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

Electronically Delivered
October 18, 2024

Licensee

Morning Glory Homes Inc.
18626 Clearview Drive
Minnetonka, MN 55345

RE: Project Number(s) SL29504015

Dear Licensee:

On September 26, 2024, the Minnesota Department of Health completed a follow-up survey of your
facility to determine if orders from the July 5, 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,

i N :
- e - “"i‘.

Jess Schoenecker, Supervisor

State Evaluation Team

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

JMD

An equal opportunity employer. P709 HC Orders Corrected
REVISED 04/19/2023



m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
August 2, 2024

Licensee

Morning Glory Homes Inc
18626 Clearview Drive
Minnetonka, MN 55345

RE: Project Number(s) SL29504015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on July 5, 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 S500 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

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021
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fine of $S5,000 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(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 -0-0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00
St-0-1290 - 144g.60 Subdivision 1 - Background Studies Required - $3,000.00
St-0-2310- 144g.91 Subd. 4 (a) - Appropriate Care And Services - $3,000.00

herefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $6,500.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to
comply with the correction orders within the time period outlined on the state form; however, plans

of correction are not required to be submitted for approval.
The correction order documentation should include the following:

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

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

e |dentify what changes to your systems and practices were made to ensure compliance with

the specific statute(s).

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
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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
factor. to submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

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. If you wish to contest tags without fines 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 convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

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

If you have any questions, please contact me.

Sincerely,

IIII r ...
- i-.

Jess Schoenecker, Supervisor
State Evaluation Team

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

HHH
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0 000] Initial Comments 0 000
AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the far
144G.08 to 144G.95, these correction orders are left column entitled "ID Prefix Tag." The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies" column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
failure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators ' findings is the
INITIAL COMMENTS: Time Period for Correction.
SL29504015-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On July 1, 2024, through, July 5, 2024, the STATES,"PROVIDER'S PLAN OF
Minnesota Department of Health conducted a CORRECTION." THIS APPLIES TO
survey at the above provider, and the following FEDERAL DEFICIENCIES ONLY. THIS
correction orders are issued. At the time of the WILL APPEAR ON EACH PAGE.
survey, there were 6 residents receiving services
under the provider's Assisted Living Facility THERE IS NO REQUIREMENT TO
license. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
An immediate correction order was identified on STATUTES.
July 1, 2024, issued for SL29504015-0, tag
identification 2310. THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
An immediate correction order was identified on REFLECTS THE SCOPE AND LEVEL
July 2, 2024, issued for SL29504015-0, tag ISSUED PURSUANT TO 144G.31
identification 0820. SUBDIVISION 1-3.
An immediate correction order was identified on
July 2, 2024, issued for SL29504015-0, tag
identification 1290.
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 7KXF11 If continuation sheet 1 of 42
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On July 3, 2024, the immediacy of correction
order 2310 was removed, however
non-compliance remained at an scope and level
of I.

On July 3, 2024, the immediacy of correction
order 1290 was removed, however

non-compliance remained at an scope and level
of |.

On July 7, 2024, the immediacy of correction
order 0820 was removed, however
non-compliance remained at an scope and level
of G.

0120| 144G.11 APPLICABILITY OF OTHER LAWS 0120
SS=C
Assisted living facilities:

(1) are subject to and must comply with chapter
504B;

(2) must comply with section 325F.72; and
(3) are not required to obtain a lodging license
under chapter 157 and related rules.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the assisted living facility
website and marketing information did not
advertise the facility provided specialty in
dementia care. This had the potential to affect all
current and prospective 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

Minnesota Department of Health
STATE FORM 6899 7KXF11 If continuation sheet 2 of 42



PRINTED: 08/02/2024

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:
29504 B. WING 07/05/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
18626 CLEARVIEW DRIVE
MORNING GLORY HOMES INC
MINNETONKA, MN 55345
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 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)

0 120 | Continued From page 2 0120

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 facility was licensed as an assisted living
facility with an effective date of January 1, 2024,
and an expiration date December 31, 2024.

On July 1, 2024, at 10:20 a.m., during the
entrance conference, licensed assisted living
director (LALD)-C confirmed knowledge of
assisted living rules and regulations.

On July 3, 2024, at 2:19 p.m., the licensee's
website was reviewed with LALD-C and the
surveyor observed it advertised "Memory care
and assisted living in a residential setting” in its
heading. Under, Types of Clients We Care For,
the website listed Dementia (all levels) and
Alzheimer's disease.

On July 3, 2024, at 2:19 p.m., LALD-C stated they
had not looked at the licensee's website for years
and indicated the website was not correct and
they would correct the dementia advertising on
the website.

No further information was provided.

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

0 480| 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:

Minnesota Department of Health
STATE FORM 6899 7KXF11 If continuation sheet 3 of 42
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(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 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:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated July 2,2024, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0 490| 144G.41 Subd 1 (13) (ii)-(vii) Minimum 0 490
SS=F | requirements

(iv) upon the request of the resident, provide
direct or reasonable assistance with arranging for
transportation to medical and social services
appointments, shopping, and other recreation,

Minnesota Department of Health
STATE FORM 6899 7KXF11 If continuation sheet 4 of 42
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and provide the name of or other identifying
information about the persons responsible for
providing this assistance;
(v) upon the request of the resident, provide
reasonable assistance with accessing community
resources and social services available in the
community, and provide the name of or other
identifying information about persons responsible
for providing this assistance;
(vi) provide culturally sensitive programs; and
(vi) have a daily program of social and
recreational activities that are based upon
individual and group interests, physical, mental,
and psychosocial needs, and that creates
opportunities for active participation in the
community at large; and

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to have daily programs
of social and recreational activities based on
individual and group interests, physical, mental,
and psychosocial needs, that created
opportunities for active participation in the
community at large. This had the potential to
affect all residents of the facility.

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
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:

Minnesota Department of Health
STATE FORM 6899 7KXF11 If continuation sheet 5 of 42
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On July 1, 2024, at 11:40 a.m., during a tour of
the facility, the surveyor observed the licensee
had no posted daily program of social and
recreational activities.

On July 1, 2024, at 10:40 a.m., licensed assisted
living director (LALD)-C indicated the licensee did
not have daily activities since the residents had
refused all activities last year, but a social worker
would come to the facility once a week for
activities. LALD-C also indicated daily activities
had been part of their quality management and
they were in the process of trying to get different
activities planned after they did a recent survey
with residents.

The licensee's 1.34 Activity Programming policy
dated August 21, 2021, indicated licensee would
create a monthly activity calendar and provide the
calendar to all residents.

No further information provided.

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

8(,3851F0 144G.41 Subd. 3 Infection control program 0510
(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.

Minnesota Department of Health
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(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 to
comply with accepted health care, medical, and
nursing standards for infection control related to
gloving and hand hygiene. The deficient practice
had the potential to affect residents, employees,
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
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:

On July 2, 2024, at 7:56 a.m., the surveyor
observed unlicensed personnel (ULP)-E assist
R2 with getting medications set up by the nurse.
During the observation, ULP-E did not perform
hand hygiene prior to the task. ULP-E had
donned (applied) gloves prior to the task but did
not performing hand hygiene. After the task was
completed, ULP-E doffed (removed) the gloves
but did not perform hand hygiene.

On July 2, 2024, at 8:05 a.m., the surveyor
observed ULP-E prepare R3's medication.
During the observation, ULP-E did not perform
hand hygiene prior to the task. ULP-E had
Minnesota Department of Health
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donned gloves prior to the task but did not
performing hand hygiene. Also, at 8:16 a.m., the
surveyor observed ULP-E administer R3's
Systane (moisturizing) eye drops without
completion of hand hygiene prior to the task and
did not change their gloves before the procedure.
After both tasks were completed, ULP-E doffed
the gloves but did not perform hand hygiene.

On July 2, 2024, at 8:19 a.m., the surveyor
observed ULP-E prepare R1's medication.
During the observation, ULP-E did not perform
hand hygiene prior to the task. ULP-E had
donned gloves prior to the task but did not
performing hand hygiene. After the task was
completed, ULP-E doffed the gloves but did not
perform hand hygiene.

On July 2, 2024, at 8:23 a.m., the surveyor
observed ULP-E prepare R4's medication.
During the observation, ULP-E did not perform
hand hygiene prior to the task. ULP-E had
donned gloves prior to the task but did not
performing hand hygiene. After the task was
completed, ULP-E doffed the gloves but did not
perform hand hygiene.

On July 2, 2024, at 8:30 a.m., the surveyor
observed ULP-E prepare R5's medication.
During the observation, ULP-E did not perform
hand hygiene prior to the task. ULP-E had
donned gloves prior to the task but did not
performing hand hygiene. After the task was
completed, ULP-E doffed the gloves but did not
perform hand hygiene. Also, the surveyor
observed ULP-E getting a clean glass from the
dishwasher to prepare powdered medication in
water while wearing gloves.

On July 2, 2024, at 8:37 a.m., the surveyor

Minnesota Department of Health
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observed ULP-E prepare R6's medication.
During the observation, ULP-E did not perform
hand hygiene prior to the task. ULP-E had
donned gloves prior to the task but did not
performing hand hygiene. After the task was
completed, ULP-E doffed the gloves but did not
perform hand hygiene.

On July 5, 2024, at 3:03 p.m., clinical nurse
supervisor (CNS)-B indicated all staff have been
trained and were expected to complete hand
hygiene before donning and after doffing gloves
and between resident cares.

The licensee's 8.07 Gloves policy dated July 28,
2021, indicated hands are to be washed (hand
hygiene) prior to donning and after doffing gloves
each time.

The licensee's 8.09 Hand Washing policy dated
July 28, 2021, indicated hand washing would be
performed between tasks and procedures.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0630 144G.42 Subd. 6 (b) Compliance with 0 630
SS=E | requirements for reporting ma

(b) The facility must develop and implement an
iIndividual abuse prevention plan for each
vulnerable adult. The plan shall contain an
Individualized review or assessment of the
person's susceptibility to abuse by another
individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be

Minnesota Department of Health
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taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure an individual
abuse prevention plan (IAPP) was developed to

iInclude the required content for two of two
residents (R1, R2).

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

R1

R1 was admitted on September 9, 2021, with
diagnoses of Korsakoff's syndrome (memory
disorder) and cerebral infarction due to
unspecified occlusion or stenosis right middle
cerebral artery (stroke).

R1's Service Plan dated September 9, 2021,
iIndicated R1 received services including
medication administration and nail care.

On July 2, 2024, at 8:19 a.m., the surveyor
observed unlicensed personnel (ULP)-E prepare
and administer medications to R1.

Minnesota Department of Health
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R1's IAPP completed on July 1, 2024, identified
R1 was at risk to be abused and at risk to abuse
other vulnerable adults. R1's [APP lacked
statements of the specific measures to be taken
to minimize the risk of abuse to that person and
other vulnerable adults.

R2

R2 was admitted on September 5, 2023, with
diagnoses of myalgic encephalomyelitis (chronic
fatigue syndrome), postural orthostatic
tachycardia syndrome (heart rate increases on
changing posture), fiboromyalgia (widespread
pain), and chronic migraine headache.

R2's Service Plan created on September 6, 2023,
signed on September 16, 2023, indicated R2
received services including medication
administration, assistance with activities of daily
living (dressing, grooming, bathing),
housekeeping, nail care, meal assistance, and
safety checks.

On July 2, 2024, at 7:56 a.m., the surveyor
observed ULP-E prepare and administer
medications to R2.

R2's IAPP completed on June 12, 2024, lacked
assessment of the person's risk of abusing other
vulnerable adults.

On July 5, 2024, at 3:15 p.m., clinical nurse
supervisor (CNS)-B stated all the IAPP
assessment questions were built into their
electronic records program and the registered
nurse performing the assessment was to
complete all the questions.

On July 5, 2024, at 3:16 p.m., licensed assisted
living director (LALD)-C stated the licensee relied

Minnesota Department of Health
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on their electronic records program to prompt the
nurse to input the required information and
indicated this must have been an oversight.

The licensee's 6.05 Individualized Abuse
Prevention Plan policy dated August 1, 2021,
indicated all residents would have an IAPP
addressing the person's susceptibility to abuse,
the person's risk of abusing other vulnerable
adults, and specific measures would be taken to
minimize the risk of abuse to that person and
other vulnerable adults.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

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

This MN Requirement is not met as evidenced

Minnesota Department of Health
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by:

Based on interview and record review, the
licensee failed to establish and maintain a
tuberculosis (TB) prevention program based on
the most current guidelines issued by the Centers
for Disease Control and Prevention (CDC) which
iIncluded baseline history and symptom screen for
two of two employees (unlicensed personnel
(ULP)-A, ULP-E).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) 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-A
ULP-A was hired on December 28, 2023.

ULP-A's personnel record had a blank form for
Baseline TB Screening Tool for HCWs (health
care workers) that included a screening for TB
history and symptom screening. The record
lacked TB history and Symptom screening.

ULP-E
ULP-E was hired on November 4, 2023.

ULP-E's personnel record had a blank form for
Baseline TB Screening Tool for HCWs that
Included a screening for TB history and symptom
screening. The record lacked TB history and
Symptom screening.

On July 5, 2024, at 2:45 p.m., clinical nurse

Minnesota Department of Health
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supervisor (CNS)-B stated the licensee's process
would be to perform the TB history and symptom

screen on all new hires and if the new hire had no
signs or symptoms of TB then the new hire would
go to the clinic for TB blood test.

On July 5, 2024, at 2:46 p.m., licensed assisted
living director (LALD)-C acknowledged ULP-A
and ULP-E did not have the Baseline TB
Screening Tool for HCWs completed. LALD-C
Indicated the procedure for ensuring this was
completed was for LALD-C to print a blank
Baseline TB Screening Tool for HCWs form at
hire and place it in the personnel file for the nurse
to complete but their nurse had to follow the new
hire check list.

The licensee's 8.16 Tuberculosis Screening
policy dated July 28, 2021, indicated new staff
would be screened for active signs of TB using
the Baseline TB Screening Tool for HCWs.

No further information provided.

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

0680 144G.42 Subd. 10 Disaster planning and 0 680
SS=F | emergency preparedness

(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;
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(3) provide building emergency exit diagrams to
all residents;
(4) post emergency exit diagrams on each floor;
and

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

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

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to develop and publicly
post a written emergency disaster plan (EDP)
with all the required content. This had the
potential to affect all residents, employees, and
visitors to the facility.

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

The findings include:

On July 1, 2024, at 11:40 a.m., during a tour of
the facility, the surveyor did not observe an EDP
was posted prominently.

Minnesota Department of Health
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On July 2, 2024, at 9:14 a.m., licensed assisted
living director (LALD)-C informed the surveyor
upon requesting the EDP, it was not available as
the licensee was in the process of working on the
plan.

On July 3, 2024, at 1:29 p.m., LALD-C provided
the EDP and stated the Emergency
Preparedness Plan was inadequate as this has
been in the works. Also, LALD-C stated they
have not had any emergency drills or tabletop
drills for the facility.

The licensee's undated EDP lacked the following
content:

- Process for emergency plan collaboration;

- Development of emergency plan policies and
procedures;

- Subsistence Needs for Staff and Patients;

- Procedure for Tracking of Staff and Patients;

- Policies and Procedures including Evacuation;
- Policies and Procedures for Medical
Documents;

- Policies and Procedures for VVolunteers:

- Arrangement with Other Facilities;

- Emergency Officials Contact Information;

- Sharing Information on Occupancy/Needs;

- Long Term Care (LTC) Family Notifications;

- Emergency Prep Training and Testing;

- Emergency Prep Training Program; and

- Emergency Prep Testing Requirements.

The licensee's 9.01 Emergency Preparedness
Plan - Appendix Z Compliance policy dated
August 1, 2021, indicated the licensee would
have an effective and compliant Emergency
Preparedness Plan and the plan would be aligned
with the Centers for Medicare and Medicaid
Services State Operations Manual Appendix Z:
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"Emergency Preparedness for All Providers and
Supplier Types: Interpretive Guidance."

No further information 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
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
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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
licensee failed to develop a fire safety and
evacuation plan with the required elements and
failed to conduct required evacuation drills as
required. This had the potential to directly affect
all residents, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
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 July 2, 2024, at 11:00 a.m., licensed assisted
living director (LALD)-C provided documentation
on the fire safety and evacuation plan (FSEP),
fire safety and evacuation training for the facility,
and fire safety and evacuation drills for the facility.

FIRE SAFETY AND EVACUATION PLAN
The posted emergency evacuation plan did not
show the location and number of resident rooms.

The FSEP included standard employee
procedures but failed to provide specific
employee actions to take in the event of a fire or
Minnesota Department of Health
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similar emergency relative to the facility's building
layout and environmental risks. The FSEP was
provided by a third-party consultant, and it was
not updated to meet the facility-specific layout.
The FSEP included the RACE (Remove, Alarm,
Confine and Extinguish or Evacuate) acronym as
the fire safety procedure and instructed staff to
pull the nearest fire alarm and close fire doors in
case of fire, but the facility did not have a fire
alarm system or fire doors.

The FSEP included standard resident evacuation
procedures but failed to provide specific
procedures for resident movement and
evacuation or relocation during a fire or similar
emergency including individualized unique needs
of residents. The plan failed to include ways to
move, evacuate residents based on the facility's
specific layout in the event of a fire or similar
emergency.

During the interview on July 2, 2024, at 11:00
a.m., LALD-C stated the facility needed to update
the fire safety and evacuation plan, including the
facility-specific fire safety protocols.

DRILLS

Record review of the available documentation
indicated that the licensee did not conduct
evacuation drills twice per year per shift and
every other month as required by statute.
Provided documentation indicated that the drill
was conducted in July 2023, November 2023,
and 6/20/2024, with no further drills being
documented.

During the interview on July 2, at 11:00 a.m.,
LALD-C confirmed that the drills were conducted
only twice in 2023 and once in 2024. LALD-C
verified that there were no further documented
Minnesota Department of Health
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drills for the facility and verified this deficient
condition.

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

0 820| 144G.45 Subd. 2 (g) Fire protection and physical | 0820
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 This immediate correction order identified
failed to ensure physical facility elements did not on July 2, 2024, has had the immediacy
constitute a distinct hazard to life. The licensee lifted as of July 7, 2024, however

failed to provide a resident bedroom with the non-compliance remained a scope and
minimum window opening meeting the minimum level of G.

state standard for egress. This affected the
occupied resident in bedroom #1 on the lower
level.

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
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STATE FORM 6899 7KXF11 If continuation sheet 20 of 42



PRINTED: 08/02/2024

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:
29504 B. WING 07/05/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
18626 CLEARVIEW DRIVE
MORNING GLORY HOMES INC
MINNETONKA, MN 55345
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 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)

0 820 | Continued From page 20 0 820

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 July 2, 2024, at 10:00 a.m., survey staff
toured the facility with the licensed assisted living
director (LALD)-C. During the facility tour, survey
staff observed the following items:

It was observed that occupied resident bedroom
#1 on the lower level did not have windows that
met the minimum size requirements for egress
escape. The clear openable area of the opened
windows measured 45 inches in height and 18
inches in width, with a total openable area of 810
square inches. The windows did not meet the
minimum requirements for opening width.

Egress windows in existing sleeping rooms must
have a minimum openable width of 20 inches and
minimum openable height of 20 inches with no
less than 648 square inches total of openable
area (4.5 square feet) for the window. Survey
staff explained to LALD-C that at least one egress
window in each bedroom must be provided to
meet the minimum state standard for an egress
window to be a complying bedroom for resident
occupancy. LALD-C verbally confirmed the
findings.

On July 2, 2024, at 10:30 a.m., during the
interview, survey staff explained to LALD-C that
an immediate correction order was issued for the
above finding. LALD-C acknowledged the above
finding.
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No further information was provided.
TIME PERIOD FOR CORRECTION: Immediate

On July 7, 2024, the immediacy of correction
order 0820 was removed, however

non-compliance remained at an scope and level
of G.

01060| 144G.52 Subd. 9 Emergency relocation 01060
SS=F
(a) A facility may remove a resident from the
facility in an emergency if necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.

(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:

(1) the reason for the relocation;

(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;

(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;

(4) if known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and

(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G.54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.

(c) The notice required under paragraph (b) must
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be delivered as soon as practicable to:

(1) the resident, legal representative, and
designated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not
returned to the facility within four days.

(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process
in this section.currently known; and

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide a written notice with the
required content for an emergency relocation to
the resident, legal representative, or designated
representative and failed to provide the
notification to the Office of Ombudsman for
Long-Term Care (OOLTC) when the resident did
not return from the emergency relocation within
four days for one of one resident (R1).

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:

R1 was admitted on September 9, 2021, with
diagnoses of Korsakoff's syndrome (memory
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disorder) and cerebral infarction due to
unspecified occlusion or stenosis right middle
cerebral artery (stroke).

R1's Service Plan dated September 9, 2021,
iIndicated R1 received services including
medication administration and nail care.

R1's progress notes dated May 4, 2022, at 4:33
p.m., indicated R1 was sent to hospital by
ambulance due to a fall and pronounced left face
droop with garbled speech.

R1's progress notes dated May 24, 2022, at 2:32
p.m., indicated R1 returned to the facility by
ambulance from hospital.

R1's record lacked documentation of R1, R1's
legal representative, R1's designated
representative, and the OOLTC received a written
notice with all the required content for an
emergency relocation.

On July 3, 2024, at 2:23 p.m., licensed assisted
living director (LALD)-C indicated the licensee
was not aware they needed to provide an
emergency relocation notice or contact OOLTC
when a resident was emergently relocated after
four days and indicated they would review the
statute.

The licensee's 1.23 Emergency Relocation policy
dated August 1, 2021, indicated the licensee
would provide the written emergency relocation
notice when a resident had an emergency
relocation.

No further information provided.

TIME PERIOD FOR CORRECTION: Twenty-one
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01290| 144G.60 Subdivision 1 Background studies 01290
SS=l| required

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the bac<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>