DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
April 5, 2024

Licensee
Villages Of Lonsdale, LLC

1000 Birch Street Northeast
Lonsdale, MN 55046

RE: Project Number(s) SL26754016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on March 6, 2024, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assighed 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 . . ."

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 srvey 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.
The correction order documentation should include the following:

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

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

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

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration

process. The request for reconsideration must be in writing and received by MDH within 15 calendar
days of the correction order receipt date.

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

The MDH Health Regulation Division (HRD) values your feedback about your experience during the

survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

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

If you have any questions, please contact me.

Sincerely,
@ﬁm"

Jodi Johnson, Supervisor

State Evaluation Team

Email: jodi.johnson@state.mn.us

Telephone: 507-344-2730 Fax: 1-866-890-9290

PMB
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0 000| Initial Comments 0 000
AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assighed tag humber
144G .08 to 144G.95, these correction orders are appears In the far left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
fallure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings Is the Time Period for Correction.
SL267/54016
PLEASE DISREGARD THE HEADING OF
On March 4, 2024 through March 6, 2024, the THE FOURTH COLUMN WHICH
Minnesota Department of Health conducted a full STATES,"PROVIDER'S PLAN OF
survey at the above provider, and the following CORRECTION." THIS APPLIES TO
correction orders are issued. At the time of the FEDERAL DEFICIENCIES ONLY. THIS
survey, there were 44 residents; 19 receiving WILL APPEAR ON EACH PAGE.
services under the Assisted Living with Dementia
Care license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 144G.31
subd. 1, 2, and 3.
0 620 144G .42 Subd. 6 (a) / 626.557, Subd. 3 0 620
SS=D | Compliance with requirements for reporting ma
(a) The assisted living facility must comply with
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LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 O1WQ11 If continuation sheet 1 of 27



PRINTED: 04/05/2024

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
26754 B. WING 03/06/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1000 BIRCH STREET NORTHEAST
VILLAGES OF LONSDALE LLC
LONSDALE, MN 55046
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

0 620 | Continued From page 1 0 620

the requirements for the reporting of
maltreatment of vulnerable adults in section
626.557. The facility must establish and
Implement a written procedure to ensure that all
cases of suspected maltreatment are reported.

The requirement in Minnesota Statute section
626.557, Subd. 3 Is:

(a) A mandated reporter who has reason to
believe that a vulnerable adult is being or has
been maltreated, or who has knowledge that a
vulnerable adult has sustained a physical injury
which iIs not reasonably explained shall
Immediately report the information to the
common entry point. If an individual is a
vulnerable adult solely because the individual is
admitted to a facility, a mandated reporter is not
required to report suspected maltreatment of the
Individual that occurred prior to admission,
unless:

(1) the Iindividual was admitted to the facility from
another facility and the reporter has reason to
believe the vulnerable adult was maltreated in the
previous facility; or

(2) the reporter knows or has reason to believe
that the individual is a vulnerable adult as defined
In section 626.5572, subdivision 21, paragraph
(a), clause (4).

(b) A person not required to report under the
provisions of this section may voluntarily report as
described above.

(c) Nothing In this section requires a report of
known or suspected maltreatment, if the reporter
knows or has reason to know that a report has
been made to the common entry point.

(d) Nothing in this section shall preclude a
reporter from also reporting to a law enforcement
agency.

(e) A mandated reporter who knows or has

Minnesota Department of Health
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reason to believe that an error under section
626.5572, subdivision 17, paragraph (c), clause
(5), occurred must make a report under this
subdivision. If the reporter or a facility, at any time
believes that an investigation by a lead
Investigative agency will determine or should
determine that the reported error was not neglect
according to the criteria under section 626.5572,
subdivision 17, paragraph (c), clause (9), the
reporter or facility may provide to the common
entry point or directly to the lead investigative
agency information explaining how the event
meets the criteria under section 626.5572,
subdivision 17, paragraph (c), clause (5). The
lead investigative agency shall consider this
Information when making an Iinitial disposition of
the report under subdivision 9c.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to Iimmediately report to the
Minnesota Adult Abuse Reporting Center
(MAARC) suspected maltreatment for one of one
resident (R4).

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

The findings Include:

R4's diaghoses included dementia.

Minnesota Department of Health
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R4's Individual Abuse Prevention Plan (IAPP)
dated January 15, 2024, indicated the resident
did not ambulate as was unable to ambulate
safely, and utilized a EZ stand for transfers. The
|APP further indicated R4 was not susceptible to
abuse from another individual, including other
vulnerable adults.

R6's diaghoses included Alzheimer's disease.

R6's |APP dated January 26, 2024, indicated the
resident wandered into other apartments and was
at risk of abusing other vulnerable adults.

R6's progress note dated February 5, 2024, at
1:14 p.m. indicated staff reported during rounds
R6 was In another resident's apartment, was
undressed and in bed with other resident (R4).
Staff had difficulty getting resident out of the bed
but were able to finally redirect him. Other
resident family has a camera in the apartment
and notified ED (executive director) and nursing
they observed event on the camera. Per family,
resident used other resident's bathroom, came
out with his pants off then undressed and crawled
over the legs of the other resident and got into
bed with her.

R6's progress note dated February 12, 2024, at
10:14 a.m. indicated staff reported during shift
change at approximately 6:00 a.m. another
resident (R4) pushed her pendant and when staff
entered apartment, resident was in bed "spooning
and hugging resident”. Resident was on the
Inside of the bed and appears resident crawled
over other resident.

The MAARC report submitted February 13, 2024,
at 15:16 (3:16 p.m.), indicated on February 5,
2024, at approximately 9:30 p.m., R6 was

Minnesota Department of Health
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observed in bed with R4:; staff had a difficult time
getting R6 out of R4's bed. On February 12,
2024, at approximately 6:00 a.m., R4 pushed her
pendant and when staff entered R4's apartment,
R6 was observed hugging R4 in bed. R6 was on
the inside of the bed and appeared had crawled
over R4.

R6's record did not include evidence a MAARC
report had been submitted for the February 5,
2024, incident until February 13, 2024.

On March 6, 2024, at 10:38 a.m. assisted living
qguality director (ALQD)-F reviewed the above
MAARC report and stated the incident on

February 5, 2024, should have been reported
within 24 hours to MAARC.

The licensee's Maltreatment Prohibition policy
dated August 1, 2021, indicated:
G. Investigation of the Alleged Incident

a. Any reported allegations of abuse towards
a vulnerable individual will be immediately
assessed by the nurse in charge.

b. Once the allegations/incident are Iinitially
assessed by the nurse in charge and
Interventions are initiated to prevent further

occurrences, the alleged incident needs to be
reported to the MAARC within 24 hours.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

(a) The facility must establish and maintain a

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

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

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to maintain a tuberculosis (TB)
prevention program, based on the most current
guidelines issued by the Centers for Disease
Control and Prevention (CDC) which included a
completed facility TB risk assessment, and
documentation of a completed health history and
symptom screening for one of two employees
(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
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:

FACILITY TB RISK ASSESSMENT

Minnesota Department of Health
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During the entrance conference on March 4,
2024, at 11:22 a.m. with licensed assisted living
director (LALD)-A, clinical nurse supervisor
(CNS)-B, and assisted living quality director
(ALQD)-F, a request was made to review the
facility TB risk assessment.

On March 6, 2024, at 2:56 p.m. a TB risk
assessment, undated, was provided and was
iIncomplete. ALQD-F stated she scanned the odd
pages of the current TB risk assessment and
placed assessment in the shred box. ALQD-F
stated she could not verify the date on the
scanned TB risk assessment, and was unable to
retrieve the assessment out of the shred box.

HEALTH HISTORY AND SYMPTOM
SCREENING

ULP-E was hired April 19, 2010, to provide direct
care and services to the facility's residents.

ULP-E's employee record lacked evidence of 1B
history and symptom screening.

On March 5, 2024, at 2:40 p.m. ALQD-F stated
ULP-E's record lacked a TB history and symptom
screening.

The Minnesota Department of Health guidelines
Regulations for Tuberculosis Control in Minnesota
Health Care Settings dated July 2013, and based
on CDC guidelines, indicated a TB infection
control program should include an annual facility
1B risk assessment. The guidelines also
Indicated an employee may begin working with
patients (residents) after a negative 1B history
and symptom screen (no symptoms of active TB
disease) and a negative IGRA (serum blood test)
or TST (first step) dated within 90 days before
hire. The second TST may be performed after the

Minnesota Department of Health
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HCW starts working with patients. Baseline TB
screening should be documented in the
employee's record.

The licensee's Tuberculosis Prevention and
Control policy, revised August 10, 2022, indicated
a 1B facility risk assessment will be completed at
least bi-annually. This policy lacked the most
current guidelines issued by the CDC. In
addition, this policy indicated a provider's order
will be obtained and kept on file as a standard
protocol to administer a TB screening and testing
of all volunteers and employees upon hire.

No further information was provided.

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

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

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and detalls 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

Minnesota Department of Health
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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 interview and record review the
licensee failed to have a written emergency
preparedness plan (EPP) with all the required
content. This had the potential to affect all
residents receiving services under the assisted
living license.

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
fallure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

The licensee's emergency preparedness plan
lacked the following:

- EPP training program for staff (including
documentation of training provided); and

- EPP testing/annual testing requirements.

On March 4, 2024, at 2:40 p.m. assisted living
guality director (ALQD)-F stated the above listed
contents were not found in the EPP binder and
emailed the maintenance director requesting

Minnesota Department of Health
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documentation of training dates. Nothing further
was provided.

The licensee's Emergency Preparedness
Program policy dated March 16, 2023, indicated
training on the facility Emergency Preparedness
Plan will be upon hire, as well as conducted on an
annual basis for all employees' volunteers, and
available contract staff. Staff training on fire
safety and evacuation plans will be conducted at
least twice per year.

No further information was provided.

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

0 950| 144G .50 Subd. 3 Designation of representative 0 950
SS=C
(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative.” A Designated
Representative can assist you, receive certain
Information and notices about you, including
some Information related to your health care, and
advocate on your behalf. A Desighated
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.”

Minnesota Department of Health
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(b) The contract must contain a page or space for
the name and contact information of the
desighated representative and a box the resident
must initial if the resident declines to name a
desighated 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 ensure the licensee provided
the required notice for right to a designated
representative with the required verbiage on a
document separate from the contract 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
or represent a systemic failure that has affected
or has potential to affect a large portion or all of
the residents).

The findings include:

R1's Assisted Living Contract was signed by her
daughter on December 15, 2023.

R1's records lacked evidence in writing of
providing on a document separate from the
contact verbatim notice of "RIGHT TO
DESIGNATE A REPRESENTATIVE FOR
CERTAIN PURPOSES. You have the right to
name anyone as your "Designated

Minnesota Department of Health
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Representative.” A Desighated Representative
can assist you, receive certain information and
notices about you, including some information
related to your health care, and advocate on your
behalf. A Designated Representative does not
take the place of your guardian, conservator,
power of attorney ("attorney-in-fact”), or health
care power of attorney ("health care agent”), If
applicable.”

On March 6, 2024, at 10:57 a.m. assisted living
quality director (ALQD)-F stated the contract
needed to be updated with the verbatim notice
and this would be for all current residents.

No additional information was provided.

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

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

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

(1) the reason for the relocation;

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

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

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

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

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

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

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

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

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

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide a written notice with the
required content for an emergency relocation for
one of one resident (R2).

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

The findings Include:

R2 began receiving assisted living services from
the licensee on June 15, 2022.

R2's service plan sighed March 1, 2024, indicated
R2 received services which included dressing,
housekeeping, laundry, medication
administration, blood glucose monitoring, weight
monitoring, and assistance with bilateral leg
pumps.

R2's progress notes revealed the resident had
been hospitalized on December 17, 2023,
following a fall at the facility. The progress notes
further revealed R2 returned to the assisted living
facility on December 19, 2023.

R2's medical record did not include evidence an
emergency relocation notice had been provided
for the above hospitalization.

On March 6, 2024, at 1:57 p.m. assisted living
qguality director (ALQD)-F stated being unable to
find evidence an emergency location notice had
been provided to R2.

No further information was provided.

TIME PERIOD TO CORRECT: Twenty-one (21)
days

01640| 144G.70 Subd. 4 (a-e) Service plan, 01640
SS=D | implementation and revisions to

(a) No later than 14 calendar days after the date

Minnesota Department of Health
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that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
Include a signature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, if needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident
about changes to the facility's fee for services
and how to contact the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabillities.
(c) The facility must implement and provide all
services required by the current service plan.

(d) The service plan and the revised service plan
must be entered into the resident record,
Including notice of a change in a resident's fees
when applicable.

(e) Staff providing services must be informed of
the current written service plan.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure a written
service plan was revised to reflect the current
services provided for one of two residents (R2).

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

The findings include:

Minnesota Department of Health
STATE FORM 6899 O1WQ11 If continuation sheet 15 of 27



PRINTED: 04/05/2024

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
26754 B. WING 03/06/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1000 BIRCH STREET NORTHEAST
VILLAGES OF LONSDALE LLC
LONSDALE, MN 55046
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
01640 | Continued From page 15 01640
R2

R2's diaghoses included cerebral infarction
(stroke), diabetes, and edema (swelling due to
excess fluid accumulation in the body tissues).

R2's Service Plan dated March 1, 2024, included
direction for staff to apply lotion to both feet and
legs up to knees, then apply compression
stockings and Velcro wraps to both legs every
evening.

R2's Service Checkoff List dated March 2024,
Included the above treatment; however, it was not
being signed off by staff.

On March 4, 2024, at 2:26 a.m. R2 was observed
lying In bed with bilateral leg pumps on his legs.
The pumps were plugged in and running. R2
stated he wore the leg pumps once a day for an
hour and staff assisted with putting them on and
taking them off. WWhen asked if R2 wore any
other kind of leg wraps he stated, "not anymore.”

On March 6, 2024, at 10:38 a.m. clinical nurse
supervisor (CNS)-B stated R2 no longer wore the
compression stockings or Velcro wraps because
they were discontinued in December 2023, upon
return from hospitalization. CNS-B stated R2's
Service Plan should have been revised to reflect
this.

The licensee's Content, Development and
Revision of the Service Plan policy dated August
1, 2021, iIndicated:
J. Revision to the Service Plan:

a. Each resident's Service Plan is reviewed
by the Registered Nurse, as follows:

I. During each regular resident

monitoring visit, which occurs at least every 90

Minnesota Department of Health
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days

IIl. Whenever changes are needed to the
services to be provided because of a change In
the resident's condition, after receipt of new or
revised orders for the resident's health provider if
these changes will require a change in the
services the staff provide, following an incident if
new services ar identified and accepted, or
following the resident's return from a hospital or
nursing home if new services are identified and
accepted.

No further information was provided.

TIME PERIOD TO CORRECT- Twenty-one (21)
days

01750] 144G.71 Subd. 7 Delegation of medication 01750
SS=D | administration

When administration of medications is delegated
to unlicensed personnel, the assisted living facility
must ensure that the registered nurse has:

(1) instructed the unlicensed personnel in the
proper methods to administer the medications,
and the unlicensed personnel has demonstrated
the ability to competently follow the procedures;
(2) specified, in writing, specific instructions for
each resident and documented those instructions
In the resident's records; and

(3) communicated with the unlicensed personnel
about the individual needs of the resident.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure nursing staff
administered prescribed insulin per
manufacturer's instruction for one of two

Minnesota Department of Health
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residents (R3).

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

The findings include:
R1's diaghoses included type 2 diabetes.

R1's Service Plan dated April 17, 2023, indicated
Insulin administration was assigned to unlicensed
personnel (ULP).

R1's physician orders dated February 13, 2024,
Included: Basaglar Kwikpen 100 unit/milliliter -
Inject 44 units subcutaneously (under the skin)
every morning and Humalog Kwikpen 100
unit/milliliter - inject 4 units subcutaneously every
morning.

On March 5, 2024, at 9:42 a.m. ULP-E was
observed administering insulin to R1. ULP-E
prepped the Basaglar Kwikpen with a needle,
prepped upper right arm with an alcohol pad.
ULP-E primed the Kwikpen by dialing pen to two
units, wasted, dialed pen to 44 units and injected
Basaglar insulin 44 units into mid-right deltoid
(muscle). ULP-E prepped the Humalog Kwikpen
with a needle, prepped upper left arm with an
alcohol pad. ULP-E primed the Kwikpen by
dialing pen to two units, wasted, dialed pen to 4
units and injected Humalog insulin 4 units into
mid-left deltoid.

Minnesota Department of Health
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ULP-E's employee file contained a subcutaneous
Injection competency dated April 5, 2022, signed
by previous facility clinical nurse supervisor
(CNS). The competency directed subcutaneous
Injections are to be administered in upper arm,
abdomen, or thigh (fatty area).

On March 5, 2024, at 9:52 a.m. ULP-E stated she
was trained by the previous CNS, to give the
Insulin in the deltoid.

On March 5, 2024, at 9:56 a.m. CNS-B stated
subcutaneous insulin given in arm should be In
the subcutaneous area (fatty area), not the
deltoid (intramuscularly). CNS-B stated she
would complete follow-up training with staff on
Insulin administration.

The manufacturer's instructions for Basaglar
Kwikpen - insulin glargine injection solution dated
November 2022, indicated Basaglar is injected
under the skin (subcutaneously) of the stomach
area, buttocks, upper legs or upper arms.

The manufacturer's instructions for Humalog
Kwikpen - injection solution dated March 31,
2020, indicated Humalog is injected under the
skin (subcutaneously) of your stomach area,
buttocks, upper legs or upper arms.

The licensee's Administration of Medications,
Treatment and Therapy by Unlicensed Personnel
policy, reviewed/amended, February 15, 2022,
Indicated medications, treatment and therapy
always need to be administered according to the
"6 Rights™:

1. Right person

2. Right medication, treatment or therapy

3. Righttime

Minnesota Department of Health
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4. Right route (by mouth, eye drops, to the skin,
etc.)
9. Right dose (how many milligrams, drops,
etc.)

6. Right chart/record to document that the
medication, treatment and therapy was taken.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01890 144G.71 Subd. 20 Prescription drugs 01890
SS=D
A prescription drug, prior to being set up for
Immediate or later administration, must be kept In
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure medications
were maintained bearing the original prescription
label for one of four residents (R2) observed
during medication administration.

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

On March 5, 2024, at 8:01 a.m. unlicensed
personnel (ULP)-D was observed administering
Insulin to R2. ULP-D brought a plastic box into
R2's apartment containing an opened insulin
glargine pen 100 unit/milliliter (ml). The insulin
pen lacked an original prescription label with
Information regarding the directions for use,
medication name, medication dosage, resident's
name, and the pharmacy in which it had been
Issued. ULP-D stated R2's insulin pens come in
a bag from the pharmacy; the prescription label is
on the outside of the bag. ULP-D further stated
the original label is not kept with the insulin; it is
given to the nurse so she can re-order the
medication.

On March 5, 2024, at 1:38 p.m. clinical nurse
supervisor (CNS)-B stated R2's medications were
supplied by the VA (Veteran's Administration) and
the insulin pens were not individually labeled
though did have a prescription label on the
outside of the package they came in. CNS-B
further stated not having a label available for the
ULP to view for the insulin pen when setting
up/administering the medication, and should
have.

The licensee's Storage of Medications policy
dated January 6, 2021, indicated:
B. Proper Storage of Medications

b. Until the medication Is set up for
Immediate or later administration by a nurse, a
legend drug must be kept in its original container
bearing the original prescription label with legible
Information stating the prescription number, name
of drug, strength and quantity of drug, expiration
date of time-dated drug, directions for use,
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resident's name, prescriber's name, date of issue
and the name and address of the licensed
pharmacy that issued the medications.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

01950 144G.72 Subd. 4 Administration of treatments 01950
SS=D | and therapy

Ordered or prescribed treatments or therapies
must be administered by a nurse, physician, or
other licensed health professional authorized to
perform the treatment or therapy, or may be
delegated or assighed to unlicensed personnel by
the licensed health professional according to the
appropriate practice standards for delegation or
assignment. When administration of a treatment
or therapy Is delegated or assigned to unlicensed
personnel, the facility must ensure that the
registered nurse or authorized licensed health
professional has:

(1) instructed the unlicensed personnel in the
proper methods with respect to each resident and
the unlicensed personnel has demonstrated the
ability to competently follow the procedures;

(2) specified, in writing, specific instructions for
each resident and documented those instructions
In the resident's record; and

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure unlicensed personnel
(ULP) notified the registered nurse (RN) of blood
glucose exceeding parameters for one of one
resident (R2).
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident’'s health or safety, but was not likely to
cause serious Injury, impairment, or death), and
was Issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:
R2's diagnhoses included diabetes.

R2's Service Plan dated March 1, 2024, included
blood sugar monitoring. The service plan
directed staff to check resident blood sugar in the
morning and record. Hold insulin if blood sugar
less than 100 or greater then 500. If below 100,
give orange juice, cookies, peanut butter
sandwich and recheck in 30 minutes to one hour,
then notify nursing. If greater than 500, have
resident drink lots of water and propel self in
wheelchair, recheck in 30 minutes to one hour
and then notify nursing. Staff will alert nurse if
blood sugar Is not in desired range set by
physician.

A review of R2's blood sugar values revealed a
blood sugar of 527 on March 3, 2024. R2's
progress notes did not include evidence the nurse
had been contacted related to R2's elevated
blood sugar.

On March 6, 2024, at 12:02 p.m. assisted living
quality director (ALQD)-F stated R2's elevated
blood sugar on March 3, 2024, had not been
reported to the nurse and should have been.
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No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02320| 144G.91 Subd. 4 (b) Appropriate care and 02320
SS=E | services

(b) Residents have the right to receive health
care and other assisted living services with
continuity from people who are properly trained
and competent to perform their duties and Iin
sufficient numbers to adequately provide the
services agreed to in the assisted living contract
and the service plan.

This MN Requirement Is not met as evidenced
by:

The licensee failed to ensure medications were
administered according to policy and accepted
standards of practice for two of four residents
(R2, RS) observed during medication
administration.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death) and
was Issued at a pattern scope (when more than a
limited humber 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:

R2
R2's diaghoses included diabetes.
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R2's Service Plan dated March 1, 2024, included
medication administration.

On March 5, 2024, at 8:01 a.m. unlicensed
personnel (ULP)-D was observed entering R2's
apartment to administer medications. ULP-D
brought a plastic box into R2's apartment
containing supplies to test R2's blood glucose
level and an opened insulin glargine pen 100
unit/milliliter (ml). ULP-D also brought a
medication cup containing R2's oral medications
that had previously been set-up. ULP-D
proceeded to measure R2's blood sugar,
administered his oral medications, then prepared
R2's insulin pen for administration and dialed the
pen to 15 units. The insulin pen lacked an
original prescription label with information
regarding the directions for use, medication
name, medication dosage, resident's name, and
the pharmacy in which it had been issued. The
surveyor asked ULP-D how she knew what
dosage to administer without a prescription label
or physician order in front of her. ULP-D stated
when she set up R2's oral medications she had
viewed his insulin order and "remembered” it.

On March 5, 2024, at 1:38 p.m. clinical nurse
supervisor (CNS)-B stated the medication cart for
the assisted living residents was currently kept in
the locked memory care unit. ULP were to set up
the medications from the cart in the memory care
unit then were expected to bring their tablet with
them to compare with the electronic medication
administration record (eMAR). CNS-B stated
being aware R2's insulin pen did not have a
prescription label and would have expected
ULP-D to review the physician order on the tablet
prior to dialing up the dose and administering to
R2.
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RS's diagnhoses included spinal stenosis.

RS's Service Plan dated January 17, 2024,
Included medication administration.

On March 5, 2024, at 10:04 a.m. ULP-D was
observed setting up and administering R3's
medications. The medications included
hydrocortisone lotion 1%, apply to back area
twice daily, and diclofenac sodium topical gel 1%,
apply two grams topically to neck pain every
morning. ULP-D donned gloves then applied the
hydrocortisone lotion to R3's back. When
finished, ULP-D stated there was still some lotion
on her gloves and asked RS if she wanted her to
rub the remainder of the medication onto RS5's
hands. RS consented and ULP-D then rubbed
what was left of the hydrocortisone lotion onto
RS's hands. ULP-D then doffed her gloves and
donned new gloves. She then applied RS's
diclofenac sodium 1% topical gel onto the palm of
her hand without measuring. ULP-D applied the
gel to R5's neck then asked the resident if she
wanted her to also apply the gel to R3's lower
back. RS consented and ULP-D rubbed the
remainder of the gel onto R3's lower back. At
10:27 a.m. following the observation, the surveyor
asked ULP-D how she measured R5's diclofenac
topical gel to ensure she was getting the
prescribed dosage. ULP-D indicted the
approximate size of a nickel to the surveyor.
When asked if she'd been trained to use a
measurement device ULP-D indicated "no." The
surveyor and ULP-D then inspected the bag R3's
diclofenac gel was stored in and observed a
plastic measuring device for the gel. ULP-D
stated she had not been shown how to use the
measuring device.
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On March 5, 2024, at 1:38 p.m. CNS-B stated
topical medications should only be administered
to the area of the body indicated in the physician
order. CNS-B further stated expecting ULP to
utilize the measuring device that comes with the
topical medication when a specific dose was
ordered.

The licensee's Administration of Medications,
Treatment and Therapy by Unlicensed Personnel
policy dated February 15, 2022, indicated:
2. Medications, treatment and therapy always
need to be administered according to the "6
Rights”
Right person
Right medication, treatment or therapy
Right time
. Right route

e. Right dose

f. Right chart/record to document that the
medication, treatment and therapy was taken.

00T

The licensee’'s Medication Errors policy dated
August 1, 2021, indicated: staff will report any
medication errors promptly to the nurse in charge.
The nurse will iImmediately investigate any
medication error and will implement and
document corrective actions to reduce the risk of
similar medication error in the future.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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DEPARTMENT
OF HEALTH
IT)YIti’ei 1;;%4/24 Food and Beverage Establishment P §
ate: :
Time:  13:50:00 Inspection Report
Report: 1033241028
— Location: — Establishment Infe:
The Villages of Lonsdale ID #: 0023814
1000 Birch Street NE Risk: Medium
Lonsdale, MN55046 Announced Inspection: No

Rice County, 66

— License Categories: — Operator:
Villages of Lonsdale, LLC

. Phone #: 5077443453
Expireson: / / D #: 52222

The violations listed 1n this report include any previously 1ssued orders and deficiencies 1dentified
during this inspection. Compliance dates are shown for each item.

No NEW orders were 1ssued during this inspection.

Surface and Equipment Sanitizers

Hot Water: = at 163 Degrees Fahrenheit
Location: Dish Machine
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Cold Holding
Temperature: 38 Degrees Fahrenheit - Location: Egg Salad-Two Door Cooler
Violation Issued: No

Process/Item: Cold Holding
Temperature: 38 Degrees Fahrenheit - Location: Sour Cream-Two Door Cooler
Violation Issued: No

Process/Item: Cold Holding
Temperature: 35 Degrees Fahrenheit - Location: Single Door Cooler
Violation Issued: No

Process/Item: Cold Holding
Temperature: 35 Degrees Fahrenheit - Location: Ground Beef-Walk In Cooler
Violation Issued: No

Process/Item: Cold Holding
Temperature: 0> Degrees Fahrenheit - Location: Walk In Freezer
Violation Issued: No

Process/Item: Cold Holding
Temperature: 38 Degrees Fahrenheit - Location: Event Room Cooler
Violation Issued: No




Type:  Full Food and Beverage Establishment Fage £
Date: 03/04/24

Time:  13:50:00 Inspection Report

Report: 1033241028
The Villages of Lonsdale

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

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

I acknowledge receipt of the inspection report number 1033241028 of 03/04/24.

Certified Food Protection ManagerStephanie Ann Moe

Certification Number: _FM107666 Expires; _08/09/24

Inspection report reviewed with person in charge and emailed.

Signed: S1 gnedzw.__d,

Stephanie Ann Moe Isaiah Armendariz
Environmental Health Specialist

Mankato District Office

507-344-2743
1salah.armendarnz(@state. mn.us




Report #: 1033241028

Food Establishment Inspection Report

m No. of RF/PHI Categories Out 0 Date 03/04/24
No. of Repeat RF/PHI Categories Out 0 Time In 13:50:00
Dg : AHRET:‘LEET Legal Authority MN Rules Chapter 4626 Time Out
The Villages of Lonsdale Address City/State Zip Code Telephone
1000 Birch Street NE Lonsdale, MN 55046 5077443453
License/Permit # Permit Holder Purpose of Inspection Est Type Risk Category
0023814 Villages of Lonsdale, LLC Full M

FOODBORNE ILLNESS RISK FACTORS AND PUBLIC HEALTH INTERVENTIONS

Mark "X" in appropriate box for COS and/or R

Circle designated compliance status (IN, OUT, N/O, N/A) for each numbered item

IN=in compliance

OUT= not in compliance

N/O= not observed

N/A= not applicable

COS=corrected on-site during inspection

R=repeat violation

Compliance Status

co3 R

Surpervision

Compliance Status

cos{ R

Time/Temperature Control for Safety

18

IN OUT N/ WO& Proper cooking time & temperature

19

IN OUT N/A( N/Q) Proper reheating procedures for hot holding

20

IN OUT N/

Proper cooling time & temperature

TICIN)OUT PIC knowledgeable; duties & oversight
21C INYouT N/A Certified food protection manager, duties
Employee Health
3 TN oOUT Mgmt/Staff;knowledge,responsibilities&reporting
4%&% OUT Proper use of reporting, restriction & exclusion
5 @ oUT Procedures for responding to vomiting & diarrheal
events

21

IN OUT N/A ng

Proper hot holding temperatures

22

IN)OUT NJA

Proper cold holding temperatures

23

IN )OUT N/A N/O

Proper date marking & disposition

Good Hygenic Practices

24

N OU‘@T@ N/O

Time as a public health control: procedures & records

Consumer Advisory

25

IN OUTN/A)

Consumer advisory provided for raw/undercooked food

Highly Susceptible Populations

26

IN ou(ﬁ@

Pasteurized foods used; prohibited foods not offered

Food and Color Additives and Toxic Substances

il

Food additives: approved & properly used

28

IN ou(ﬁ@
INYOUT

Toxic substances properly identified, stored, & used

Conformance with Approved Procedures

29

IN OU‘@?@

Compliance with variance/specialized process/HACCP

6/ IN ouT (@@‘ Proper eating, tasting, drinking, or tobacco use
71 IN OUT M‘ No discharge from eyes, nose, & mouth
| Preventing Contamination by Hands
8( IN) OUT N/O| Hands clean & properly washed
9 No bare hand contact with RTE foods or pre-approved
OUT N/A N/Q| giternate pprocedure properly followed
100 IN ) OUT Adequate handwashing sinks supplied/accessible
g Approved Source
11: |N) ouT Food obtained from approved source
12 IN OUT N/ N/g Food received at proper temperature
13( IN)YOUT o Food in good condition, safe, & unadulterated
Required records available; shellstock tags,

parasite destruction

11 IN ou N/O

Protection from Contamination

14_IN) OUT N/A N/O

 Food separated and protected

Risk factors (RF) are improper practices or proceedures identified as the most
prevalent contributing factors of foodborne illness or injury. Public Health Interventions
(PHI) are control measures to prevent foodborne iliness or injury.

1

IN)OUT N/A

Food contact surfaces: cleaned & sanitized

I our

reconditioned, & unsafe food

Proper disposition of returned, previously served,

GOOD RETAIL PRACTICES

Good Retail Practices are preventative measures to control the addition of pathogens, chemicals, and physical objects into foods.
Mark "X" in box if numbered item is not in compliance

Mark "X" in appropriate box for COS and/or R

COS=corrected on-site during inspection

R= repeat violation

cos R

‘ coq R
Safe Food and Water Proper Use of Utensils
30 | N OUT@ ‘ Pasteurized eggs used where required 43 In-use utensils: properly stored
31 ‘ WWAIEER e ablaifad oM ah nprorad solice 44 Utensils, equipment & linens: properly stored, dried, & handled
_ _ T _ 45 Single-use/single service articles: properly stored & used
32 | IN OU ‘ Variance obtained for specialized processing methods
46 Gloves used properly
Food Temperature Control Utensil Equipment and Vending
33 Proper cooling methods used; adequate equipment for Food & non-food contact surfaces cleanable, properly
temperature control 47 designed, constructed, & used
34 | IN OUT N/ Plant food properly cooked for hot holding 48 Warewashing facilities: installed, maintained, & used; test strips
35 | IN OUT N/AN/Q| Approved thawing methods used 49 Non-food contact surfaces clean
36 | Thermometers provided & accurate Physical Facilities
Food Identification 20 Hot & cold water available; adequate pressure
37 Food properly labled; original container 51 Plumbing installed; proper backflow devices
Prevention of Food Contamination 52 Sewage & waste water properly disposed
kL INEBGIS; Tedanis;eranima s eGpIesent 53 Toilet facilities: properly constructed, supplied, & cleaned
39 Ganhtamingtion preverited during.fagd prap. storage ctispiay 54 Garbage & refuse properly disposed; facilities maintained
40 Personal cleanliness 59 Physical facilities installed, maintained, & clean
41 YWiping cicthse propenyused. & siared 56 Adequate ventilation & lighting; designated areas used
42 Washing fruits & vegetables 57 Compliance with MCIAA
28 Compliance with licensing & plan review

Food Recalls:

Person in Charge (Signature)

Date: 03/06/24

Inspector (Signature)




