
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

October 26, 2023

Licensee
Dr. Thomas H. Johnson HWS
5515 Penn Avenue South
Minneapolis, MN 55419

RE: Project Number(s) SL21508015

Dear Licensee:

On October 3, 2023, the  Minnesota Department  of Health completed  a follow-up survey of your
facility to determine  if orders from the August 10, 2023, 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,

Tim Hanna, Interim Supervisor
State Engineering Services Section
Health Regulation Division
Email: Tim.Hanna@state. mn.us
Telephone: 507-208-8982 Fax: 1-866-890-9290
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Electronically Delivered

September  28, 2023

Licensee
Dr. Thomas H. Johnson HWS
5515 Penn Avenue South
Minneapolis, MN 55419

RE: Project Number(s) SL21508015

Dear Licensee:

On September  18, 2023, the  Minnesota  Department  of Health (MDH) completed  a follow-up survey of
your facility to  determine  correction  of orders  found on the  survey completed  on August 10, 2023. This
follow-up survey determined  your facility had not  corrected  all of the  state  correction  orders  issued
pursuant  to  the  August 10, 2023, survey.

STATE CORRECTION ORDERS
State  correction  order  issued pursuant  to  the  last survey, completed  on August 10, 2023, found not
corrected  at  the  time of the  September  18, 2023, follow-up survey is as follows:

0820-Fire Protection  And Physical Environment- 144g.45 Subd. 2 (g)

The details of the  violation noted  at  the  time of this follow-up survey completed  on September  18,
2023 (listed above), is on the  attached  State  Form. Brackets around  the  ID Prefix Tag in the  left hand
column, e.g., {2 ----} will identify the  uncorrected  tags.

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

DOCUMENTATION OF ACTION TO COMPLY
In accordance  with Minn. Stat. § 144G.30, Subd. 5(c), the  licensee must  document  actions taken  to
comply with the  correction  orders  within the  time period outlined  on the  state  form; however,  plans
of correction  are  not  required  to  be submitted  for approval.

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 the  MDH within 15
calendar  days of the  correction  order  receipt  date.

An equal  opportunity  employer.  Letter  ID: 8GKP Revised 04/ 14/ 2023



Dr. Thomas H. Johnson  HWS
September  28, 2023
Page 2

A state  correction  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.

Plea se ema  il recons ideration  reque  sts to:  Health.HRD.Appeals@state. mn.us. Please atta  ch this lett  er
as part  of your reconsideration  request.  Please clearly indicate which tag(s) you are  contesting  and
submit information supporting  your position(s).

Please address  your cover letter  for reconsideration  requests  to:
Reconsideration Unit

Health Regulation Division
Minnesota  Department  of Health

P.O. Box 64970
85 East Seventh Place

St. Paul, MN 55164-0970

We urge you to  review these  orders  carefully. If you have questions,  please  contact  Casey DeVries,
Supervisor at  651-201-5917.

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

Sincerely,

Casey DeVries, Supervisor
State  Evaluation Team
Email: casey.devries@state. mn.us
Telephone: 651-201-5917 Fax: 651-281-9796
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{0 000} Initial Comments {0 000}

******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:

Minnesota  Department  of Health  is
documenting  the  State  Licensing
Correction  Orders  using  federal  software.
Tag numbers  have  been  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  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  evaluators'
findings  is the  Time  Period  for Correction.

SL21508015- 1

On  September  14,  2023,  and  September  18,
2023,  the  Minnesota  Department  of Health
conducted  a  licensing  order  follow-up related  to
correction  orders  issued  for SL21508015- 0.

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.

The  following correction  orders  are  issued  and/ or
re- issued  for SL21508015- 1,  tag  identification
0820.

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.

{0 470} 144G. 41  Subdivision  1 Minimum requirements
SS= F

{0 470}

(11) develop  and  implement  a  staffing  plan  for
Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE

STATE FORM 6899  B9X812 If continuation  sheet  1 of 15
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{0 470} Continued  From  page  1 {0 470}

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;
(ii) 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:
No further  action  required.

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

{0 480}

(13)  offer to provide  or make  available  at  least  the
following services  to residents:
(B) food  must  be  prepared  and  served  according
to the  Minnesota  Food  Code,  Minnesota  Rules,

Minnesota  Department  of Health
STATE FORM 6899 B9X812 If continuation  sheet  2 of 15
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{0 480} Continued  From  page  2

chapter  4626;  and

{0 480}

This  MN Requirement  is not  met  as  evidenced
by:
No further  action  required.

{0 630} 144G. 42  Subd.  6 (b) Compliance  with
SS= D requirements  for reporting  ma

{0 630}

(b) The  facility must  develop  and  implement  an
individual  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
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:
No further  action  required.

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

(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

{0 650}

Minnesota  Department  of Health
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{0 650} Continued  From  page  3 {0 650}

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.

This  MN Requirement  is not  met  as  evidenced
by:
No further  action  required.

{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

Minnesota  Department  of Health
STATE FORM 6899 B9X812 If continuation  sheet  4 of 15
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{0 680} Continued  From  page  4

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.

{0 680}

This  MN Requirement  is not  met  as  evidenced
by:
No further  action  required.

{0 730} 144G. 43  Subd.  3 Contents  of resident  record
SS= D

Contents  of a  resident  record  include  the
following for each  resident:
(1) identifying information,  including  the  resident' s
name,  date  of birth, address,  and  telephone
number;
(2) the  name,  address,  and  telephone  number  of
the  resident' s  emergency  contact,  legal
representatives,  and  designated  representative;
(3) names,  addresses,  and  telephone  numbers  of
the  resident' s  health  and  medical  service
providers,  if known;
(4) health  information,  including  medical  history,
allergies,  and  when  the  provider  is managing
medications,  treatments  or therapies  that  require
documentation,  and  other  relevant  health
records;
(5) the  resident' s  advance  directives,  if any;
(6) copies  of any  health  care  directives,
guardianships,  powers  of attorney,  or
conservatorships;
(7) the  facility's  current  and  previous
assessments  and  service  plans;
(8) all records  of communications  pertinent  to the
resident' s  services;
(9) documentation  of significant  changes  in the

{0 730}
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{0 730} Continued  From  page  5 {0 730}

resident' s  status  and  actions  taken  in response  to
the  needs  of the  resident,  including  reporting  to
the  appropriate  supervisor  or health  care
professional;
(10)  documentation  of incidents  involving the
resident  and  actions  taken  in response  to the
needs  of the  resident,  including  reporting  to the
appropriate  supervisor  or health  care
professional;
(11) documentation  that  services  have  been
provided  as  identified  in the  service  plan;
(12)  documentation  that  the  resident  has  received
and  reviewed  the  assisted  living bill of rights;
(13)  documentation  of complaints  received  and
any  resolution;
(14)  a  discharge  summary,  including  service
termination  notice  and  related  documentation,
when  applicable;  and
(15)  other  documentation  required  under  this
chapter  and  relevant  to the  resident' s  services  or
status.

This  MN Requirement  is not  met  as  evidenced
by:
No further  action  required.

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

{0 800}

(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.

This  MN Requirement  is not  met  as  evidenced

Minnesota  Department  of Health
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{0 800} Continued  From  page  6

by:
No further  action  required.

{0 800}

{0 810} 144G. 45  Subd.  2 (b)-(f) Fire  protection  and
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.

Minnesota  Department  of Health
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This  MN Requirement  is not  met  as  evidenced
by:
No further  action  required.

{0 820} 144G. 45  Subd.  2 (g) Fire  protection  and  physical  {0 820}
SS= E 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,  interview  and  record
review,  the  licensee  failed  to provide  egress
windows  in resident  rooms  that  meet  the
minimum  size  requirements  and  that  do  not
constitute  a  distinct  hazard.  This  had  the  potential
to directly  affect  a  portion  of residents  and  staff.

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
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occurred  repeatedly;  but  is not  found  to be
pervasive) .

{0 820}

The  findings  include:

On  September  18,  2023,  between  the  hours  of
1:10  p.m.  and  1:46  p.m. , survey  staff  conducted  a
facility tour  with Unlicensed  Personal  (ULP-B) and
Maintenance  (M-G).

During  facility tour,  survey  staff  observed  the
following:

ULP-B fully opened  the  proposed  egress  window
in occupied  resident  room  #1 and  survey  staff
verified  the  measurement  of the  openable  area  of
the  window to be  18" high  x 32" wide  for a  total  of
576  square  inches.  Egress  windows  in existing
facilities  must  have  a  minimum  opening
dimension  of 648  square  inches  with an  opening
height  and  width dimension  of no  less  than  20".
ULP- B and  M-G visually verified  the  deficient
condition.

ULP-B fully opened  the  proposed  egress  window
in occupied  resident  room  #2 and  survey  staff
verified  the  measurement  of the  openable  area  of
the  window to be  18. 5" high  x 32" wide  for a  total
of 592  square  inches.  Egress  windows  in existing
facilities  must  have  a  minimum  opening
dimension  of 648  square  inches  with an  opening
height  and  width dimension  of no  less  than  20".
ULP-B and  M-G visually verified  the  deficient
condition.

ULP-B fully opened  the  proposed  egress  window
in occupied  resident  room  #3 and  survey  staff
verified  the  measurement  of the  openable  area  of
the  window to be  19" high  x 32" wide  for a  total  of
608  square  inches.  Egress  windows  in existing
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facilities  must  have  a  minimum  opening
dimension  of 648  square  inches  with an  opening
height  and  width dimension  of no  less  than  20".
ULP-B And M-G visually verified  the  deficient
condition.

{0 820}

ULP-B fully opened  the  proposed  egress  window
in occupied  resident  room  #4 and  survey  staff
verified  the  measurement  of the  openable  area  of
the  window to be  17" high  x 32" wide  for a  total  of
544  square  inches.  Egress  windows  in existing
facilities  must  have  a  minimum  opening
dimension  of 648  square  inches  with an  opening
height  and  width dimension  of no  less  than  20".
ULP-B and  M-G visually verified  the  deficient
condition.

ULP-B fully opened  the  proposed  egress  window
in unoccupied  resident  room  #6 and  survey  staff
verified  the  measurement  of the  openable  area  of
the  window to be  18" high  x 32" wide  for a  total  of
576  square  inches.  Egress  windows  in existing
facilities  must  have  a  minimum  opening
dimension  of 648  square  inches  with an  opening
height  and  width dimension  of no  less  than  20".
ULP-B and  M-G visually verified  the  deficient
condition.

During  interview,  M-G stated  he  removed  all
stops  from the  windows  to allow a  larger  opening
area  than  during  the  previous  survey  and  that  it
was  his  understanding  that  survey  staff  should  be
measuring  from windowsill and  not  from the
bottom  portion  of the  window that  was  raised  up
approximately  1" from sill to prohibit  weather  and
other  items  from coming  underneath  the  window.
Survey  staff  did provide  education  on  how to
measure  the  openable  area  of the  window.
ULP-B and  M-G verified  that  the  windows  did not
meet  the  minimum  requirements.
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A record  review  of the  fire watch  logs  indicated
that  the  licensee  has  continued  fire watch
protocols  every  30  minutes  of each  day  since
executing  this  as  the  plan  of correction  from the
immediate  order  from the  previous  survey.  ULP-B
verbally  confirmed  that  the  staff  was  executing  all
required  fire watch  protocols  during  each  facility
walkthrough.

No further  information  provided.

{0 950} 144G. 50  Subd.  3 Designation  of representative
SS= F

(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
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
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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.

{0 950}

This  MN Requirement  is not  met  as  evidenced
by:
No further  action  required.

{01460}  144G. 63  Subdivision  1 Orientation  of staff  and
SS= D supervisors

{01460}

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:
No further  action  required.

{01500}  144G. 63  Subd.  5 Required  annual  training
SS= E

(a)  All staff  that  perform  direct  services  must
complete  at  least  eight  hours  of annual  training
for each  12  months  of employment.  The  training
may  be  obtained  from the  facility or another
source  and  must  include  topics  relevant  to the
provision  of assisted  living services.  The  annual
training  must  include:
(1) training  on  reporting  of maltreatment  of
vulnerable  adults  under  section  626. 557;
(2) review  of the  assisted  living bill of rights  and
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staff  responsibilities  related  to ensuring  the
exercise  and  protection  of those  rights;
(3) review  of infection  control  techniques  used  in
the  home  and  implementation  of infection  control
standards  including  a  review  of hand  washing
techniques;  the  need  for and  use  of protective
gloves,  gowns,  and  masks;  appropriate  disposal
of contaminated  materials  and  equipment,  such
as  dressings,  needles,  syringes,  and  razor
blades;  disinfecting  reusable  equipment;
disinfecting  environmental  surfaces;  and
reporting  communicable  diseases;
(4) effective  approaches  to use  to problem  solve
when  working  with a  resident' s  challenging
behaviors,  and  how to communicate  with
residents  who have  dementia,  Alzheimer' s
disease,  or related  disorders;
(5) review  of the  facility's  policies  and  procedures
relating  to the  provision  of assisted  living services
and  how to implement  those  policies  and
procedures;  and
(6) the  principles  of person- centered  planning
and  service  delivery  and  how they  apply  to direct
support  services  provided  by the  staff  person.
(b) In addition  to the  topics  in paragraph  (a) ,
annual  training  may  also  contain  training  on
providing  services  to residents  with hearing  loss.
Any training  on  hearing  loss  provided  under  this
subdivision  must  be  high quality  and  research
based,  may  include  online  training,  and  must
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
challenges  it poses  to communication;
(2) the  health  impacts  related  to untreated
age- related  hearing  loss,  such  as  increased
incidence  of dementia,  falls,  hospitalizations,
isolation,  and  depression;  or
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(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.

{01500}

This  MN Requirement  is not  met  as  evidenced
by:
No further  action  required.

{01620}  144G. 70  Subd.  2 (c-e)  Initial reviews,
SS= F assessments,  and  monitoring

{01620}

(c) Resident  reassessment  and  monitoring  must
be  conducted  no  more  than  14  calendar  days
after  initiation of services.  Ongoing  resident
reassessment  and  monitoring  must  be  conducted
as  needed  based  on  changes  in the  needs  of the
resident  and  cannot  exceed  90  calendar  days
from the  last  date  of the  assessment.
(d) For  residents  only receiving  assisted  living
services  specified  in section  144G. 08,  subdivision
9,  clauses  (1) to (5), the  facility shall  complete  an
individualized  initial review  of the  resident' s  needs
and  preferences.  The  initial review  must  be
completed  within 30  calendar  days  of the  start  of
services.  Resident  monitoring  and  review  must
be  conducted  as  needed  based  on  changes  in
the  needs  of the  resident  and  cannot  exceed  90
calendar  days  from the  date  of the  last  review.
(e)  A facility must  inform the  prospective  resident
of the  availability of and  contact  information  for
long- term  care  consultation  services  under
section  256B. 0911,  prior to the  date  on  which  a
prospective  resident  executes  a  contract  with a
facility or the  date  on  which  a  prospective
resident  moves  in, whichever  is earlier.
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This  MN Requirement  is not  met  as  evidenced
by:
No further  action  required.

{01620}

Minnesota  Department  of Health
STATE FORM 6899  B9X812 If continuation  sheet  15  of 15



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

August 24, 2023

Licensee
Dr. Thomas H. Johnson HWS
5515 Penn Avenue South
Minneapolis, MN 55419

RE: Project Number(s) SL21508015

Dear Licensee:

The Minnesota Department  of Health (MDH) completed  a survey on August 10, 2023, for the  purpose
of evaluating and  assessing  compliance with state  licensing statutes.  At the  time of the  survey, the
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. The 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), the  MDH may impose fine amounts  of either
$1,000 or $5,000 to licensees  who are  found to be responsible  for maltreatment.
The 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. The MDH
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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 (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
St - 0 - 2310 - 144g.91 Subd.  4 (a) - Appropriate  Care And Services  = $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 $6,000.00. 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 the  MDH within 15
calendar  days of the  correction order receipt  date.

A state  correction 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.

Pl ea se ema il rec ons idera  ti on reques  ts to: Health. HRD.Appeals@state. mn.us. Pl ea se atta  ch thi s
letter  as part  of your reconsideration  request.  Please  clearly indicate  which tag(s) you are  contesting
and submit information supporting your position(s).



Dr. Thomas H. Johnson HWS
August 24, 2023
Page 3

Please  address  your cover letter  for reconsideration  requests  to:

Reconsideration  Unit
Health Regulation Division

Minnesota Department  of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164-0970

REQUESTING A HEARING
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  MDH 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. Requests
for hea ri ng ma y be ema iled to: Health. HRD.Appeals@state. mn.us.

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.

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: 651-281-9796

PMB
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0 000  Initial Comments 0 000

******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:
SL21508015- 0

On  August  7,  2023,  through  August  10,  2023,  the
Minnesota  Department  of Health  conducted  a
survey  at  the  above  provider,  and  the  following
correction  orders  are  issued.  At the  time  of the
survey,  there  were  five active  residents  receiving
services  under  the  Assisted  Living license.

An immediate  correction  order  was  identified  on
August  8,  2023,  issued  for SL21508015- 0, tag
identification  2310  at  1:11 p.m.

Minnesota  Department  of Health  is
documenting  the  State  Licensing
Correction  Orders  using  federal  software.
Tag numbers  have  been  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  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  evaluators'
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  immediacy  for the  correction  order  identified
on  August  8,  2023,  issued  for SL21508015- 0,  tag
identification  2310,  was  removed  as  of August  9,
2023.  The  scope  and  level  remain  unchanged.

An immediate  correction  order  was  identified  on
August  9,  2023,  issued  for SL21508015- 0, tag
identification  0820.

THE LETTER  IN THE LEFT COLUMN IS
USED  FOR  TRACKING PURPOSES  AND
REFLECTS  THE SCOPE  AND LEVEL
ISSUED  PURSUANT  TO 144G. 31
SUBDIVISION 1-3.

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

STATE FORM 6899  B9X811 If continuation  sheet  1 of 37



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  08/24/ 2023
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

21508 B. WING _____________________________ 08/10/2023

NAME OF  PROVIDER  OR  SUPPLIER

DR THOMAS H JOHNSON  HWS

STREET  ADDRESS,  CITY, STATE, ZIP CODE

5515  PENN  AVENUE SOUTH
MINNEAPOLIS,  MN 55419

(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

0 000  Continued  From  page  1

The  immediacy  for the  correction  order  identified
on  August  9,  2023,  issued  for SL21508015- 0,  tag
identification  0820,  was  removed  as  of August  9,
2023.  The  scope  and  level  remain  unchanged.

0 000

0 470  144G. 41  Subdivision  1 Minimum requirements
SS= F

(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;
(ii) 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;

0 470

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the

Minnesota  Department  of Health
STATE FORM 6899 B9X811 If continuation  sheet  2 of 37
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licensee  failed  to develop  and  implement  a
staffing  plan  to meet  the  scheduled  and
reasonably  foreseeable  unscheduled  needs  of
the  residents.

0 470

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:

The  licensee  failed  to provide  a  staffing  plan
which  included  the  following:
-an  evaluation,  to be  conducted  at  least  twice  a
year,  of the  appropriateness  of staffing  levels  in
the  facility;
-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;
-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;
-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;

Minnesota  Department  of Health
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(iii) capable  of communicating  with residents;
(iv) capable  of providing  or summoning  the

appropriate  assistance;  and
(v) capable  of following directions.

0 470

On  August  7,  2023,  at  10:04  a. m. , during  the
entrance  conference,  clinical nurse  supervisor
(CNS) -A stated  they  had  a  staffing  plan  but  were
unsure  when  it was  last  reviewed.

On  August  8,  2023,  at  12:18  p.m. , the  surveyor
received  an  email  from CNS- A which  included  a
Long- term  Care  Contingency  Staffing  Plan  dated
August  1,  2021,  and  a  Resident  Care  Provider
(RCPN)  Mutual  Aid for Disaster  Agreement  dated
August  1,  2021.  The  email  indicated  the
documents  were  the  licensee' s  staffing  plan.

On  August  9,  2023,  at  10:35  a. m. , the  surveyor
explained  to CNS- A the  documents  provided  on
August  8,  2023,  were  a  staffing  contingency  plan
and  staffing  disaster  response  agreement  which
did not  address  day  to day  staffing  of the
licensee.  CNS- A stated  the  documents  provided
were  all they  had  and  they  would  have  to develop
a  staffing  plan.

No further  information  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

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

0 480

(13)  offer to provide  or make  available  at  least  the
following services  to residents:
(B) food  must  be  prepared  and  served  according
to the  Minnesota  Food  Code,  Minnesota  Rules,

Minnesota  Department  of Health
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chapter  4626;  and

0 480

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to adhere  to the
Minnesota  Food  Code,  Minnesota  Rules,  chapter
4626.  This  had  the  potential  to affect  all residents
at  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,  but  was  not  likely to
cause  serious  injury, impairment,  or death) , and
was  issued  at  a  widespread  scope  (when
problems  are  pervasive  or represent  a  systemic
failure  that  has  affected  or has  potential  to affect
a  large  portion  or all of the  residents) .

The  findings  include:

Please  refer  to the  additional  documentation
included  in the  "Food  and  Beverage
Establishment  Inspection  Reports, " dated  August
7,  2023.

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

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

0 630

(b) The  facility must  develop  and  implement  an
individual  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

Minnesota  Department  of Health
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person' s  risk of abusing  other  vulnerable  adults;
and  statements  of the  specific  measures  to be
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.

0 630

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  an  individual  abuse
prevention  plan  (IAPP)  contained  required
assessment  content  for one  of two residents
(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  an
isolated  scope  (when  one  or a  limited number  of
residents  are  affected  or one  or a  limited number
of staff  are  involved,  or the  situation  has  occurred
only occasionally) .

The  findings  include:

R1 was  admitted  to the  licensee  on  March  31,
2023.  R1' s  service  plan  dated  March  31,  2023,
indicated  R1  received  services  for dressing,
bathing,  grooming,  housekeeping,  medication
setup,  continence  care,  and  vital signs.

R1's  record  included  an  IAPP  assessment
effective  March  31,  2023,  which  lacked  the
following:
-individualized  review  or assessment  of the
person' s  susceptibility  to abuse  by another
individual  including  other  vulnerable  adults;
-person' s  risk of abusing  other  vulnerable  adults;
and

Minnesota  Department  of Health
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-statements  of the  specific  measures  to be  taken
to minimize  the  risk of abuse  to that  person  and
other  vulnerable  adults.

0 630

On  August  9,  2023,  at  10:35  a. m. , clinical nurse
supervisor  (CNS) -A stated  R1' s  IAPP  assessment
must  have  gotten  missed  but  did not  give  any
further  explanation.

The  licensee' s  6.05  Individual  Abuse  Prevention
Plan  policy dated  August  1, 2021,  indicated:
"1.  The  plan  will contain  an  individualized  review
or assessment  of the  person' s  susceptibility  to
abuse  by another  individual,  including:
a.  other  vulnerable  adults
b.  the  person' s  risk of abusing  other  vulnerable
adults,  and
c.  statements  of the  specific  measures  to be
taken  to minimize  the  risk of abuse  to that  person
and  other  vulnerable  adults.
2.  For  purposes  of the  abuse  prevention  plan,
abuse  includes  self- abuse. "

No further  information  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

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

(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;

0 650
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(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  contained  required  annual  performance
reviews  for three  of three  employees  (registered
nurse  (RN)-C,  unlicensed  personnel,  (ULP)-B and
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:

RN-C
RN-C was  hired  on  January  25,  2019,  to provide
direct  care  services  to residents  and  training  and
supervision  of unlicensed  personnel  (ULP).

Minnesota  Department  of Health
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RN-C's  employee  record  lacked  annual
performance  reviews.

ULP-B
ULP-B was  hired  on  February  1,  2021,  and  was
observed  providing  direct  care  services  to
residents  August  7-9,  2023.

ULP-B's  employee  record  included  an  Employee
Performance  Survey  dated  December  6,  2021,
but  lacked  a  further  performance  review  due  by
December  6,  2022.

ULP-E
ULP-E was  hired  on  December  28,  2020,  and
was  observed  providing  direct  care  services  to
residents  August  7-9,  2023.

ULP-E's  employee  record  lacked  annual
performance  reviews.

On  August  7,  2023,  at  10:04  a. m. , during  the
entrance  conference,  clinical nurse  supervisor
(CNS) -A and  licensed  assisted  living director
(LALD)-D both  stated  they  were  aware  of the
required  contents  of employee  records.

On  August  9,  2023,  at  10:35  a. m. , CNS- A stated
they  were  pretty  sure  there  were  no  further
annual  performance  reviews  for RN-C, ULP-B
and  ULP-E.  CNS- A stated  most  staff  were
probably  missing  performance  reviews.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days
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0 680  144G. 42  Subd.  10  Disaster  planning  and
SS= F emergency  preparedness

0 680

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:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to develop  a  written
emergency  preparedness  plan  (EPP)  with all the
required  content  and  failed  to post  an  emergency
disaster  plan  prominently.  This  had  the  potential
to affect  all residents,  staff,  and  visitors.

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or

Minnesota  Department  of Health
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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) .

0 680

The  findings  include:

On  August  9,  2023,  at  9:30  a. m. , the  surveyor
observed  unlicensed  personnel  (ULP)-B retrieve
the  licensee' s  EPP  located  in the  staff  office.  The
EPP  was  not  posted  prominently  for staff  and
visitors.  ULP-B stated  the  EPP  was  always  kept
in the  staff  office.

The  licensee' s  Emergency  Preparedness  plan,
undated,  was  reviewed  and  lacked  the  following:
- establish  and  maintain  a  comprehensive  EPP,
reviewed/ updated  annually;
- how they  would  coordinate  with other  health
care  facilities  and  community  during  an
emergency  or disaster  (natural,  man- made,
facility, etc. ), reviewed/ updated  annually;
- documented  date  of reviews  and  updates;
- community  risk assessment  with
documentation;
- consider  duration  of interruptions;
- arrangements/ contracts  to re- establish  utility
services;
- develop  strategies  for addressing
community- based  risks  (evacuation  plans,
staffing/ shortage,  back- up  plans) ;
- an  assessment  of at- risk population' s  needs
including  maintaining  independence,
communication,  transportation,  supervision,  and
medical  care;
- must  identify which  staff  would  assume  specific
roles  in another' s  absence  through  succession
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planning  and  delegation  of authority;
- a  qualified  person  who is authorized,  in writing,
to act  in the  absence  of the  administrator;
- a  process  for cooperation  and  collaboration  with
local,  tribal,  regional,  State  and  Federal  EP  to
maintain  integrated  response;
- develop  and  implement  EP  policies/ procedures
and  review/ update  annually;
- develop/ implement  EP  policies  and  procedures
to address  evacuation  and  shelter  in place  for
staff  and  residents  which  must  include:
- alternate  sources  of energy  to maintain
temperature,  safety  and  sanitary  storage  of
provisions;
- alternate  sources  of energy  to fire detection,
extinguishing,  alarms  systems;
- a  tracking  system  used  to document  locations  of
residents,  staff,  and  relocation  of staff;
- develop  policies  and  procedures  to address  safe
evacuation  from the  facility including:
- needs  of evacuees;
- staff  responsibilities;
- transportation;
- alternate  communication  means;
- develop  policy and  procedures  for shelter  in
place  for residents,  staff  and  volunteers  who
remain  at  the  facility;
- develop  policy and  procedures  to address:
- systems  of medical  documentation  that
preserve  resident  information;
- protects  confidentiality;
- secures/ maintains  availability of records;
- develop  policy and  procedures  must  address
use  of volunteers  including  process  and  role  for
integration;
- develop  policy and  procedures  which  address
development  and  arrangements  with other
facilities  or providers  to receive  residents  in the
event  continuity  of services  cannot  be  provided;
- develop  a  written  communication  plan  and
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review/ update  annually;
- communication  plan  must  include  all the
following names/ contact  information:
- entities  providing  services  under  agreement;
- residents'  physicians;
- volunteers;
- communication  plan  must  include  contact
information  for:
- other  sources  of assistance;
- communication  plan  must  include:
- means  to provide  information  about  facility
occupancy;
- and  ability to provide  assistance;
- authority  having  jurisdiction;
- incident  Command  Center;
- or designee;
- communication  plan  must  include  a  method  for
sharing  information  from emergency  plan;
- must  develop  and  maintain  EP  training  and
testing  program,  review/ update  annually;
- must  conduct  exercises  to test  the  EP  plan  at
least  twice  per  year  including  unannounced  staff
drills using  the  EP;
- must  implement  emergency  and  standby  power
systems  based  on  their  EP;  and
- if part  of a  healthcare  system  consisting  of
separately  certified  healthcare  facilities  and  elects
to have  a  unified  and  integrated  EP,  they  may
choose  to participate.

0 680

On  August  9,  2023,  at  10:35  a. m. , clinical nurse
supervisor  (CNS) -A stated  they  were  not  sure
when  the  EPP  was  last  reviewed  but  it was
worked  on  collectively  by the  leadership.  CNS- A
stated  they  had  never  formally  reviewed  it
themselves.

On  August  9,  2023,  at  11:00  a. m. , licensed
assisted  living director  (LALD)-D stated  they  had
not  recently  reviewed  the  EPP  and  was  not  aware
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of all required  content.

0 680

The  licensee' s  9.01  Emergency  Preparedness
Plan  - Appendix  Z Compliance  policy dated
August  1,  2021,  indicated,  "Dama;  Dr Thomas
Johnson  emergency  preparedness  plan  will
include  all required  elements  of appendix  Z. The
plan  will be  in writing and  reviewed  annually.  The
plan  is based  on  our  assisted  living-based  and
community- based  risk assessments,  utilizing an
all-hazards  approach. "

No further  information  provided.

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

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

Contents  of a  resident  record  include  the
following for each  resident:
(1) identifying information,  including  the  resident' s
name,  date  of birth, address,  and  telephone
number;
(2) the  name,  address,  and  telephone  number  of
the  resident' s  emergency  contact,  legal
representatives,  and  designated  representative;
(3) names,  addresses,  and  telephone  numbers  of
the  resident' s  health  and  medical  service
providers,  if known;
(4) health  information,  including  medical  history,
allergies,  and  when  the  provider  is managing
medications,  treatments  or therapies  that  require
documentation,  and  other  relevant  health
records;
(5) the  resident' s  advance  directives,  if any;
(6) copies  of any  health  care  directives,
guardianships,  powers  of attorney,  or
conservatorships;

0 730
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(7) the  facility's  current  and  previous
assessments  and  service  plans;
(8) all records  of communications  pertinent  to the
resident' s  services;
(9) documentation  of significant  changes  in the
resident' s  status  and  actions  taken  in response  to
the  needs  of the  resident,  including  reporting  to
the  appropriate  supervisor  or health  care
professional;
(10)  documentation  of incidents  involving the
resident  and  actions  taken  in response  to the
needs  of the  resident,  including  reporting  to the
appropriate  supervisor  or health  care
professional;
(11) documentation  that  services  have  been
provided  as  identified  in the  service  plan;
(12)  documentation  that  the  resident  has  received
and  reviewed  the  assisted  living bill of rights;
(13)  documentation  of complaints  received  and
any  resolution;
(14)  a  discharge  summary,  including  service
termination  notice  and  related  documentation,
when  applicable;  and
(15)  other  documentation  required  under  this
chapter  and  relevant  to the  resident' s  services  or
status.

0 730

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  the  resident  record
included  documentation  of all services  provided
for one  of two residents  (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  an
isolated  scope  (when  one  or a  limited number  of
residents  are  affected  or one  or a  limited number
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of staff  are  involved,  or the  situation  has  occurred
only occasionally) .

0 730

The  findings  include:

R1 was  admitted  to the  licensee  on  March  31,
2023.  R1' s  service  plan  dated  March  31,  2023,
indicated  R1  received  services  for dressing,
bathing,  grooming,  housekeeping,  medication
setup,  continence  care,  and  vital signs.

R1's  Service  Recap  Summary  for July  2023,
between  the  dates  of July  1 to 31,  2023,  lacked
documentation  for 55  services  provided.

R1's  Service  Recap  Summary  for August  2023,
between  the  dates  of August  1 to 7,  2023,  lacked
documentation  for 11 services  provided.

On  August  9,  2023,  at  10:35  a. m. , clinical nurse
supervisor  (CNS) -A stated  they  didn' t know  there
was  documentation  of services  being  missed.
CNS- A stated  Rtask  (charting  software)
sometimes  sends  alerts  if documentation  is
missed,  or vital signs  are  outside  of a  normal
range  and  should  be  followed  up  on.  CNS- A
stated  their  expectation  was  nothing  should  be
left blank  if a  service  was  not  provided  it should
have  been  documented  with a  reason  why it the
service  was  not  provided.

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

0 800
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(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 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
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  August  9,  2023,  from approximately  10:15
a. m.  to 10:45  a. m., survey  staff  toured  the  facility
with Licensed  Assisted  Living Director  (LALD)-D.
During  the  facility tour,  survey  staff  observed  and
verified  the  following maintenance  issues:

It was  observed  that  the  exhaust  vent  in resident
room  6 was  full of black  dust.

It was  observed  that  in resident  room  8 had  a  few
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ceiling  tiles  with a  considerable  amount  of brown
stains  due  to water  damage.

0 800

It was  observed  that  upper- level  resident
bathroom  5517  had  sheetrock  peeling  off above
the  shower  due  to condensation.

It was  observed  in upper- level  resident  bathroom
5515  that  the  heating  duct  was  full of rust  and
coming  off the  wall. In this  same  bathroom  it was
noted  that  the  vanity  doorknob  was  broken  off.

Burn  marks  were  observed  on  the  front deck
handrail  and  floorboards  due  to burning  cigarette
butts  and  ashes.

LALD-D verbally  confirmed  survey  staff
observations  during  the  facility tour.

No further  information  provided.

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

0 810  144G. 45  Subd.  2 (b)-(f) Fire  protection  and
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

Minnesota  Department  of Health
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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.

0 810

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  a  record  review  and  interview,  the
licensee  failed  to develop  a  fire safety  and
evacuation  plan  with required  elements,  failed  to
provide  required  employee  and  resident  training
on  fire safety  and  evacuation,  and  failed  to
conduct  required  evacuation  drills. This  had  the
potential  to affect  all staff,  residents,  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
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a  large  portion  or all of the  residents) .

0 810

Findings  include:

A record  review  and  interview  were  conducted  on
August  9,  2023,  at  approximately  10:30  a. m.  with
Maintenance  (M)-F and  Licensed  Assisted  Living
Director  (LALD)-D, on  the  fire safety  and
evacuation  plan.  M-F stated  he  had  these  policies
in place  but  was  unable  to provide  the  documents
at  the  time  of the  survey.  Fire  safety  and
evacuation  plans  shall  be  readily  available  at  all
times  within the  facility.

Records  were  unavailable  for employee  actions
to be  taken  in the  event  of a  fire or similar
emergency.

Records  were  unavailable  for fire protection
procedures  necessary  for residents.

Records  were  unavailable  for the  fire safety  and
evacuation  plan  to include  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.

Record  review  of available  documentation
(Transcript)  indicated  that  the  licensee  provided
employee  training  for emergency  preparedness,
but  nothing  was  included  on  the  fire safety  and
evacuation  plans.

Records  were  unavailable  for annual  training  of
residents  who can  assist  in their  own evacuation
on  the  proper  actions  to take  in the  event  of a  fire
to include  movement,  evacuation,  or relocation  as
required  by statute.  M-F stated  this  training  was
provided  to the  residents  annually.
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During  interview,  M-F and  LALD-D, verified  that
the  fire safety  and  evacuation  plan  for the  facility
lacked  these  provisions.

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

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

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

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to ensure  the  minimum  size  egress  window
openings  for occupied  and  unoccupied  resident
bedrooms.  This  affected  three  of the  occupied
resident  bedrooms  and  three  unoccupied
bedrooms.  This  had  the  potential  to directly  affect
all residents  and  staff.

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,

Minnesota  Department  of Health
STATE FORM 6899

This  immediate  correction  order  identified
on  August  9,  2023,  has  had  the  immediacy
lifted as  of August  9,  2023  by assigning  a
fire watch  for the  facility. This  was
confirmed  by the  licnesee  via email  and
approved  by evaluation  supervisor.
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or a  violation that  has  the  potential  to lead  to
serious  injury, impairment,  or death) , and  was
issued  at  a  widespread  scope  (when  problems
are  pervasive  or represent  a  systemic  failure  that
has  affected  or has  potential  to affect  a  large
portion  or all of the  residents) .

0 820

The  findings  include:

On  August  9,  2023,  between  the  hours  of 9:00
a. m.  and  10:30  a. m. , survey  staff  toured  the
home  with Licensed  Assisted  Living Director
(LALD)-D. At approximately  10:15  a. m. , survey
staff  measured  the  windows  in occupied
bedrooms  #1-(32Wx17H) , #2- (40Wx  17H) , #4-
(32Wx17H)  and  unoccupied  bedrooms  #3 -
(32Wx17H) , #6- (32Wx17H) , #8-(32Wx  17H) . It
was  explained  to the  LALD-D that  the  window in
these  bedroom' s  did not  meet  the  minimum  size
egress  window openings  required  for safe  egress.
At least  one  window in each  resident  bedroom
must  meet  the  minimum  window opening  size  of
at  least  20  inches  in height  and,  a  minimum
height  of 20  inches,  with a  total  of at  least  648
square  inches  (4.5 square  feet)  required  for
egress.

LALD-D verbally  confirmed  survey  staff
observations  during  the  facility tour.

No further  information  provided.

TIME PERIOD  FOR  CORRECTION:  Immediate

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

(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  verbatim  language
giving residents  the  right to identify a  designated
representative  for one  of one  resident  (R1) .

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

0 950

The  findings  include:

R1's  Dama;  DBA Dr. Thomas  Johnson  HWS
Resident  Agreement  signed  March  31,  2023,
included  the  option  to select  or decline  a
designated  representative.  R1's  record  lacked
documentation  to include  the  required  verbatim
language  was  provided  to the  resident,  the
verbatim  language  is as  follows:
"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  August  9,  2023,  at  10:35  a. m. , clinical nurse
supervisor  (CNS) -A stated  they  were  not  familiar
with the  required  verbatim  language  required  to
be  given  to residents  when  they  were  admitted  to
the  facility. CNS- A stated  they  had  their  contract
reviewed  by Care  Providers  who told them  their
contract  was  adequate.  CNS- A stated  the  same
contract  was  used  for all of the  licensee' s
residents  and  did not  provide  the  required
verbatim  language.

On  August  9,  2023,  at  1:00  p.m. , licensed
assisted  living director  (LALD)-D stated  they  did
not  understand  the  verbatim  language
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requirements  and  asked  for clarification  of the
statute  requirement.

0 950

No further  information  was  provided.

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

01460  144G. 63  Subdivision  1 Orientation  of staff  and
SS= D supervisors

01460

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  employees  received
orientation  to assisted  living statutes  for one  of
three  employees  (registered  nurse  (RN)-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)  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:
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RN-C was  hired  on  January  25,  2019,  to provide
direct  care  services  to residents  and  training  and
supervision  of unlicensed  personnel  (ULP).

01460

RN-C's  employee  record  included  an  Educare
(online  training  platform)  transcript  which  lacked
orientation  to assisted  living statutes.

On  August  7,  2023,  at  10:04  a. m. , during  the
entrance  conference,  clinical nurse  supervisor
(CNS) -A and  licensed  assisted  living director
(LALD)-D both  stated  they  were  aware  of the
required  contents  of employee  records.

On  August  9,  2023,  at  10:35  a. m. , CNS- A stated
RN-C's  orientation  to assisted  living statutes
should  have  been  completed  in Educare  (online
training  platform)  and  if it wasn' t completed  in
Educare  then  it wasn' t completed.

The  licensee' s  5.01  Orientation  of Staff  and
Supervisors  & Content  policy dated  August  1,
2021,  indicated,  "All Dama;  Dr Thomas  Johnson
employees  must  complete  the  orientation  to
assisted  living facility requirements  before
providing  assisted  living services  to residents. "

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

01500  144G. 63  Subd.  5 Required  annual  training
SS= E

(a)  All staff  that  perform  direct  services  must
complete  at  least  eight  hours  of annual  training
for each  12  months  of employment.  The  training
may  be  obtained  from the  facility or another
source  and  must  include  topics  relevant  to the

01500
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provision  of assisted  living services.  The  annual
training  must  include:
(1) training  on  reporting  of maltreatment  of
vulnerable  adults  under  section  626. 557;
(2) review  of the  assisted  living bill of rights  and
staff  responsibilities  related  to ensuring  the
exercise  and  protection  of those  rights;
(3) review  of infection  control  techniques  used  in
the  home  and  implementation  of infection  control
standards  including  a  review  of hand  washing
techniques;  the  need  for and  use  of protective
gloves,  gowns,  and  masks;  appropriate  disposal
of contaminated  materials  and  equipment,  such
as  dressings,  needles,  syringes,  and  razor
blades;  disinfecting  reusable  equipment;
disinfecting  environmental  surfaces;  and
reporting  communicable  diseases;
(4) effective  approaches  to use  to problem  solve
when  working  with a  resident' s  challenging
behaviors,  and  how to communicate  with
residents  who have  dementia,  Alzheimer' s
disease,  or related  disorders;
(5) review  of the  facility's  policies  and  procedures
relating  to the  provision  of assisted  living services
and  how to implement  those  policies  and
procedures;  and
(6) the  principles  of person- centered  planning
and  service  delivery  and  how they  apply  to direct
support  services  provided  by the  staff  person.
(b) In addition  to the  topics  in paragraph  (a) ,
annual  training  may  also  contain  training  on
providing  services  to residents  with hearing  loss.
Any training  on  hearing  loss  provided  under  this
subdivision  must  be  high quality  and  research
based,  may  include  online  training,  and  must
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

01500
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challenges  it poses  to communication;
(2) the  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.

01500

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  employees  received  at
least  eight  hours  of annual  training  for each  12
months  of employment  in all required  training
topics  for two of three  direct  care  employees
(registered  nurse  (RN)-C,  unlicensed  personnel
(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
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:

RN-C
RN-C was  hired  on  January  25,  2019,  to provide
direct  care  services  to residents,  and  training  and
supervision  of unlicensed  personnel  (ULP).

ULP-E
Minnesota  Department  of Health
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ULP-E was  hired  on  December  18,  2020,  and
was  observed  providing  direct  care  services  to
residents  on  August  7-9,  2023.

01500

RN-C and  ULP-E's  employee  record  included
Educare  (online  training  platform)  transcripts
which  lacked  annual  training  to include  review  of
provider  policies  and  procedures.

On  August  7,  2023,  at  10:04  a. m. , during  the
entrance  conference,  clinical nurse  supervisor
(CNS) -A and  licensed  assisted  living director
(LALD)-D both  stated  they  were  aware  of the
required  contents  of employee  records.

On  August  9,  2023,  at  10:35  a. m. , CNS- A stated
all orientation  should  have  been  completed  in
Educare  and  if it wasn' t completed  in Educare
then  it wasn' t completed.

The  licensee' s  5.06  Annual  Required  Staff
Training  policy dated  August  1,  2021,  indicated
annual  training  must  be  completed  every  12
months  and  include,  "Review  of the  facility's
policies  and  procedures  relating  to the  provision
of assisted  living services  and  how to implement
those  policies  and  procedures. "

No further  information  was  provided.

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

01620  144G. 70  Subd.  2 (c-e)  Initial reviews,
SS= F assessments,  and  monitoring

01620

(c) Resident  reassessment  and  monitoring  must
be  conducted  no  more  than  14  calendar  days
after  initiation of services.  Ongoing  resident
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reassessment  and  monitoring  must  be  conducted
as  needed  based  on  changes  in the  needs  of the
resident  and  cannot  exceed  90  calendar  days
from the  last  date  of the  assessment.
(d) For  residents  only receiving  assisted  living
services  specified  in section  144G. 08,  subdivision
9,  clauses  (1) to (5), the  facility shall  complete  an
individualized  initial review  of the  resident' s  needs
and  preferences.  The  initial review  must  be
completed  within 30  calendar  days  of the  start  of
services.  Resident  monitoring  and  review  must
be  conducted  as  needed  based  on  changes  in
the  needs  of the  resident  and  cannot  exceed  90
calendar  days  from the  date  of the  last  review.
(e)  A facility must  inform the  prospective  resident
of the  availability of and  contact  information  for
long- term  care  consultation  services  under
section  256B. 0911,  prior to the  date  on  which  a
prospective  resident  executes  a  contract  with a
facility or the  date  on  which  a  prospective
resident  moves  in, whichever  is earlier.

01620

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  the  registered  nurse
(RN) conducted  a  14-day  assessment  no  more
than  14  calendar  days  after  initiation of services
and  an  initial review  of resident' s  needs  and
preferences  to be  completed  within 30  calendar
days  of the  start  of service  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
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of the  residents) .

01620

The  findings  include:

R1 was  admitted  to the  licensee  on  March  31,
2023.  R1' s  service  plan  dated  March  31,  2023,
indicated  R1  received  services  for dressing,
bathing,  grooming,  housekeeping,  medication
setup,  continence  care,  and  vital signs.

R1's  record  included  a  Pre- Admission
Assessment  dated  February  21,  2023.  R1  did not
have  another  assessment  completed  until a
90-day  Assessment  was  completed  on  June  7,
2023.

R1's  record  lacked  the  following:
-a  14- day  assessment  required  to be  completed
by April 14,  2023;  and
-an  individualized  initial review  of the  resident' s
needs  and  preferences  completed  within 30
calendar  days  of the  start  of services.

On  August  7,  2023,  at  12:21  p.m. , clinical nurse
supervisor  (CNS) -A stated  a  14-day  RN
assessment  had  not  been  conducted  for R1.  The
surveyor  asked  CNS- A if they  were  aware  of the
14-day  RN assessment  and  30  day  needs  and
preferences  review  requirements  and  CNS- A
stated,  "I am  now. " CNS- A stated  14-day
assessments  were  not  completed  for any  of the
residents.

The  licensee' s  6.01  Assessments,  Reviews  &
Monitoring  policy dated  August  1,  2021,  indicated:
"3.  Resident  reassessment  and  monitoring  must
be  conducted  no  more  than  14  calendar  days
after  initiation of services.  Ongoing  resident
reassessment  and  monitoring  must  be  conducted
as  needed  based  on  changes  in the  needs  of the
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resident  and  cannot  exceed  90  calendar  days
from the  last  date  of the  assessment.
4.  For  residents  only receiving  assisted  living
services  specified  in section  144G. 08,  subdivision
9,  clauses  (1) to (5) as  listed  here:
-assisting  with dressing,  self- feeding,  oral
hygiene,  hair  care,  grooming,  toileting,  and
bathing
-providing  standby  assistance
-providing  verbal  or visual  reminders  to the
resident  to take  regularly  scheduled  medication,
which  includes  bringing  the  resident  previously
set  up  medication,  medication  in original
containers,  or liquid or food  to accompany  the
medication
-providing  verbal  or visual  reminders  to the
resident  to perform  regularly  scheduled
treatments  and  exercises
-preparing  modified  diets  ordered  by a  licensed
health  professional
a.  the  individualized  review  or subsequent
reviews  must  include  all the  required  elements  as
specified  in Rule,  conducted  in person  (unless
see  #2), be  in writing dated  and  signed  by the
registered  nurse  who conducted  the
individualized  review.
b.  the  facility will complete  an  individualized
initial review  of the  resident' s  needs  and
preferences.
c.  The  initial review  must  be  completed  within
30  calendar  days  of the  start  of services. "

01620

No additional  information  was  provided.

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

02310  144G. 91  Subd.  4 (a)  Appropriate  care  and
SS= G services
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(a)  Residents  have  the  right to care  and  assisted
living services  that  are  appropriate  based  on  the
resident' s  needs  and  according  to an  up- to-date
service  plan  subject  to accepted  health  care
standards.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to provide  care  and
services  according  to acceptable  health  care,
medical  or nursing  standards  for one  of one
resident  (R1)  who utilized hospital  bed  rails.

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) .

This  practice  resulted  in an  immediate  correction
order  on  August  8,  2023,  at  approximately  12:30
p.m.

The  findings  include:

R1 was  admitted  to the  licensee  on  March  31,
2023.  R1' s  Service  Plan  dated  March  31,  2023,
indicated  R1  received  services  for dressing,
continence  care,  grooming,  medication
management,  laundry,  and  housekeeping.

R1's  resident  record  included  a  Bed  Safety
Assessment,  undated  and  unsigned,  and  a
90-day  Assessment  which  both  indicated  R1,
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"Needs  some  help  to sit up, " for bed  mobility.
Neither  assessment  indicated  R1  had  bed  rails.
R1's  resident  record  lacked  documentation  that
alternatives  were  discussed,  did not  identify risk
versus  benefit  education  provided  to the  family, or
documentation  of measurements  of entrapment
zones.

On  August  7,  2023,  at  9:52  a. m. , the  surveyor
observed  R1's  hospital  bed  which  had  bed  rails
on  both  sides  of the  head  of the  bed.  R1's  bed
was  in the  middle  of the  room;  the  left side  of the
bed' s  rail was  in the  lowered  position  and  the  right
side  of the  bed' s  rail was  in the  raised  position.
R1,  who was  present  during  the  observation,
stated  to the  surveyor  that  they  felt the  bed  rails
were  loose  on  the  bed,  and  they  did not  believe
the  bed  rail was  assessed  by a  nurse.

On  August  7,  2023,  the  licensee  provided  the
surveyor  with a  Current  Resident  Roster  dated
August  7,  2023.  None  of the  licensee' s  five
residents,  which  included  R1,  were  identified  to
have  bed  rails.

On  August  8,  2023,  at  9:22  a. m. , registered  nurse
(RN)-C stated  R1  got  their  bed  rails  within the
past  few weeks.  RN-C stated  the  bed  rails  make
R1's  life easier  and  help  maintain  their
independence.  RN-C stated  both  themself  and
the  clinical nurse  supervisor  (CNS) -A were
responsible  for completion  of bed  rail
assessments  for residents.  RN-C stated  they
were  not  aware  of the  Food  and  Drug
Administration  (FDA) bed  rail requirements  for
hospital  beds  which  included  completion  of
measurements  of entrapment  zones,  risk versus
benefits  notification  provided  to the  resident  or
resident  representative,  frequency  of resident
assessments  and  bed  rail installation.  RN-C
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stated  bed  rail assessments  would  only be  in
Rtask  (charting  software) .

02310

On  August  8,  2023,  at  10:50  a. m. , CNS- A stated
they  did not  have  a  bed  rail policy, they  had  a
brochure  provided  to the  resident  entitled  Bed
Safety  Brochure.  CNS- A stated  they  were  not
familiar  with FDA hospital  bed  rail requirements
which  included  measurements  of entrapment
zones,  risk versus  benefits  notification  provided  to
the  resident  or resident  representative,  frequency
of assessments,  frequency  of resident
assessments  and  bed  rail installation.  CNS- A
stated  they  did not  complete  a  risk versus
benefits  with the  resident,  measure  entrapment
zones,  and  the  only assessments  completed
were  the  Bed  Safety  Assessment  and  90-Day
Assessment.

The  Food  and  Drug  Administration' s  (FDA), A
Guide  to Bed  Safety,  dated  2000,  and  revised
April 2010,  indicated  following information:  "When
bed  rails  are  used,  perform  an  on-going
assessment  of the  patient' s  physical  and  mental
status,  closely  monitor  high- risk patients.  The
FDA also  identified;  "Patients  who have  problems
with memory,  sleeping,  incontinence,  pain,
uncontrolled  body  movement,  or who get  out  of
bed  and  walk unsafely  without  assistance,  must
be  carefully  assessed  for the  best  ways  to keep
them  from harm,  such  as  falling. Assessment  by
the  patient' s  health  care  team  will help  to
determine  how best  to keep  the  patient  safe. "
The  March  10,  2006,  FDA Side  Rail Entrapment
Zones  and  Dimensional  Recommendations
indicated  to reduce  the  risk of entrapment,  zone  1
(within the  rail) should  not  exceed  4 and  3/4
inches,  zone  2 (under  the  rail, between  rail
supports  or next  to a  single  rail support)  should
not  exceed  4 and  3/4 inches,  zone  3 (between  the
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rail and  the  mattress) , should  not  exceed  4 and
3/4 inches,  and  zone  4 (under  the  rail, at  the  ends
of the  rail) should  not  exceed  2 and  3/8 inches  or
be  greater  than  a  60  degree  angle.

02310

The  Minnesota  Department  of Health  (MDH)
website,  Assisted  Living Resources  &
Frequently- Asked  Questions  (FAQs)  indicated,
"To ensure  an  individual  is an  appropriate
candidate  for a  bed  rail, the  licensee  must  assess
the  individual's  cognitive  and  physical  status  as
they  pertain  to the  bed  rail to determine  the
intended  purpose  for the  bed  rail and  whether
that  person  is at  high risk for entrapment  or falls.
This  may  include  assessment  of the  individual's
incontinence  needs,  pain,  uncontrolled  body
movement  or ability to transfer  in and  out  of bed
without  assistance.  The  licensee  must  also
consider  whether  the  bed  rail has  the  effect  of
being  an  improper  restraint. " Also included,
"Documentation  about  a  resident' s  bed  rails
includes,  but  is not  limited to:
- Purpose  and  intention  of the  bed  rail;
- Condition  and  description  (i.e. , an  area  large
enough  for a  resident  to become  entrapped)  of
the  bed  rail;
- The  resident' s  bed  rail use/ need  assessment;
- Risk  vs.  benefits  discussion  (individualized  to
each  resident' s  risks) ;
- The  resident' s  preferences;
- Installation  and  use  according  to manufacturer' s
guidelines;
- Physical  inspection  of bed  rail and  mattress  for
areas  of entrapment,  stability,  and  correct
installation;  and
- Any necessary  information  related  to
interventions  to mitigate  safety  risk or negotiated
risk agreements" .
Additionally, the  MDH website  indicated  for
hospital- style  bed  rails,  the  licensee  must  include
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in their  documentation,  the  bed  rail
measurements  and  that  the  bed  rail has  not
shifted  and  is securely  attached  to the  bed  frame
per  manufacturer  recommendations.

02310

The  licensee  lacked  a  bed  rail policy. The
licensee' s  Bed  Safety  Brochure  dated  March  18,
2015,  did not  include  specific  information  for bed
rail requirements.

No further  information  provided.

TIME PERIOD  FOR  CORRECTION:  IMMEDIATE
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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.

3-500C Microbial  Control:  date  marking
3-501.17B ** Priority  2 **

MN Rule 4626.0400B Mark the refrigerated, ready-to-eat, TCS food prepared and packaged in a processing
plant and opened and held for more than 24 hours in the food establishment using an effective method to indicate
the date by which the food must be consumed on the premises, sold, or discarded. The date must not exceed the
manufacturer's use-by-date.
OPEN PACKAGE OF DELI TURKEY MEAT WITHOUT A DATE WAS LOCATED IN THE MAIN
KITCHEN REFRIGERATOR. PER STAFF THE FOOD WAS OPENED MORE THAN 24 HRS PRIOR.
REVIEWED DATE MARKING PROCEDURES WITH STAFF AND THE FOOD WAS VOLUNTARILY
DISCARDED.
Corrected  on Site

4-300 Equipment  Numbers  and  Capacities
4-302.13B ** Priority  2 **

MN Rule 4626.0710B Provide a readily accessible, irreversible registering temperature indicator for measuring
the utensil surface temperature in mechanical hot water warewashing operations.
WARE IS SANITIZED WITH HOT WATER IN THE KITCHEN DISH MACHINE. NO TEST KIT
MEETING THE ABOVE REQUIREMENT WAS AVAILABLE. COMPLY WITH ABOVE RULE.
Comply By: 08/14/23

3-500A Microbial  Control:  cooling
3-501.13ABC

MN Rule 4626.0380ABC Thaw TCS food by one of the following methods: 1. under mechanical refrigeration
that maintains the food temperature at 41 degrees F (4 degrees C) or less; 2. completely submerged under
running water at 70 degrees F (21 degrees C) or less with a velocity to remove loose particles on an overflow
and the food is maintained at 41 degrees F (5 degrees C) or less; 3. in a



Type:
Date:
Time:

Full
08/07/23
11:00:00

Food  and Beverage  Establishment
Inspection  Report

Report: 1013231187
Dr Thomas H Johnson Hws

Page 2

microwave oven or; 4. as part of the cooking process.
PACKAGED SHREDDED PORK WAS THAWING IN A BOWL OF WATER AT ROOM TEMP IN THE
KITCHEN. THE FOOD MEASURED 68F. PER STAFF THE MEAT HAD BEEN THAWING FOR 1 HOUR.
REVIEWED THAWING PROCEDURES WITH STAFF AND THE FOOD WAS MOVED TO THE
REFRIGERATOR.
Comply By: 08/07/23

5-200A Plumbing:  approved  materials/ design
5-201.11B

MN Rule 4626.1040B Maintain the plumbing system in good repair.
HOT WATER DID NOT WORK AT THE MODULAR HAND WASHING SINK. HOT WATER WAS
AVAILABLE AT THE PLUMBED SINK FIXTURES. PROVIDE HOT WATER AT THE MODULAR
HAND WASHING SINK.
Comply By: 08/07/23

Surface  and  Equipment  Sanitizers
Chlorine: = 100 ppm at Degrees Fahrenheit
Location: Sanitizer - prep area
Violation Issued: No

Hot Water: = at 160 Degrees Fahrenheit
Location: Dish machine
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Milk
Temperature: 41 Degrees Fahrenheit - Location: Refrigerator 1
Violation Issued: No
Process/Item: Yogurt
Temperature: 41 Degrees Fahrenheit - Location: Refrigerator 1
Violation Issued: No
Process/Item: Lettuce
Temperature: 40 Degrees Fahrenheit - Location: Refrigerator 2
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
2

Priority 3
2

The inspection was completed with the operator and reviewed with MDH Nurse Evaluator J. Keen.

The establishment has a residential kitchen and serves food that is prepared that day. The kitchen has wood
cabinets, tile floor, painted walls, metal walls behind cooking equipment, solid counter top, and a painted
ceiling.

A two basin sink is located in the kitchen. A separate modular hand washing sink is located in the kitchen.
Reviewed stocking procedures for the modular hand washing sink (refilling water tank, dumping waste).
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Staff must wash hands at the plumbed sink if the modular hand washing sink is not working.

A residential dish machine is located in the kitchen. Hot water sanitizing dish machine test strips were provided
to test the dish machine.

Discussed hand washing, ware washing, staff illness policy, temperature control, final cook temperatures,
cleaning, serving highly susceptible populations, and 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 1013231187 of 08/07/23.

Certified Food Protection Manager:Desiree Loretta Price

Certification Number: 112694 Expires: 08/26/25

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Desiree Loretta Price
Operator

Signed:
Jerry Malloy
Sanitarian Supervisor
FPLS Metro
651-201-3998
jerry.malloy@state.mn.us


