) the  authorized  agent  for the  facility.

0 910

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to execute  a  written  contract  with
the  required  content  for licensee' s  residents.  This
had  the  potential  to affect  all residents  living in the
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assisted  living facility.

0 910

This  practice  resulted  in a  level  one  violation (a
violation that  has  no  potential  to cause  more  than
a  minimal  impact  on  the  resident  and  does  not
affect  health  or safety)  and  was  issued  at  a
widespread  scope  (when  problems  are  pervasive
or represent  a  systemic  failure  that  has  affected
or has  potential  to affect  a  large  portion  or all the
residents) .

The  findings  include:

On  March  18,  2024,  at  12:45  p.m., registered
nurse  (RN)-A provided  the  surveyor  with
licensee' s  blank  Resident  Agreement  Assisted
Living contract  and  stated  the  same  was  used  for
all licensee' s  residents.

The  Assisted  Living Contract  lacked
documentation  of the  Health  Facility Identification
(HFID) number  of the  facility in a  conspicuous
place  and  manner.

On  March  19,  2024,  at  2:10  p.m. , licensed
assisted  living director  (LALD)-B stated  licensee
was  not  aware  of the  requirement  and  all resident
contracts  would  be  missing  the  HFID number.

No further  information  was  provided.

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

0 950  144G. 50  Subd.  3 Designation  of representative
SS= C

(a)  Before  or at  the  time  of execution  of an
assisted  living contract,  an  assisted  living facility
must  offer the  resident  the  opportunity  to identify

0 950
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a  designated  representative  in writing in the
contract  and  must  provide  the  following verbatim
notice  on  a  document  separate  from the  contract:

0 950

"RIGHT TO DESIGNATE  A REPRESENTATIVE
FOR  CERTAIN PURPOSES.

You have  the  right to name  anyone  as  your
"Designated  Representative. " A Designated
Representative  can  assist  you,  receive  certain
information  and  notices  about  you,  including
some  information  related  to your  health  care,  and
advocate  on  your behalf.  A Designated
Representative  does  not  take  the  place  of your
guardian,  conservator,  power  of attorney
("attorney- in-fact"), or health  care  power  of
attorney  ("health  care  agent" ), if applicable. "

(b) The  contract  must  contain  a  page  or space  for
the  name  and  contact  information  of the
designated  representative  and  a  box  the  resident
must  initial if the  resident  declines  to name  a
designated  representative.  Notwithstanding
subdivision  1,  paragraph  (f), the  resident  has  the
right at  any  time  to add,  remove,  or change  the
name  and  contact  information  of the  designated
representative.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to include  the  required  statutory
language  on  a  document  separate  from the
contract  for all the  licensee' s  residents.

This  practice  resulted  in a  level  one  violation (a
violation that  has  no  potential  to cause  more  than
a  minimal  impact  on  the  resident  and  does  not
affect  health  or safety)  and  was  issued  at  a
widespread  scope  (when  problems  are  pervasive
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or represent  a  systemic  failure  that  has  affected
or has  potential  to affect  a  large  portion  or all of
the  residents) .

0 950

The  findings  include:

On  March  18,  2024,  at  12:45  p.m., registered
nurse  (RN)-A provided  the  surveyor  with
licensee' s  blank  Resident  Agreement  - Assisted
Living contract  and  stated  the  same  was  used  for
all licensee' s  residents.

The  licensee' s  Resident  Contract  for Assisted
Living lacked  the  following verbatim  notice  on  a
document  separate  from the  contract:

"RIGHT TO DESIGNATE  A REPRESENTATIVE
FOR  CERTAIN PURPOSES.
You have  the  right to name  anyone  as  your
"Designated  Representative. " A Designated
Representative  can  assist  you,  receive  certain
information  and  notices  about  you,  including
some  information  related  to your  health  care,  and
advocate  on  your behalf.  A Designated
Representative  does  not  take  the  place  of your
guardian,  conservator,  power  of attorney
("attorney- in-fact"), or health  care  power  of
attorney  ("health  care  agent" ), if applicable. "

On  March  19,  2024,  at  2:10  p.m. , licensed
assisted  living director  (LALD)-B stated  licensee
was  not  aware  of the  contract  requirement  and  all
resident  contracts  would  be  missing  the  same
verbiage.

No further  information  provided.

TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days
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Minnesota Department of Health
Environmental Health, FPLS
P.O. Box 64975
St. Paul, MN 55164-0975
6512014500

Type:
Date:
Time:
Report:

Full
03/19/24
10:30:00
1047241064

Location:
Karen Home
11711 Karen Lane
Minnetonka, MN55343
Hennepin County, 27

Food  and Beverage  Establishment
Inspection  Report

Establishment  Info:
ID #: 0037748
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 6122429164
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.

No NEW orders were issued during this inspection.

Surface  and  Equipment  Sanitizers
Hot Water: = at 180F Degrees Fahrenheit
Location: Dishmachine
Violation Issued: No

Chlorine: = 200 ppm at Degrees Fahrenheit
Location: Sanitizer spray bottle
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Cold Holding
Temperature: 37 Degrees Fahrenheit - Location: Refrigerator- raw steak
Violation Issued: No
Process/Item: Cold Holding
Temperature: 38 Degrees Fahrenheit - Location: Refrigerator- milk
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
0

The inspection was completed with the operator & reviewed with MDH Nurse Evaluator B. Nyanenga.

The establishment has a residential kitchen & serves food that is prepared that day. The kitchen has wood
cabinets, laminate floor, tile walls, solid counter top, & a painted ceiling.

A separate handwashing sink is located in the kitchen in addition to the two basin sink.

A residential dish machine is located in the kitchen.



Type: Full
Date: 03/19/24
Time: 10:30:00
Report: 1047241064
Karen Home

Food  and Beverage  Establishment
Inspection  Report

Page 2

Discussed hand washing, ware washing, staff illness policy, temperature control, final cook temperatures,
cleaning, serving highly susceptible populations, & food handling procedures.
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 1047241064 of 03/19/24.

Certified Food Protection Manager:Fardowso F. Mahamed

Certification Number: FM108665 Expires: 09/26/24

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Batulo Moalin
Operator

Signed:
Holly Sievers
Public Health Sanitarian 2
Metro Office
6512015946
Holly.Sievers@state.mn.us


