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

Electronically Delivered
May 26, 2023

Licensee

Traditions Of Preston

515 Washington Street Northwest
Preston, MN 55965

RE: Project Number(s) SL26354015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on April 26, 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.

The MDH concludes the licensee is in substantial compliance. State law requires the facility must take action to
correct the state correction orders and document the actions taken to comply in the facility's records. The
Department reserves the right to return to the facility at any time should the Department receive a complaint
or deem it necessary to ensure the health, safety, and welfare of residents in your care.

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 . . ."

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

The correction order documentation should include the following:

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

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

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

Please email reconsideration requests to: Health.HRD.Appeals@state.mn.us. Please attach this letter 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

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,

Jess Schoenecker, Supervisor

State Evaluation Team

Email: jess.schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 651-281-9796

HHH



Minnesota Department of Health

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

26354

PRINTED: 05/26/2023
FORM APPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
B. WING 04/26/2023

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

515 WASHINGTON STREET NW
PRESTON, MN 55965

TRADITIONS OF PRESTON

(X4) 1D 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)
0 000 Initial Comments 0 000
Freex ATTENTION  **** Minnesota Department of Health is
documenting the State Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER(S) Tag numbers have been assigned to
Minnesota State Statutes for Assisted
In accordance with Minnesota Statutes, section Living License Providers. The assigned
144G.08 to 144G.95, these correction orders are tag number appears in the far left column
issued pursuant to a survey. entitled "ID Prefix Tag." The state Statute
number and the corresponding text of the
Determination of whether violations are corrected state Statute out of compliance is listed in
requires compliance with all requirements the "Summary Statement of Deficiencies"
provided at the Statute number indicated below. column. This column also includes the
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following services to residents:

(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code. This had the potential to affect all
residents in the Assisted Living facility.

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

The findings include:

Please refer to the included document titled, Food
and Beverage Establishment Inspection Report,
dated April 26, 2023, for the specific Minnesota
Food Code deficiencies.

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

144G.42 Subd. 2 Quality management

The facility shall engage in quality management
appropriate to the size of the facility and relevant
to the type of services provided. "Quality
management activity" means evaluating the
quality of care by periodically reviewing resident

0480
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services, complaints made, and other issues that
have occurred and determining whether changes
in services, staffing, or other procedures need to
be made in order to ensure safe and competent
services to residents. Documentation about
quality management activity must be available for
two years. Information about quality management
must be available to the commissioner at the time
of the survey, investigation, or renewal.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to engage in and maintain
documentation of ongoing quality management
activities relevant to the size and services
provided by the assisted living provider.

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

The findings include:

During an interview on April 25, 2023, at 10:55
a.m., licensed assisted living director (LALD)-C
stated the licensee conducted a daily meeting
with management to discuss any of the licensee's
issues. LALD-C stated there was not a specific
meeting to evaluate the quality of care by
reviewing resident services, complaints made,
and other issues that have occurred and
determining whether changes in services,
staffing, or other procedures need to be made in
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The facility shall support protection and safety
through access to the state's systems for
reporting suspected criminal activity and
suspected vulnerable adult maltreatment by:

(1) posting the 911 emergency number in
common areas and near telephones provided by
the assisted living facility;

(2) posting information and the reporting number
for the Minnesota Adult Abuse Reporting Center
to report suspected maltreatment of a vulnerable
adult under section 626.557; and

(3) providing reasonable accommodations with
information and notices in plain language.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to support protection
and safety by not posting information to contact
911 emergency number in common areas and
near telephones provided by the assisted living
dementia care 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
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order to ensure safe and competent services to
residents. LALD-C also stated the licensee did
not keep documentation of the daily staff
meetings.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-One
(21) days
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resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

During a building tour on April 25, 2023, at 11:45
a.m., the surveyor noted the facility's common
areas had no posting of the 911 emergency
number.

During an interview on April 26, 2023, at 11:35
a.m., registered nurse (RN)-A stated she believed
the information was posted and RN-A stated she
was not aware there was no information about
911 information.

The licensee's Emergency/911 policy dated
August 1, 2021, identified the procedure to
contact 911 emergency services in the event of
an emergency.

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

144G.42 Subd. 9 Tuberculosis prevention and
control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
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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 establish and maintain a
tuberculosis (TB) prevention program, based on
the most current guidelines issued by the Centers
for Disease Control and Prevention (CDC) which
included completion of a TB facility risk
assessment.

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

The findings include:

The licensee lacked a TB risk assessment.
During an interview on April 25, 2023, at 10:30
a.m., licensed assisted living director (LALD)-C
was asked if a TB risk assessment had been
completed. LALD-C stated she was not aware
that one had been completed.

The Minnesota Department of Health (MDH)
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emergency preparedness

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an
emergency;

(2) post an emergency disaster plan prominently;
(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
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Facility Tuberculosis Risk Assessment
Instructions and Worksheet for Health Care
Settings Licensed by MDH dated April 2022,
indicated health care settings licensed by MDH
should perform a facility risk assessment on an
annual basis.
The licensee's undated TB Exposure Control
Plan indicated a facility risk assessment would be
conducted annually or more often if indicated.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0680 144G.42 Subd. 10 Disaster planning and 0680
SS=F
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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 post an emergency
preparedness plan prominently. This had the
potential to impact all residents, staff, and visitors
to the facility.

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

The findings include:

During a tour of the licensee's establishment, on
April 25, 2023, at 11:35 a.m., the surveyor did not
observe an emergency plan prominently posted in
a common area.

Licensed assisted living director (LALD)-C
provided an undated binder with fire, flood, and
escape policies, and indicated the binder was the
licensee's emergency preparedness plan.

On April 25, 2023, at 2:00 p.m., LALD-C
acknowledged the licensee did not have the
emergency plan prominently posted in a common
area and would immediately make this available
for staff, residents, and visitors to view.
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No further information provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0780/ 144G.45 Subd. 2 (a) (1) Fire protection and 0780
SS=D

physical environment

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
7511, and:

(1) for dwellings or sleeping units, as defined in
the State Fire Code:

(i) provide smoke alarms in each room used
for sleeping purposes;

(i) provide smoke alarms outside each
separate sleeping area in the immediate vicinity
of bedrooms;

(iii) provide smoke alarms on each story
within a dwelling unit, including basements, but
not including crawl spaces and unoccupied attics;

(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

(v) ensure the power supply for existing
smoke alarms complies with the State Fire Code,
except that newly introduced smoke alarms in
existing buildings may be battery operated;

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide smoke alarms that complied with
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fire protection requirements. This deficient
condition 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 an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

On April 26, 2023, between 10:00 a.m. and 11:30
a.m., survey staff toured the facility with
maintenance technician (MD)-D. During the
facility tour, survey staff observed in resident
apartment 12, that the smoke alarms did not
sound as interconnected when tested by MD-D.
The smoke alarms in this one-bedroom dwelling
unit were not interconnected so that actuation of
one alarm would cause all alarms to operate.

This deficient condition was verified by MD-D
accompanying on the facility tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days

144G.45 Subd. 2 (b)-(f) Fire protection and
physical environment

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

(1) location and number of resident sleeping

0780
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rooms;

(2) employee actions to be taken in the event of
a fire or similar emergency;

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.
(f) Evacuation drills are required for employees
twice per year per shift with at least one
evacuation drill every other month. Evacuation of
the residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to meet the fire safety and
evacuation training frequency for employees and
residents as required by statute and failed to
complete the required employee evacuation drills.
This deficient condition had the potential to affect
all staff, residents, and visitors.
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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) 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).

Findings include:

On April 26, 2023, at approximately 11:30 a.m.,
records were provided for review. Records were
reviewed by survey staff on April 26, 2023,
between 11:30 a.m. and 12:10 p.m.

Documentation was not provided to support that
employee training on the fire safety and
evacuation plans had been completed upon hire
and at least twice per year thereafter.

Documentation was not provided to support that
residents who are capable of assisting in their
own evacuation had been trained annually on the
proper actions to take in the event of a fire to
include movement, evacuation, or relocation.

Documentation was not provided to support that
evacuation drills for employees had been
performed. No schedules or completed drill
reports were provided. The evacuation drill
frequency requirement of twice per year per shift
with at least one evacuation drill every other
month was not met.

On April 26, 2023, at approximately 12:15 p.m.,
the MD-D verified these deficient conditions.

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

Minnesota Department of Health
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(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
interaction with the resident.

(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
individual begins working for the facility and first
performs the delegated tasks for residents and
thereafter as needed based on performance. This
requirement also applies to staff who have not
performed delegated tasks for one year or longer.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure a registered
nurse (RN) conducted direct supervision of staff
performing delegated tasks within 30 days of
providing services for one of one unlicensed
personnel ((ULP)-B).

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

Minnesota Department of Health
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widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

The findings include:

During an observation on April 25, 2023, at 3:35
p-m., ULP-B performed blood glucose monitoring
and insulin administration to R1 as prescribed.

ULP-B had a hire date of November 16, 2022.
ULP-B was hired to provide direct care and
services to the licensee's residents. ULP-B's
employee record lacked documentation of an RN
supervising ULP-B performing delegated tasks
within 30 days of providing delegated services.

During an interview on April 25, 2023, at 12:35
p.m., ULP-B stated a previous RN had completed
training with ULP-B on blood glucose monitoring
and insulin administration. ULP-B stated they
could not remember if they had been supervised
on completing the delegated tasks.

During an interview on April 25, 2023, at 1:20
p-m., RN-A stated that the licensee did not
conduct official 30-day supervisory evaluations of
ULPs performing delegated tasks.

The licensee's Supervision of Unlicensed Staff
and Licensed Staff policy dated August 2021,
indicated supervision of ULPs by an RN will be
direct supervision of the staff performing a
delegated task(s) within thirty (30) calendar days
after the staff member begins working and first
performs the delegated resident task.

No further information was provided.

Minnesota Department of Health
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physical environment

An assisted living facility with dementia care that
has a secured dementia care unit must meet the
requirements of section 144G.45 and the
following additional requirements:

(1) a hazard vulnerability assessment or safety
risk must be performed on and around the
property. The hazards indicated on the
assessment must be assessed and mitigated to
protect the residents from harm; and

(2) the facility shall be protected throughout by an
approved supervised automatic sprinkler system
by August 1, 2029.

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to provide a safety risk
assessment or hazard vulnerability assessment
of the physical environment on and around the
property with mitigation factors. This deficient
practice had the ability 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) 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).

Findings include:
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On April 26, 2023, at approximately 11:30 a.m.,
records were provided for review. Records were
reviewed by survey staff on April 26, 2023,
between 11:30 a.m. and 12:10 p.m. A safety risk
or hazard vulnerability assessment of the physical
environment on and around the property with
mitigation factors was not included in the
documentation provided.

On April 26, 2023, at approximately 12:15 p.m.,
the MD-D verified this deficient condition.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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' Minnesota Department of Health
Food, Pools, Lodging
18 Woodlake Dr. SE

DEPARTMENT Rochester
OF HEALTH 507-206-2700
Type:  Full Food and Beverage Establishment Fage]
Date: 04/26/23 i
Time:  08:50:49 Inspection Report
Report: 8074231097
— Location: — Establishment Infe:
Traditions Of Preston ID #: 0039068
515 Washington Street Nw Risk:
Preston, MN55965 Announced Inspection: No

Fillmore County, 23

— License Categories: — Operator:

- Phone #: 5077653837
Expireson: / / D 4

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.

2-200 Employee Health
2-201.11C ** Priority 1 **
MN Rule 4626.0040C The person in charge must record all reports of diarrhea or vomiting made by food

employees and report those illnesses to the regulatory authority at the specific request of the regulatory
authority.

Comply By. 04/26/23

3-500B Microbial Control: hot and cold holding

3-501.16A2 ** Priority 1 **

MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical
refrigeration.

butter stored at room temperature. only take working amount out. Extra sticks placed back in refrigerator
Comply By: 04/26/23

4-300 Equipment Numbers and Capacities
4-302.14 ** Priority 2 **
MN Rule 4626.0715 Provide an appropriate test kit to accurately measure sanitizing solutions.

no chlorine or quat test strip.
Comply By: 04/26/23



[T)Yfei 5326/23 Food and Beverage Establishment Page 2
ate: -

Time:  08:50:49 Inspection Report

Report: 8074231097

Traditions Of Preston

2-100 Supervision
2-102.12AMN
MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.

Two people have food training certificates, need to obtain MN CFPM.
Comply By. 04/26/23

Surface and Equipment Sanitizers

Quaternary Ammonia: = 200ppm at Degrees Fahrenheit
Location: spray bottle
Violation Issued: No

Chlorine: = 100ppm at Degrees Fahrenheit
Location: dish machine
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Upright Cooler
Temperature: 39 Degrees Fahrenheit - Location: tomato
Violation Issued: No

Process/Item: On Counter
Temperature: 66 Degrees Fahrenheit - Location: butter
Violation Issued: Yes

Process/Item: Upright Cooler
Temperature: 39 Degrees Fahrenheit - Location: pasta salad
Violation Issued: No

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

Vomit Policy in place. Pasteurized eggs used.



Type:  Full Food and Beverage Establishment Page 3

Date: 04/26/23 .
Time:  08:50:49 Inspection Report

Report: 8074231097
Traditions Of Preston

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 8074231097 of 04/26/23.

Certified Food Protection Manager:

Certification Number: Expires: __/ /

Signed; Signed:; e 'é il

Establishment Representative Andrea Kieffer

507-206-2721
andrea.kieffer@state.mn.us
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