DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
December 28, 2023

Licensee
Empowerment Healthcare

112003 Hidden Creek Place
Chaska, MN 55318

RE: Project Number(s) SL20528015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on December 6, 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 . . ."

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 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 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 the 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/HRD-Appeals-Form

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,

44 Q_M.L{m ..y

Kelly Thorson, Supervisor
State Evaluation Team

Email: kelly.thorson@state.mn.us
Telephone: 320-223-7336 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 Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER(S) Tag numbers have been assignhed to
Minnesota State Statutes for Home Care
In accordance with Minnesota Statutes, section Providers. The assighed tag number
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.
SL20528015
PLEASE DISREGARD THE HEADING OF
On December 4, 2023, through December 6, THE FOURTH COLUMN WHICH
2023, the Minnesota Department of Health STATES,"PROVIDER'S PLAN OF
conducted a survey at the above provider, and CORRECTION." THIS APPLIES TO
the following correction orders are issued. At the FEDERAL DEFICIENCIES ONLY. THIS
time of the survey, there were 4 active residents WILL APPEAR ON EACH PAGE.
receiving services under the Assisted Living
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 144A.474
SUBDIVISION 11 (b)(1)(2).
0 480| 144G.41 Subd 1 (13) (i) (B) Minimum 0 480
SS=F | requirements

(X6) DATE
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(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,
chapter 4626; and

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was

prepared and served according to the Minnesota
Food Code.

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

The findings Include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated December 4, 2023, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

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

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

(a) The facility must meet the following
requirements:

Minnesota Department of Health
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(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. 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
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
Minnesota Department of Health
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a large portion or all of the residents).

The findings include:

The licensee's emergency disaster preparedness
plan lacked evidence of the following required
content:

- develop policy or procedure for system to track
the location of on-duty staff and sheltered
residents;

- develop policy or procedure for use of
volunteers, including the process/role for
Integration; and

- develop policy or procedure to address role of
facility under a waiver declared by the Secretary
In accordance with section 1135 of the Act.

On December 4, 2023, at 1:10 p.m., surveyor and
agent (A)-A reviewed licensee's EPP observed to
be in a red binder labeled with licensee's name
Emergency Operation and Plan Manual located
behind the locked medication room door. A-A
stated that A-A oversees the licensee's EPP and
had acknowledged the EPP lacked the required
content listed above. A-A stated they were
unaware of the required content.

No further information was provided.

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

01730 144G.71 Subd. 5 Individualized medication 01730
SS=D | management plan

(a) For each resident receiving medication
management services, the assisted living facility
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The

Minnesota Department of Health
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facility must develop and maintain a current
Individualized medication management record for
each resident based on the resident's
assessment that must contain the following:

(1) a statement describing the medication
management services that will be provided;

(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;

(3) documentation of specific resident instructions
relating to the administration of medications;

(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;

(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and

(/) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.

(b) The medication management record must be
current and updated when there are any
changes.

(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the

Minnesota Department of Health
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medication management plan had all required
content 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, 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:

During the entrance conference on December 4,
2023, at 10:40 a.m. agent (A)-A and clinical nurse
supervisor (CNS)-C stated the licensee provided
medication management services to residents.

R1 was admitted on May 6, 2020, and received
services under the licensee'’s assisted living
license.

R1's diagnosis included type 2 diabetes.

R1's Service Plan dated September 8, 2023,
Indicated R1 received medication
administration/monitoring and insulin injections.

R1's prescriber orders dated September 26,
2023, included insulin aspart 100 unit/milliliter
(ML) pen injection 35-40 units every morning
before breakfast; 20 units at noon;18 units with
supper; and insulin glargine (Basaglar) 100
unit/milliliter (ML) pen injection 48 units at
bedtime.

On December 5, 2023, at 8:30 a.m. unlicensed
personnel (ULP)-E was observed to administer
Minnesota Department of Health
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medications to R1.

R1's record lacked individual medication
management plan content to include:

(a) For each resident receiving medication
management services, the licensee must prepare
and include in the service plan a written
statement of the medication management
services that will be provided to the resident. The
licensee must develop and maintain a current
Individualized medication management record for
each resident based on the resident's
assessment that must contain the following:

- procedures for staff notifying a registered nurse
or appropriate licensed health professional when
a problem arises with medication management
services; and

- any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.

On December 35, 2023, at 9:25 a.m. CNS- C
acknowledged R1's record lacked individualized
medication management plan with the required
content. CNS-C stated they were aware of the
required content listed above and had been
working on the correction.

The licensee's Administration of Medication,
Treatment and Therapy by Unlicensed Personnel
policy dated August 1, 2021, indicated the
registered nurse Is responsible to have performed
an assessment for medication management and
had developed a specific written instruction for
each resident's needs and prescriber orders.

No further information was provided.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Seven (7)
days

01940/ 144G.72 Subd. 3 Individualized treatment or 01940
SS=D | therapy managemen

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include In the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
Individualized treatment and therapy
management record for each resident which must
contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy
recelved, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement Is not met as evidenced

Minnesota Department of Health
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Based on observation, interview, and record
review, the licensee failed to develop an
Individual treatment management plan with all
required content for one of one resident (R1) who
received ordered treatments.

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:

During the entrance conference on December 4,
2023, at 10:40 a.m. agent (A)-A and clinical nurse
supervisor (CNS)-C stated the licensee provided
treatment and therapy services to residents.

R1's diagnosis included type 2 diabetes.

R1's Service Plan dated September 8, 2023,
Indicated R1 received medication
administration/monitoring and insulin injections.

On December 6, 2023, at 8:30 a.m., the surveyor
observed unlicensed personnel (ULP)-E perform
R1's blood glucose monitoring.

R1's prescriber orders dated November 6, 2023,
Included orders for blood glucose monitoring four
times a day for type 2 diabetes mellitus.

R1's record lacked an Individualized Treatment
and Therapy plan to include the following:

Minnesota Department of Health
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- procedures for staff notifying a registered nurse
or appropriate licensed health professional when
a problem arises with medication management
services; and

- any resident-specific requirements related to
documentation of treatment and therapy was
received, verification all treatment and therapy
was administered as prescribed, and monitoring
occurred to prevent possible complications or
adverse reactions.

On December 35, 2023, at 9:25 a.m. CNS- C
acknowledged R1's record lacked individualized
medication management plan with the required
content. CNS-C stated they were aware of the
required content listed above and had been
working on the correction.

The licensee’'s Administration of Medication,
Treatment and Therapy by Unlicensed Personnel
policy dated August 1, 2021, indicated the
registered nurse Is responsible to have performed
an assessment for medication management and
develop a specific written instruction for each
resident's needs and prescriber orders.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days

Minnesota Department of Health
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m Minnesota Department of Health
625 Robert Street North

DEPARTMENT St Paul
OF HEALTH 651-201-4500
iype A Food and Beverage Establishment rage
Date: 12/04/23 _
Time:  11:58:28 Inspection Report
Report: 7994231225
— Location: — Establishment Infe:
Bridgewood Cottage ID #: 0018304
112003 Hidden Creek Place Risk: Low
Chaska, MN55318 Announced Inspection: No

Carver County, 10

— License Categories: — Operator:
Empowerment Healthcare

. Phone #: 9523619338
Expireson: / / ID #: 50263

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

The following orders were 1ssued during this inspection.

4-300 Equipment Numbers and Capacities
4-302.13A4 ** Priority 2 **

MN Rule 4626.0710A Provide a readily accessible temperature measuring device for measuring the washing
and sanitizing temperatures in manual warewashing operations.

FACILITY IS CURRENTLY NOT CHECKING DISHWASHER TEMPERATURES. DISCUSSED WITH
PERSON IN CHARGE OPTIONS FOR TESTING.

Comply By: 12/04/23

2-100 Supervision

2-102.12AMN

MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.
ONLY ONE CFPM IS AVAILABLE FOR MULTIPLE HOMES. EMPLOY ONE PER HOME.

Comply By: 12/31/23

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

INSPECTION CONDUCTED IN THE PRESENCE OF HRD STAFF AND FINDINGS SHARED AT THE
END OF INSPECTION.

WILL EMAIL SUPPORTING DOCUMENTS AND LINKS TO HRD STAFF AT THE END OF THE DAY .
KITCHEN IS RESIDENTIAL AND FOOD IS PREPARED FOR SAME DAY SERVICE

FLOOR IS WOOD LAMINATE, CABINETS ARE WOOD WITH HALLOWED ENCLOSED BASES,
LAMINATE COUNTER TOPS AND POPCORN TEXTURED CEILING. ALL ARE FOUND TO BE IN



Type:  Full Food and Beverage Establishment Fage £

Date: 12/04/23 _
Time:  11:58:28 Inspection Report

Report: 7994231225
Bridgewood Cottage

GOOD CONDITION AND WILL BE MONITORED AT FUTURE INSPECTIONS. IF AT ANY TIME
THERE IS FOUND TO BE A RISK OF CONTAMINATION OR CONCERN THE PHYSICAL FACILITIES

WILL BE REQUIRED TO BE BROUGHT UP TO CODE.

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 7994231225 of 12/04/23.

Certified Food Protection Manager:

Certification Number: Expires: _ _/ /
Signed: Signed: W %ﬂ'/
Establishment Representative Crystal Elva
Public Health Sanitarian 3
St Paul

651-201-3981
Crystal Elva(@state.mn.us



