DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

April 7,2023

Licensee

Touch Of Home
711 17th Street
Bemidji, MN 56601

RE: Project Number(s) SL30749015

Dear Licensee:

On March 20, 2023, the Minnesota Department of Health completed a follow-up evaluation of your
facility to determine if orders from the June 23, 2022, evaluation were corrected. This follow-up
evaluation verified that the facility is in substantial compliance.

It is your responsibility to share the information contained in this letter and the results of this visit
with the President of your facility's Governing Body. You are encouraged to retain this document for

your records.

Please feel free to call me with any questions.

Sincerely,

iy

Jessie Chenze, Supervisor

State Evaluation Team

Health Regulation Division

85 East Seventh Place, Suite 220
P.O. Box 3879

St. Paul, MN 55101-3879

Telephone: 218-332-5175 Fax: 651-281-9796

JMD

An equal opportunity employer. P709 HC Orders Corrected

REVISED 11/18/2021



Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975

DEPARTMENT Saint Paul, MN 55165-0975
OF HEALTH 651-201-4500

mei ggl”z%vlvzgp Food and Beverage Establishment Page 1
ate: .

Time:  11:19:25 Inspection Report

Report: 8046231032

— Location: — Establishment Info:
Touch Of Home ID #: 0039200
711 17th Street Risk:
Bemidji, MN56601 Announced Inspection: No

Beltrami County, 04

— License Categories: — Operator:
: Phone #: 2184442775
Expireson: [/ ID #:

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

No NEW orders were issued during this inspection.

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 Minnesota Department of Health inspection report
number 8046231032 of 03/20/23.

Certified Food Protection ManagerROBIN DODD
Certification Number: _ 115493 Expires; _02/02/26

Inspection report reviewed with person in charge and mailed.

Signed: Signed:MngL

AMANDA BERG Zachary Johnson R.S.
MANAGER Public Health Sanitarian
Bemidji

218-308-2108
zach.johnson@state.mn.us



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

Electronically Delivered
January 4, 2023

Licensee

Touch Of Home
711 17th Street
Bemidji, MN 56601

RE: Project Number(s) SL30749015
Dear Licensee:

On December 20, 2022, the Minnesota Department of Health completed a follow-up evaluation of
your facility to determine correction of orders found on the evaluation completed on June 23, 2022.
This follow-up evaluation determined your facility had not corrected all of the state licensing orders
issued pursuant to the June 23, 2022 evaluation.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state licensing orders issued pursuant to the last
evaluation completed on June 23, 2022, found not corrected at the time of the December 20, 2022,
follow-up evaluation and/or subject to penalty assessment are as follows:

0480-Minimum Requirements-144g.41 Subd 1 (13) (i) (b) = $500

The details of the violations noted at the time of this follow-up evaluation completed on December
20, 2022 (listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left
hand column, e.g., {2 ----} will identify the uncorrected tags.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $500. You will be invoiced after 15 days of the receipt of this notice, subject to appeal.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), by the correction order date, the licensee must
document in the provider's records any action taken to comply with the correction order by the
correction order date. The commissioner may request a copy of this documentation and the assisted
living facility's action to respond to the correction orders in future evaluations, upon a complaint
investigation, and as otherwise needed.

IMPOSITION OF FINES:
Level 1: no fines or enforcement.
Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in
§144G.20 for widespread violations;
Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism
authorized in §144G.20.

An equal opportunity employer Letter ID: 8GKP Revised 12/20/2022



Touch Of Home
January 4, 2023
Page 2

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§144G.20.

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you have one opportunity to challenge the
correction order issued, including the level and scope, and any fine assessed through the correction
order reconsideration process. This written request must be received by the Department of Health
within 15 calendar days of the correction order receipt date. Please send your written request via
email to the following:

Reconsideration Unit

Health Regulation Division
Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place

St. Paul, MN 55164-0970
Health.HRD.Appeals@state.mn.us

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has
been assessed a fine under this subdivision has a right to a reconsideration or a hearing under this
section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. Requests for hearing may be emailed to
Health.HRD.Appeals@state.mn.us.

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both.

We urge you to review these orders carefully. If you have questions, please contact Jessie Chenze at
218-332-5175.



Touch Of Home
January 4, 2023
Page 3

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

Sincerely,

sl funy

Jessie Chenze, RN, BSN

Supervisor 1 | State Evaluations Team
Health Regulation Division

85 East Seventh Place, Suite 220

P.O. Box 3879

St. Paul, MN 55101-3879

Office: 218-332-5175 | Fax: 218-332-5196

PMB



Minnesota Department of Health

PRINTED: 01/04/2023

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

30749

FORM APPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
R
B. WING 12/20/2022

NAME OF PROVIDER OR SUPPLIER

711 17TH STREET

STREET ADDRESS, CITY, STATE, ZIP CODE

TOUCH OF HOME BEMIDJI, MN 56601
(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}
Initial comments
FF ATTENTION ***** Minnesota Department of Health is
documenting the State Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER 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 this correction order(s) has tag number appears in the far left column
been issued pursuant to a survey. entitled "ID Prefix Tag." The state Statute
number and the corresponding text of the
Determination of whether a violation has been state Statute out of compliance is listed in
corrected requires compliance with all the "Summary Statement of Deficiencies"
requirements provided at the Statute number column. This column also includes the
indicated below. When Minnesota Statute findings which are in violation of the state
contains several items, failure to comply with any requirement after the statement, "This
of the items will be considered lack of Minnesota requirement is not met as
compliance. evidenced by." Following the surveyors'
findings is the Time Period for Correction.
INITIAL COMMENTS:
Project SL30749015-3 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On December 20, 2022, the Minnesota STATES,"PROVIDER'S PLAN OF
Department of Health conducted a revisit at the CORRECTION." THIS APPLIES TO
above provider to follow-up on orders issued FEDERAL DEFICIENCIES ONLY. THIS
pursuant to a surveies completed on June 23, WILL APPEAR ON EACH PAGE.
2022, September 7, 2022, and September 27,
2022. At the time of the survey, there were ten THERE IS NO REQUIREMENT TO
residents all whom were receiving services under SUBMIT A PLAN OF CORRECTION FOR
the Assisted Living license. As a result of the VIOLATIONS OF MINNESOTA STATE
revisit, the following order was reissued. 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.
{0470} 144G.41 Subdivision 1 Minimum requirements {0 470}
SS=F
(11) develop and implement a staffing plan for
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 If continuation sheet 1 of 11

OE8U14



Minnesota Department of Health

PRINTED: 01/04/2023
FORM APPROVED
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(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
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B. WING 12/20/2022
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NAME OF PROVIDER OR SUPPLIER
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STREET
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(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

{0 470}

{0 480}
SS=F

Continued From page 1

determining its staffing level that:

(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;

(i) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents' assessments and service plans
on a 24-hour per day basis; and

(iii) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:

(i) awake;

(i) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time;

(iii) capable of communicating with residents;

(iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

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

144G.41 Subd 1 (13) (i) (B) Minimum
requirements

(13) offer to provide or make available at least the
following services to residents:

{0 470}

{0 480}

Minnesota Department of Health

STATE FORM

6899 0E8U14 If continuation sheet 2 of 11
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30749

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:
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R
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(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

{0 480}

{0 490}
SS=F

Continued From page 2

(i) at least three nutritious meals daily with snacks
available seven days per week, according to the
recommended dietary allowances in the United
States Department of Agriculture (USDA)
guidelines, including seasonal fresh fruit and
fresh vegetables. The following apply:

(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 included document titled, Food
and Beverage Establishment Inspection Report
dated December 20, 2022, for the specific
Minnesota Food Code deficiencies.

144G.41 Subd 1 (13) (ii)-(vii) Minimum
requirements

(ii) weekly housekeeping;
(iii) weekly laundry service;

{0 480}

{0 490}

Minnesota Department of Health

STATE FORM

6899 OE8U14

If continuation sheet 3 of 11
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{0 490}

{0510}
SS=F

Continued From page 3

(iv) upon the request of the resident, provide
direct or reasonable assistance with arranging for
transportation to medical and social services
appointments, shopping, and other recreation,
and provide the name of or other identifying
information about the persons responsible for
providing this assistance;

(v) upon the request of the resident, provide
reasonable assistance with accessing community
resources and social services available in the
community, and provide the name of or other
identifying information about persons responsible
for providing this assistance;

(vi) provide culturally sensitive programs; and
(vii) have a daily program of social and
recreational activities that are based upon
individual and group interests, physical, mental,
and psychosocial needs, and that creates
opportunities for active participation in the
community at large; and

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

144G.41 Subd. 3 Infection control program

(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b)The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in

{0 490}

{0510}

Minnesota Department of Health
STATE FORM

6899 0E8U14 If continuation sheet 4 of 11
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{0510}

{0 640}
SS=F

{0 700}
SS=F

Continued From page 4

assisted living facilities.
(c) The facility must maintain written evidence of
compliance with this subdivision.

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

144G.42 Subd. 7 Posting information for
reporting suspected c

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:
No further action required.

144G.43 Subdivision 1 Resident record

(b) Resident records, whether written or
electronic, must be protected against loss,
tampering, or unauthorized disclosure in
compliance with chapter 13 and other applicable
relevant federal and state laws. The facility shall
establish and implement written procedures to
control use, storage, and security of resident
records and establish criteria for release of

{0510}

{0 640}

{0 700}

Minnesota Department of Health
STATE FORM

6899 OE8U14
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DEFICIENCY)
{0 700} Continued From page 5 {0 700}
resident information.
This MN Requirement is not met as evidenced
by:
No further action required.
{0780} 144G.45 Subd. 2 (a) (1) Fire protection and {0 780}
SS=F

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:
No further action required.

Minnesota Department of Health
STATE FORM

6899

OE8U14

If continuation sheet 6 of 11
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{0 800} Continued From page 6 {0 800}
{0 800} 144G.45 Subd. 2 (a) (4) Fire protection and {0 800}
SS8=D  physical environment
(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.
This MN Requirement is not met as evidenced
by:
No further action required.
{0 810} 144G.45 Subd. 2 (b)-(f) Fire protection and {0810}
SS=F

physical environment

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in

Minnesota Department of Health
STATE FORM

6899

OE8U14
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{0810} Continued From page 7 {0 810}
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:
No further action required.
{01290} 144G.60 Subdivision 1 Background studies {01290}
SS=E | required

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.

(c) Termination of an employee in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

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

Minnesota Department of Health
STATE FORM
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SS=F
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SS=F

{02410}
SS=D

Continued From page 8

144G.71 Subd. 8 Documentation of
administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
include the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

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

144G.71 Subd. 19 Storage of medications

An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

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

144G.91 Subd. 13 Personal and treatment
privacy

(a) Residents have the right to consideration of
their privacy, individuality, and cultural identity as

{01760}
{01760}

{01880}

{02410}

Minnesota Department of Health
STATE FORM
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{02410} Continued From page 9 {02410}

{03090}
SS=C

related to their social, religious, and psychological
well-being. Staff must respect the privacy of a
resident's space by knocking on the door and
seeking consent before entering, except in an
emergency or where clearly inadvisable or unless
otherwise documented in the resident's service
plan.

(b) Residents have the right to have and use a
lockable door to the resident's unit. The facility
shall provide locks on the resident's unit. Only a
staff member with a specific need to enter the
unit shall have keys. This right may be restricted
in certain circumstances if necessary for a
resident's health and safety and documented in
the resident's service plan.

(c) Residents have the right to respect and
privacy regarding the resident's service plan.
Case discussion, consultation, examination, and
treatment are confidential and must be conducted
discreetly. Privacy must be respected during
toileting, bathing, and other activities of personal
hygiene, except as needed for resident safety or
assistance.

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

144.6502, Subd. 8 Notice to Visitors

Subd. 8.Notice to visitors. (a) A facility must post
a sign at each facility entrance accessible to
visitors that states: "Electronic monitoring
devices, including security cameras and audio
devices, may be present to record persons and
activities."

(b) The facility is responsible for installing and
maintaining the signage required in this

{03090}
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This MN Requirement is not met as evidenced
by:
No further action required.
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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
October 6, 2022

Administrator
Touch Of Home
711 17th Street
Bemidji, MN 56601

RE: Project Number(s) SL30749015
Dear Administrator:

On September 27, 2022, the Minnesota Department of Health completed a follow-up evaluation of your facility
to determine correction of orders found on the evaluation completed on June 23, 2022. This follow-up
evaluation determined your facility had not corrected all of the state licensing orders issued pursuant to the
June 23, 2022 evaluation.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state licensing orders issued pursuant to the last
evaluation completed on June 23, 2022, found not corrected at the time of the September 27, 2022, follow-up
evaluation and/or subject to penalty assessment are as follows:

0480-Minimum Requirements-144g.41 Subd 1 (13) (i) (b) - $500.00

The details of the violations noted at the time of this follow-up evaluation completed on September 27, 2022
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand column, e.g.,
{2 ----} will identify the uncorrected tags.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are assessed is
$500.00. You will be invoiced after 15 days of the receipt of this notice, subject to appeal.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), by the correction order date, the licensee must document
in the provider's records any action taken to comply with the correction order by the correction order date. The
commissioner may request a copy of this documentation and the assisted living facility's action to respond to
the correction orders in future evaluations, upon a complaint investigation, and as otherwise needed.

IMPOSITION OF FINES:

Level 1: no fines or enforcement.

Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in
§144G.20 for widespread violations;

Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism authorized
in §144G.20.

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in

§144G.20.

An equal opportunity employer 8GKP HC Revisit



Touch Of Home
October 6, 2022
Page 2

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you have one opportunity to challenge the correction order
issued, including the level and scope, and any fine assessed through the correction order reconsideration
process. This written request must be received by the Department of Health within 15 calendar days of the
correction order receipt date. Please send your written request via email to the following:

Reconsideration Unit

Health Regulation Division
Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place

St. Paul, MN 55164-0970
Health.HRD.Appeals@state.mn.us

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has been
assessed a fine under this subdivision has a right to a reconsideration or a hearing under this section and
chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a hearing must be in
writing and received by the Department of Health within 15 business days of the correction order receipt date.
Requests for hearing may be emailed to Health.HRD.Appeals@state.mn.us.

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you may
request a reconsideration or a hearing, but not both.

We urge you to review these orders carefully. If you have questions, please contact Jessica Chenze, at
218-332-5175.

Please note, it is your responsibility to share the information contained in this letter and the results of this visit
with the President of your facility's Governing Body.

Sincerely,

sialjung

Jessica Chenze, Interim Supervisor

Health Regulation Division

State Evaluation Team

85 East Seventh Place, Suite 220

P.O. Box 3879

St. Paul, MN 55101-3879

Email: jessica.chenze@state.mn.us
Telephone: 218-332-5175 | Fax: 218-332-5196

HHH
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determining its staffing level that:

(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;

(i) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents' assessments and service plans
on a 24-hour per day basis; and

(iii) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:

(i) awake;

(i) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time;

(iii) capable of communicating with residents;

(iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

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

144G.41 Subd 1 (13) (i) (B) Minimum
requirements

(13) offer to provide or make available at least the
following services to residents:

{0 470}

{0 480}
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(i) at least three nutritious meals daily with snacks
available seven days per week, according to the
recommended dietary allowances in the United
States Department of Agriculture (USDA)
guidelines, including seasonal fresh fruit and
fresh vegetables. The following apply:

(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 included document titled, Food
and Beverage Establishment Inspection Report
dated September 27, 2022, for the specific
Minnesota Food Code deficiencies.

No further information was provided.

144G.41 Subd 1 (13) (ii)-(vii) Minimum
requirements

(i) weekly housekeeping;

{0 480}

{0 490}
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(iii) weekly laundry service;

(iv) upon the request of the resident, provide
direct or reasonable assistance with arranging for
transportation to medical and social services
appointments, shopping, and other recreation,
and provide the name of or other identifying
information about the persons responsible for
providing this assistance;

(v) upon the request of the resident, provide
reasonable assistance with accessing community
resources and social services available in the
community, and provide the name of or other
identifying information about persons responsible
for providing this assistance;

(vi) provide culturally sensitive programs; and
(vii) have a daily program of social and
recreational activities that are based upon
individual and group interests, physical, mental,
and psychosocial needs, and that creates
opportunities for active participation in the
community at large; and

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

144G.41 Subd. 3 Infection control program

(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b)The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as

{0 490}

{0 510}
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applicable, for infection prevention and control in
assisted living facilities.

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

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

144G.42 Subd. 7 Posting information for
reporting suspected ¢

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:
No further action required.

144G.43 Subdivision 1 Resident record

(b) Resident records, whether written or
electronic, must be protected against loss,
tampering, or unauthorized disclosure in
compliance with chapter 13 and other applicable
relevant federal and state laws. The facility shall
establish and implement written procedures to
control use, storage, and security of resident

{0 510}

{0 640}

{0 700}
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records and establish criteria for release of
resident information.
This MN Requirement is not met as evidenced
by:
No further action required.
{0 780} 144G.45 Subd. 2 (a) (1) Fire protection and {0 780}
SS=F

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:
No further action required.
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{0 800}  Continued From page 6 {0 800}
{0 800} 144G.45 Subd. 2 (a) (4) Fire protection and {0 800}
SS8=D | physical environment
(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.
This MN Requirement is not met as evidenced
by:
No further action required.
{0 810} 144G.45 Subd. 2 (b)-(f) Fire protection and {0 810}
SS=F

physical environment

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
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{0 810} Continued From page 7 {0 810}
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:
No further action required.
{01290} 144G.60 Subdivision 1 Background studies {01290}
SS=E | required

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.

(c) Termination of an employee in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement is not met as evidenced
by:
No further action required.
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Continued From page 8

144G.71 Subd. 8 Documentation of
administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
include the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

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

144G.71 Subd. 19 Storage of medications

An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

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

144G.91 Subd. 13 Personal and treatment
privacy

(a) Residents have the right to consideration of
their privacy, individuality, and cultural identity as

{01760}
{01760}

{01880}

{02410}
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related to their social, religious, and psychological
well-being. Staff must respect the privacy of a
resident's space by knocking on the door and
seeking consent before entering, except in an
emergency or where clearly inadvisable or unless
otherwise documented in the resident's service
plan.

(b) Residents have the right to have and use a
lockable door to the resident's unit. The facility
shall provide locks on the resident's unit. Only a
staff member with a specific need to enter the
unit shall have keys. This right may be restricted
in certain circumstances if necessary for a
resident's health and safety and documented in
the resident's service plan.

(c) Residents have the right to respect and
privacy regarding the resident's service plan.
Case discussion, consultation, examination, and
treatment are confidential and must be conducted
discreetly. Privacy must be respected during
toileting, bathing, and other activities of personal
hygiene, except as needed for resident safety or
assistance.

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

144.6502, Subd. 8 Notice to Visitors

Subd. 8.Notice to visitors. (a) A facility must post
a sign at each facility entrance accessible to
visitors that states: "Electronic monitoring
devices, including security cameras and audio
devices, may be present to record persons and
activities."

(b) The facility is responsible for installing and
maintaining the signage required in this

{03090}
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This MN Requirement is not met as evidenced
by:
No further action required.

Minnesota Department of Health
STATE FORM 6899 OE8U13

If continuation sheet 11 of 11



Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975

DEPARTMENT Saint Paul, MN 55165-0975
OF HEALTH 651-201-4500

mei g’gg'gl'zz Food and Beverage Establishment Page 1
ate: .

Time:  08:30:33 Inspection Report

Report: 8046221141

— Location: — Establishment Info:
Touch Of Home ID #: 0039200
711 17th Street Risk:
Bemidji, MN56601 Announced Inspection: No

Beltrami County, 04

— License Categories: — Operator:
: Phone #: 2184442775
Expireson: [/ ID #:

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

The following orders previously issued on 06/21/22 have NOT been corrected.

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

AMANDA IS RETAKING THE TEST 9/15.
9/27/22: Waiting on results.

Issued on: 06/21/22 Comply By: 09/21/22

No NEW orders were issued during this inspection.

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



Type:  Partial Food and Beverage Establishment Page 2
Date: 09/26/22

Time:  08:30:33 Inspection Report

Report: 8046221141
Touch Of Home

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 8046221141 of 09/26/22.

Certified Food Protection Manager:

Certification Number: Expires: __/ /
Signed: Signed:
Establishment Representative Zachary Johnson R.S.
Public Health Sanitarian
Bemidji

218-308-2108
zach.johnson@state.mn.us



m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
September 8, 2022

Administrator
Touch of Home
711 17th Street
Bemidji, MN 56601

RE: Project Number(s) SL30749015
Dear Administrator:

On September 7, 2022, the Minnesota Department of Health completed a follow-up evaluation of your facility
to determine correction of orders found on the evaluation completed on June 23, 2022. This follow-up
evaluation determined your facility had not corrected all of the state licensing orders issued pursuant to the
June 23, 2022 evaluation.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state licensing orders issued pursuant to the last
evaluation completed on June 23, 2022, found not corrected at the time of the September 7, 2022, follow-up
evaluation and/or subject to penalty assessment are as follows:

0480-Minimum Requirements-144g.41 Subd 1 (13) (i) (b) - $500.00

The details of the violations noted at the time of this follow-up evaluation completed on September 7, 2022
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand column, e.g.,
{2 ----} will identify the uncorrected tags.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are assessed is
$500.00. You will be invoiced after 15 days of the receipt of this notice, subject to appeal.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), by the correction order date, the licensee must document
in the provider's records any action taken to comply with the correction order by the correction order date. The
commissioner may request a copy of this documentation and the assisted living facility's action to respond to
the correction orders in future evaluations, upon a complaint investigation, and as otherwise needed.

IMPOSITION OF FINES:

Level 1: no fines or enforcement.

Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in
§144G.20 for widespread violations;

Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism authorized
in §144G.20.

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§144G.20.

An equal opportunity employer 8GKP HC Revisit



Touch of Home
September 8, 2022
Page 2

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you have one opportunity to challenge the correction order
issued, including the level and scope, and any fine assessed through the correction order reconsideration
process. This written request must be received by the Department of Health within 15 calendar days of the
correction order receipt date. Please send your written request via email to the following:

Reconsideration Unit

Health Regulation Division
Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place

St. Paul, MN 55164-0970
Health.HRD.Appeals@state.mn.us

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has been
assessed a fine under this subdivision has a right to a reconsideration or a hearing under this section and
chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a hearing must be in
writing and received by the Department of Health within 15 business days of the correction order receipt date.
Requests for hearing may be emailed to Health.HRD.Appeals@state.mn.us.

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you may
request a reconsideration or a hearing, but not both.

We urge you to review these orders carefully. If you have questions, please contact Jessica Chenze at
218-332-5175.

Please note, it is your responsibility to share the information contained in this letter and the results of this visit
with the President of your facility's Governing Body.

Sincerely,

il

Jessica Chenze, Interim Supervisor

Health Regulation Division

State Evaluation Team

85 East Seventh Place, Suite 220

P.O. Box 3879

St. Paul, MN 55101-3879

Email: jessica.chenze@state.mn.us
Telephone: 218-332-5175 | Fax: 218-332-5196

HHH
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Minnesota State Statutes for Home
In accordance with Minnesota Statutes, section Care/Assisted Living License Providers.
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been issued pursuant to a survey. far-left column entitled "ID Prefix Tag." The
state Statute number and the
Determination of whether a violation has been corresponding text of the state Statute out
corrected requires compliance with all of compliance is listed in the "Summary
requirements provided at the Statute number Statement of Deficiencies" column. This
indicated below. When Minnesota Statute column also includes the findings which
contains several items, failure to comply with any are in violation of the state requirement
of the items will be considered lack of after the statement, "This Minnesota
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Project # SL30749015-1
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The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 144A.474
subd. 11 (b) (1) (2) -or- 144G.31 subd. 1,
2and 3
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Continued From page 1

144G.41 Subdivision 1 Minimum requirements

(11) develop and implement a staffing plan for
determining its staffing level that:

(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;

(ii) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents' assessments and service plans
on a 24-hour per day basis; and

(iii) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:

(i) awake;

(ii) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time;

(iii) capable of communicating with residents;

(iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

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

144G.41 Subd 1 (13) (i) (B) Minimum
requirements

{0 470}
{0 470}

{0 480}
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(13) offer to provide or make available at least the
following services to residents:

(i) at least three nutritious meals daily with snacks
available seven days per week, according to the
recommended dietary allowances in the United
States Department of Agriculture (USDA)
guidelines, including seasonal fresh fruit and
fresh vegetables. The following apply:

(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 included document titled, Food
and Beverage Establishment Inspection Report
dated September 6, 2022, for the specific
Minnesota Food Code deficiencies.

No futher information was provided.
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Continued From page 3

144G.41 Subd 1 (13) (ii)-(vii) Minimum
requirements

(ii) weekly housekeeping;

(iii) weekly laundry service;

(iv) upon the request of the resident, provide
direct or reasonable assistance with arranging for
transportation to medical and social services
appointments, shopping, and other recreation,
and provide the name of or other identifying
information about the persons responsible for
providing this assistance;

(v) upon the request of the resident, provide
reasonable assistance with accessing community
resources and social services available in the
community, and provide the name of or other
identifying information about persons responsible
for providing this assistance;

(vi) provide culturally sensitive programs; and
(vii) have a daily program of social and
recreational activities that are based upon
individual and group interests, physical, mental,
and psychosocial needs, and that creates
opportunities for active participation in the
community at large; and

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

144G.41 Subd. 3 Infection control program

(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b)The facility's infection control program must be

{0 490}
{0 490}

{0 510}

Minnesota Department of Health
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Continued From page 4

consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.

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

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

144G.42 Subd. 7 Posting information for
reporting suspected ¢

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:
No further action required.

144G.43 Subdivision 1 Resident record

(b) Resident records, whether written or
electronic, must be protected against loss,
tampering, or unauthorized disclosure in

{0 510}

{0 640}

{0 700}
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compliance with chapter 13 and other applicable
relevant federal and state laws. The facility shall
establish and implement written procedures to
control use, storage, and security of resident
records and establish criteria for release of
resident information.
This MN Requirement is not met as evidenced
by:
No further action required.
{0 780} 144G.45 Subd. 2 (a) (1) Fire protection and {0 780}
SS=F

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;

STATE FORM
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This MN Requirement is not met as evidenced
by:
No further action required.
{0 800} 144G.45 Subd. 2 (a) (4) Fire protection and {0 800}
SS=D| physical environment
(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.
This MN Requirement is not met as evidenced
by:
No further action required.
{0 810} 144G.45 Subd. 2 (b)-(f) Fire protection and {0 810}
SS=F

physical environment

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year

Minnesota Department of Health
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Continued From page 7

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:
No further action required.

144G.60 Subdivision 1 Background studies
required

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.

(c) Termination of an employee in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

{0 810}

{01290}
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This MN Requirement is not met as evidenced
by:
No further action required.

144G.71 Subd. 8 Documentation of
administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
include the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

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

144G.71 Subd. 19 Storage of medications

An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

This MN Requirement is not met as evidenced
by:
No further action required.
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144G.91 Subd. 13 Personal and treatment
privacy

(a) Residents have the right to consideration of
their privacy, individuality, and cultural identity as
related to their social, religious, and psychological
well-being. Staff must respect the privacy of a
resident's space by knocking on the door and
seeking consent before entering, except in an
emergency or where clearly inadvisable or unless
otherwise documented in the resident's service
plan.

(b) Residents have the right to have and use a
lockable door to the resident's unit. The facility
shall provide locks on the resident's unit. Only a
staff member with a specific need to enter the
unit shall have keys. This right may be restricted
in certain circumstances if necessary for a
resident's health and safety and documented in
the resident's service plan.

(c) Residents have the right to respect and
privacy regarding the resident's service plan.
Case discussion, consultation, examination, and
treatment are confidential and must be conducted
discreetly. Privacy must be respected during
toileting, bathing, and other activities of personal
hygiene, except as needed for resident safety or
assistance.

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

144.6502, Subd. 8 Notice to Visitors

Subd. 8.Notice to visitors. (a) A facility must post
a sign at each facility entrance accessible to
visitors that states: "Electronic monitoring
devices, including security cameras and audio

{02410}
{02410}

{03090}
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activities."

(b) The facility is responsible for installing and
maintaining the signage required in this
subdivision.

This MN Requirement is not met as evidenced
by:
No further action required.
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975

DEPARTMENT Saint Paul, MN 55165-0975
OF HEALTH 651-201-4500

mei gg/'é%V/VZ;JP Food and Beverage Establishment Page 1
ate: .

Time:  11:28:18 Inspection Report

Report: 8046221136

— Location: — Establishment Info:
Touch Of Home ID #: 0039200
711 17th Street Risk:
Bemidji, MN56601 Announced Inspection: No

Beltrami County, 04

— License Categories: — Operator:
: Phone #: 2184442775
Expireson: [/ ID #:

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

The following orders previously issued on 06/21/22 have NOT been corrected.

2-100 Supervision

2-102.12AMN

MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.
AMANDA IS RETAKING THE TEST 9/15

Issued on: 06/21/22 Comply By: 09/21/22

The following orders were issued during this inspection.

3-500A Microbial Control: cooling
3-501.14A ** Priority 1 **

MN Rule 4626.0385A Cool cooked TCS food: 1. within 2 hours from 135 degrees F (57 degrees C) to 70
degrees F (21 degrees C); and 2. within a total of 6 hours from 135 degrees F (57 degrees C) to 41 degrees F (5
degrees C) or less.

OBSERVED MISSING COOLING TEMPS ON LOG, BUT NO CORRECTIVE ACTIONS BEING TAKEN.
DISCUSSED TAKING CORRECTIVE ACTIONS.

Comply By: 09/06/22

3-500A Microbial Control: cooling
3-501.15A ** Priority 2 **

MN Rule 4626.0390A Cool food by: 1) placing the food in shallow pans; 2) separating the food into smaller
portions 3) using rapid cooling equipment; 4) stirring the food in a container placed in an ice water bath; 5) using
containers that facilitate heat transfer; 6) adding ice as an ingredient; or other effective methods.

OBSERVED MISSED COOLING TEMPERATURES LOGGED, SOME OPTIONS FOR COOLING ARE
LISTED IN THIS STANDARD ORDER.

Comply By: 09/06/22



Type: Follow-Up Food and Beverage Establishment Page 2
Date: 09/06/22

Time:  11:28:18 Inspection Report
Report: 8046221136
Touch Of Home

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

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 8046221136 of 09/06/22.

Certified Food Protection Manager:

Certification Number: Expires: __/ /
Signed: Signed:MMﬂgL
Establishment Representative Zachary Johnson R.S.
Public Health Sanitarian
Bemidji

218-308-2108
zach.johnson@state.mn.us



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

Electronically Delivered
July 7, 2022

Administrator
Touch Of Home
711 17th Street
Bemidji, MN 56601

RE: Project Number SL30749015
Dear Administrator:

The Minnesota Department of Health completed an evaluation on June 23, 2022, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the evaluation, the
Minnesota Department of Health 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 enclosed State Form documents the state licensing orders. The Department of Health documents
state licensing correction orders using federal software. Tag numbers are assigned to Minnesota state
statutes for Assisted Living Facilities. The assigned tag number appears in the far left column entitled
"ID Prefix Tag." The state statute number and the corresponding text of the state statute out of
compliance are listed in the "Summary Statement of Deficiencies" column. This column also includes
the findings that are in violation of the state statute after the statement, "This MN Requirement is not
met as evidenced by . . ."

IMPOSITION OF FINES

In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed
based on the level and scope of the violations and imposed immediately with no opportunity to
correct the violation first as follows:

Level 1: no fines or enforcement.

Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20 for widespread violations;

Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism
authorized in § 144G.20.

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20.

In accordance with Minn. Stat. § 144G.20, Subd. 4 (a)(5), the Department of Health imposes fine

amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021



Touch Of Home
July 7, 2022
Page 2

that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,
9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated
maltreatment violation consisting of sexual assault, death, or abuse resulting in serious injury.

In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5)(b), when a fine is assessed against a facility
for substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
pursuant to this evaluation:

St-0-0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00
St - 0-2310 - 144g.91 Subd. 4 - Appropriate Care And Services - $3,000.00

The total amount you are assessed is $3,500.00. You will be invoiced after 15 days of the receipt of
this notice, subject to appeal.

DOCUMENTATION OF ACTION TO COMPLY

Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document any action taken to comply with
the correction order by the correction order date. A copy of the provider’s records documenting
those actions may be requested for follow-up evaluations. The licensee is not required to submit a
plan of correction for approval.

The correction order documentation should include the following:

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

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

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

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order 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 Department of Health
within 15 calendar days of the correction order receipt date.

A state licensing 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 general reconsideration requests to: Health.HRD.Appeals@state.mn.us.



Touch Of Home
July 7, 2022

Page 3
Please address your cover letter for general Free from Maltreatment reconsideration
reconsideration requests to: requests should be addressed to:
Reconsideration Unit Reconsideration Unit
Health Regulation Division Health Regulation Division
Minnesota Department of Health Minnesota Department of Health
P.O. Box 64970 P.O. Box 64970
85 East Seventh Place 85 East Seventh Place
St. Paul, MN 55164-0970 St. Paul, MN 55164-0970

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has
been assessed a fine under this subdivision has a right to a reconsideration or a hearing under this
section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. Requests for hearing may be emailed to
Health.HRD.Appeals@state.mn.us.

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both.

You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in this letter and the results of this visit with the President of your
organization’s Governing Body. If you have any questions, please contact me.

Sincerely,

Jlsial iy

Jessie Chenze, Interim Supervisor

Health Regulation Division

State Evaluation Team

85 East Seventh Place, Suite 220

P.O. Box 3879

St. Paul, MN 55101-3879

Email: Jessica.Chenze@state.mn.us
Phone: 218-332-5175| Fax: 218-332-5196

HHH
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Initial comments
Frrex 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
When Minnesota Statute contains several items, findings which are in violation of the state
failure 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.
SL#30749015
PLEASE DISREGARD THE HEADING OF
On, June 21, 2022, through June 23, 2022, the THE FOURTH COLUMN WHICH
Minnesota Department of Health conducted a 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 nine (9) residents, all of whom WILL APPEAR ON EACH PAGE.
received services under the provider's Assisted
Living license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
An immediate correction order was identified on VIOLATIONS OF MINNESOTA STATE
June 22, 2022, issued for SL30749015, tag STATUTES.
identification 2310.
The letter in the left column is used for
On June 23, 2022, the immediacy of correction tracking purposes and reflects the scope
order 2310 was removed, however and level issued pursuant to 144G.31
non-compliance remained at a scope and level of subd. 1, 2, and 3.
G.
808470 144G.41 Subdivision 1 Minimum requirements 0470
=F
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(11) develop and implement a staffing plan for
determining its staffing level that:

(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;

(ii) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents' assessments and service plans
on a 24-hour per day basis; and

(iii) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:

(i) awake;

(ii) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time;

(iii) capable of communicating with residents;

(iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to ensure the staffing plan was posted as
required, potentially affecting all the licensee's
current 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), and was issued at a
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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:

On June 21, 2022, at 9:48 a.m., the surveyor did
not observe a posted staff schedule during a tour
of the facility.

On June 21, 2022, at 10:48 a.m., housing
manager (HM)-G acknowledged the staffing
schedule for the day had not been posted for
residents, staff, and visitors to be able to access
in common area.

The licensee's Staffing & Scheduling policy
revised August 1, 2021, confirmed the daily work
schedule would be posted at the beginning of
each work shift in a central location of a facility
and accessible to staff, residents, volunteers, and
the public.

No further information provided.

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

144G.41 Subd 1 (13) (i) (B) Minimum
requirements

(13) offer to provide or make available at least the
following services to residents:

(i) at least three nutritious meals daily with snacks
available seven days per week, according to the
recommended dietary allowances in the United

0470

0480
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States Department of Agriculture (USDA)
guidelines, including seasonal fresh fruit and
fresh vegetables. The following apply:

(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 included document titled, Food
and Beverage Establishment Inspection Report
dated June 21, 2022, for the specific Minnesota
Food Code deficiencies.

No further information was provided.

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

144G.41 Subd 1 (13) (ii)-(vii) Minimum
requirements

(ii) weekly housekeeping;
(iii) weekly laundry service;

0480
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(iv) upon the request of the resident, provide
direct or reasonable assistance with arranging for
transportation to medical and social services
appointments, shopping, and other recreation,
and provide the name of or other identifying
information about the persons responsible for
providing this assistance;

(v) upon the request of the resident, provide
reasonable assistance with accessing community
resources and social services available in the
community, and provide the name of or other
identifying information about persons responsible
for providing this assistance;

(vi) provide culturally sensitive programs; and
(vii) have a daily program of social and
recreational activities that are based upon
individual and group interests, physical, mental,
and psychosocial needs, and that creates
opportunities for active participation in the
community at large; and

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to have daily programs
of social and recreational activities based on
individual and group interests, physical, mental,
and psychosocial needs posted and available to
residents and visitors. This had the potential to
affect nine residents of 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
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the residents).
The findings include:

On June 21, at 9:48 a.m., during a facility tour the
surveyor observed no activity calendar or planned
activities posted in the common's area. Residents
remained in their room, sat outside in front of the
facility, or were in front of the television in the
common area.

On June 21, 2022, at 10:53 a.m., housing
manager (HM)-G confirmed no activities were
posted and they did not have an activity calendar.
HM-G added they are having a hard time getting
residents involved, "I normally just ask them what
they would like to do."

No further information was provided.

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

144G.41 Subd. 3 Infection control program

(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b)The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.

(c) The facility must maintain written evidence of
compliance with this subdivision.
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This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to establish and
maintain an effective infection control program to
comply with accepted health care, medical, and
nursing standards for infection control and current
guidelines from the Centers for Disease
Prevention and Control (CDC) for COVID-19
regarding personal protective equipment (PPE).
In addition, the licensee failed to ensure
equipment used was cleaned after each use as
required for one of one resident (R1). This had
the potential to affect all nine 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) 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:

COVID PERSONAL PROTECTIVE EQUIPMENT
(PPE)

The Minnesota Department of Health (MDH)
guidance titled, "COVID-19 PPE and Source
Control Grids - for congregate care settings, by
community transmission level", dated April 7,
2022, indicated during "substantial" or "high"
levels of community transmission (based on the
Centers for Disease Control and Prevention
(CDC) online data tracking system), caregivers
must wear a face mask (source control) and eye
protection while working with clients without

Minnesota Department of Health
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suspected or confirmed SARS-CoV-2 infection.

On June 21, 2022, at 9:48 a.m., the surveyor
observed housing manager (HM)-G wearing a
medical grade mask under her nose. HM-G was
not wearing eye protection.

On June 21, 2022, at approximately 11:30 a.m.,
the surveyor observed unlicensed personnel
(ULP)-E assist R1 with blood glucose monitoring
and insulin administration. ULP-E was wearing a
medical grade mask, she was not wearing eye
protection.

On June 22, 2022, at 9:00 a.m., registered nurse
(RN)-C verified eye protection should be worn.
RN-C stated the county they were in, adding the
transmission level was high. RN-C acknowledged
she knew to check the current transmission levels
on CDC website.

On June 22, 2022, at 10:46 a.m., RN-D
confirmed she knew where to look to find the
current COVID -19 precautions
recommendations, but stated she was not aware
of the level at this time, she was on vacation.

The licensee's Epidemic and Pandemic policy
dated August 1, 2022, indicated they would check
the CDC and MDH websites frequently for new
developments and carry out recommendations as
long as it is feasible to do so without violating
resident's rights.

EQUIPMENT CLEANING

On June 21, 2022, at approximately 11:30 a.m.,
surveyor observed unlicensed personnel (ULP)-E
remove a black zippered cloth bag from the
medication cart and go to R1's room. ULP-E

Minnesota Department of Health
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0640

opened the black bag and removed a blood
glucose meter, lancet (a device used to make a
small prick to allow a blood sample to be taken)
and a testing strip from the bag. ULP-E cleaned
the pointer finger of R1's right hand and used the
lancet to collect the sample. The sample was
placed on the testing strip which had been put
into the blood glucose meter. When the test was
completed ULP-E put the supplies back into the
bag and put the bag into the medication cart.
ULP-E did not clean the blood glucose meter
after use.

On June 21, 2022, at 1:30 p.m., ULP-E confirmed
the blood glucose machine should have been
cleaned with an alcohol pad.

On June 22, 2022, at 10:50 a.m., RN-C verified
R1's services were not being provided as
required or as trained, to clean the blood glucose
machine after each use with an alcohol pad.

The licensee's Blood Sugar Testing-Single
Equipment Use policy dated August 1,2021,
confirmed the glucometer was to be cleaned per
manufacture's recommendations.

No further information provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

144G.42 Subd. 7 Posting information for
reporting suspected ¢

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:

0640
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(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 and interview, the licensee
failed to post required content in common areas
to include posting the 911 emergency number in
common areas and near telephones provided by
the assisted living. This had the potential to affect
all nine 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) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

The findings include:

On June 21, 2022, at approximately 9:30 a.m.,
during a facility tour, the surveyor did not obverse
911 posted on or near telephones in the
commons area as required.

On June 21, 2022, at 10:50 a.m., housing
manager (HM)-G and licensed assisted living
director (LALD)-A verified the 911 emergency
number was not posted on or near the three
telephones in the commons area.
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The licensee's Vulnerable Adult
Maltreatment-Prevention & Reporting policy,
undated, noted the facility would post 911
emergency number in common areas and near
telephones provided by the assisted living facility.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-One
(21) days
0700 144G.43 Subdivision 1 Resident record 0700
SS=F

(b) Resident records, whether written or
electronic, must be protected against loss,
tampering, or unauthorized disclosure in
compliance with chapter 13 and other applicable
relevant federal and state laws. The facility shall
establish and implement written procedures to
control use, storage, and security of resident
records and establish criteria for release of
resident information.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure resident
records were protected against unauthorized
disclosure of electronic records.

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).
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The findings include:

On June 21, 2022, at 11:39 a.m., the surveyor
observed a laptop computer sitting on top of the
medication cart in the commons area. The screen
of the laptop had been left unattended with
resident's medical information visible.

On June 21, 2022, at 11:41 a.m., directly
following the above observation, the licensed
assisted living director (LALD)-A confirmed
resident's medical information should not have
been left unattended and visible on the computer
screen. LALD-A commented "she [unlicensed
personnel (ULP)] is nervous". LALD-A locked the
computer screen, removing the resident's
information.

On June 21, 2022, at 12:00 p.m., the surveyor
observed a laptop computer sitting on top of the
medication cart in the commons area. The screen
of the laptop had been left unattended with
resident's medical information visible.

On June 21, 2022, at approximately 12:01 p.m.,
the surveyor observed LALD-A lock the computer
screen, removing the resident's information.

On June 21, 2022, at 2:52 p.m., LALD-A
acknowledged the computer screen should not
have been left open with resident's medical
information unattended and visible on the
computer screen.

On June 22, 2022, at 9:01 a.m., registered nurse
(RN)-C verified resident's medical information
was to be secured. "We don't do that [leave
information visible] normally, unless there is an
emergency."
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The licensee's policy, 2.12 Confidentiality, dated
August 1, 2021, indicated personal, financial,
medical, or other private information regarding
residents or staff should not be disclosed to any
other person except:

-as required by law;

-to other staff as appropriate or necessary to
provide services;

-to persons authorized in writing by the resident
or resident's responsible person to receive the
information, including third party payers; or

-to representatives of the commissioner
authorized to survey or investigate any part of the
community.

No further information was provided.

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

144G.45 Subd. 2 (a) (1) Fire protection and
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

0700

0780
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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 in some of
resident's bedrooms. This had the potential to
directly affect all residents, staff, and visitors.

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

The findings include:

On June 21, 2022, between 11:20 a.m. and 12:10
p.m., survey staff toured the facility with Licensed
Assisted Living Director (LALD)-A. During the
facility tour, survey staff observed smoke alarms
were not provided outside and in the immediate
vicinity of sleeping rooms 9 and 10.

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

No further information was provided.
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physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to maintain the facility physical environment
in a continuous state of good repair and operation
regarding the health, safety, and well-being of the
residents. This deficient condition had the ability
to affect a limited number of residents.

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

The findings include:

On June 21, 2022, from approximately 11:20 a.m.
to 12:30 p.m., survey staff toured the facility with
Licensed Assisted Living Director LALD-A.

During the facility tour, survey staff observed and
verified the following maintenance issues:
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TIME PERIOD FOR CORRECTION: Twenty-one
(21)
0800 144G.45 Subd. 2 (a) (4) Fire protection and 0800
SS=D
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1. Bathroom fan was not working properly in the
resident bathroom located by Room #9 and #10.
2. Screws in window track preventing the
window from opening in resident bedroom #4 and
#6. This was the means of egress in this
bedroom.

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

No further information provided.

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

0810
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(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 observation, interview and record
review, the licensee failed to provide the required
fire safety training and evacuation plans for
residents and staff. This has the potential to
directly affect all residents, staff, and visitors.

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

The findings include:

On June 21,2022, from approximately 11:20 a.m.
to 12:30 p.m., survey staff toured the facility with
Licensed Assisted Living Director (LALD)-A.
During the facility tour, survey staff observed the
facility fire safety and evacuation plan
documentation was requested and was noted to
lack the following:
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Continued From page 17

1. Location and number of resident rooms.
2. Documentation of required employee
evacuation drills and did not show drills being
done every other month.

3. The schedule and required records on
training of employees on fire safety and
evacuation.

4. The schedule and required records on
training of residents who can assist their own
evacuation on proper actions to take in the event
of a fire for their safety including movement,
evacuation, and relocation.

On June 21, 2022, at approximately 12:15 p.m.,
LALD-A were not able to provide the information
listed above as requested.

No further information provided.

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

144G.60 Subdivision 1 Background studies
required

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.

(c) Termination of an employee in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
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liability or liability for unemployment benefits.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a background study was
submitted and received in affiliation with the
assisted living license for two of three employees,
registered nurse (RN)-D and unlicensed
personnel (ULP)-F with records reviewed.

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 number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

RN-D

RN-D was hired on March 23, 2020, to provide
direct care and services to the licensee's
residents and supervise the licensee's employees
under the assisted living license.

RN-D's employee record contained a background
study dated July 6, 2021, for a separate location
operated by the licensee's owner.

RN-D's employee record lacked evidence the
licensee affiliated a background study for their
license.

ULP-F

ULP-F was hired on July 25, 2019, to provide
direct care and services to the licensee's
residents.

ULP-F's employee record contained a
background study dated July 23, 2019, for a
separate location operated by the licensee's
owner.
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ULP-F's employee record lacked evidence the
licensee affiliated a background study for their
license.

On June 26, 2022, at 8:29 a.m., licensed assisted
living director (LALD)-A verified RN-D and ULP-F
background studies were submitted under a
different license.

The licensee's Background Studies policy dated
August 1, 2021, indicated background study's
would be initiated on all employees being
considered and once completed the individual
may provide direct contact services for the
agency for which the background study was
completed.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

01760 144G.71 Subd. 8 Documentation of 01760
SS8=F | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
include the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
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review, the licensee failed to ensure medications
were administered as ordered for one of one
resident (R1) with records reviewed.

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:

R1's diagnoses included diabetes, bipolar
disorder, major depressive disorder and high
blood pressure.

R1's Service Plan dated August 26, 2021,
included medication administration four times a
day.

On June 21, 2022, at approximately 11:30 a.m.,
the surveyor observed unlicensed personnel
(ULP)-E take a Novolog insulin pen out of the
medication cart, check the online system for use,
get an alcohol pad and apply needle to insulin
pen, prime the insulin pen (released 2 units of
insulin into the air), use alcohol pad to clean an
area of R1's upper left abdomen and inset the
needle to administer 2 units of insulin.

Prescriber orders dated December 23, 2021,
included Novolog 100 unit (U)/milliliter (ml)
(insulin), three times a day:

-blood sugar 60-140 = no insulin;

-blood sugar 141-200 = 2 units;

-blood sugar 201-250 = 4 units;

-blood sugar 251-300 = 6 units;
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-blood sugar 301-350= 8 units;

-blood sugar 351-399= 10 units;

If blood sugar is greater than 400 recheck blood
sugar for confirmation. Call registered nurse (RN)
and give same units as 351-399=10 units.

R1's Insulin and Blood Glucose (BG) Summary
from June 1, 2022, through June 21, 2022,
lacked to include the units of insulin given:
June 1, 2022, 8:00 a.m., BG of 146;

June 2, 2022, 8:00 a.m., BG of 155;

June 2, 2022, 5:00 p.m., BG of 244

June 3, 2022, 11:55 a.m., BG 221;

June 4, 2022, 11:55 a.m., BG 170;

June 5, 2022, 1:55 a.m., BG 169;

June 8, 2022, 5:00 p.m., BG 148;

June 9, 2022, 5:00 p.m., BG 261;

June 10, 2022, 11:55 a.m., BG 240;

June 13, 2022, 11:55 a.m., BG 244;

June 13, 2022, 5:00 p.m., BG 158;

June 14, 2022, 11:55 a.m., BS 143:

June 15, 2022, 8:00 a.m., BG 145;

June 15, 2022, 11:00 a.m., BG 254;

June 16, 2022, 8:00 a.m., BG 158;

June 16, 2022, 11:55 a.m., BG 167;

June 16, 2022, 5:00 p.m., BG 142;

June 17, 2022, 8:00 a.m., BG 153;

June 17, 2022, 11:55 a.m., BG 242;

June 17, 2022, 5:00 p.m., BG 148;

June 20, 2022, 5:00 p.m., BG 189;

June 21, 2022, 8:00 a.m., BG 155;

June 21, 2022, 11:55 a.m., BG 193.

On June 22, 2022, at approximately 10:55 a.m.,
registered nurse (RN)-C acknowledged the
amount of insulin administrated to R1 had not
been documented as required.

On June 22, 2022, at 12:10 p.m., RN-C stated
she spoke with RN-D and learned the amount of
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insulin administrated was to be documented in
"the note" [area available in the on-line record].
RN-C confirmed the computer system had the
amount of insulin administered as "optional”
documentation. RN-C added she changed the
requirement in the computer system, making
documentation of the amount of insulin
administrated a requirement.
The licensee's Medication & Treatment-
Administration & Delegation policy dated August
1, 2021, indicated documentation with medication
administration would include the date, time,
dosage, and method of administration of all
medications.
No further information was provided.
TIME PERIOD FOR CORRECTION: Seven (7)
days
01880 144G.71 Subd. 19 Storage of medications 01880
SS=F

An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the
medication was secured in a locked area for one
of one residents (R2.) In addition, the licensee
failed to make certain the medication refrigerator
maintained an acceptable temperature to ensure
the medications were stored according to
manufacturer's recommendations.
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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
the residents).

The findings include:
SECURE MEDICATION STORAGE

On June 22, 2022, at 6:54 a.m., the surveyor
observed a paper medication cup sitting on top
on the medication cart in the common's area. The
medication cup was covered with plastic wrap
and had a piece of masking tape across it with
R2's name and "lotion" written on it.

On June 22, 2022, at 7:35 a.m., the surveyor
observed R2 approach the medication cart and
ask ULP-E for his lotion. ULP-E handed R2 the
medication cup and she told him where it was to
be applied and R2 left the area.

On June 22, 2022, at 7:36 a.m., R2 returned to
the medication cart and asked ULP-E for more
lotion. ULP-E then opened the medication cart
and removed a tube of Ammonium Lactate 12 %
cream (used to treat dry, scaly skin conditions)
and gave R2 more of the contents.

R2's prescribers orders dated February 14, 2022,
included Ammonium Lactate 12% cream, apply
generously to hands and feet two (2) times a day.

On June 22, 2022, at 7:37 a.m., ULP-E stated
ULP-F normally gives it to him, adding, "Yeah, |
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know it should not be there [on top of the
medication cart unsecured]."

On June 22, 2022, at 9:06 a.m., RN-D verified
medications were not to be left on the medication
cart, "that would be a no."

MEDICATION STORED ACCORDING TO
MANUFACTURER'S RECOMMENDATIONS

On June 22, 2022, at 10:55 a.m., the surveyor
and housing manager (HM)-G reviewed the
contents of the locked medication refrigerator.
HM-G confirmed the current temperature was 36
degrees Fahrenheit (F).

The medication refrigerator contained the
following medications:

-four (4) unopened Tresiba 100 units/milliliter (ml)
insulin pens for R2; and

-four (4) unopened Toujeo 300 units/ml insulin
pens and four ( 4) unopened Novolog 100
units/ml insulin pens for R1.

The request was made to review the of
temperature log from May 1, 2022, until June 22,
2022, for the medication refrigerator.

The Refrigerator Temperature Medication Room
log dated May 1, 2022, through June 22, 2022,
indicated the temperature had been monitored 51
out of the 52 opportunities; 38 out of the 51 times
the temperature was recorded as being in the
acceptable range (36 to 46 degrees (F).
Unacceptable ranges documented were 2 times
at 32 F and 11 times at 34 F during the above
timeframe.

On June 22, 2022, at approximately 10:45 a.m.,
registered nurse (RN)-D confirmed staff were to

Minnesota Department of Health
STATE FORM 6899 0E8U1M If continuation sheet 25 of 34



Minnesota Department of Health

PRINTED: 07/07/2022
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

30749

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

06/23/2022

NAME OF PROVIDER OR SUPPLIER

711 17TH
BEMIDJI,

TOUCH OF HOME

STREET
MN 56601

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

(X5)
COMPLETE
DATE

DEFICIENCY)

01880

02310
SS=G

Continued From page 25

call her when the medication refrigerator
temperature was outside of listed parameters.
RN-D acknowledged staff has not been calling
her as it was scheduled for the night shift to
complete. RN-D stated she would change it [the
scheduled time] to the afternoons task list.

The manufacturer's instructions for Tresiba, dated
August 11, 2021, indicated unopened pens
should be stored in the refrigerator between 36 to
46 degrees F.

The manufacturer's instructions for Toujeo, dated
February 2015, indicated unopened pens should
be stored in the refrigerator between 36 to 46
degrees F.

The manufacturer's instructions for Novolog,
dated June 2021, indicated unopened pens
should be stored in the refrigerator between 36 to
46 degrees F. Do not freeze.

The licensee's Medication Storage policy dated
August 1, 2021, indicated medication would be
kept securely locked and only authorized staff
would have access to stored medications. In
addition, medications would be stored consistent
with manufacture's recommendations
(refrigerated, room temperature, or frozen).

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

144G.91 Subd. 4 Appropriate care and services

(a) Residents have the right to care and assisted
living services that are appropriate based on the

01880

02310
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resident's needs and according to an up-to-date
service plan subject to accepted health care
standards.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure the care and
services were provided according to a suitable
and up-to-date plan, and subject to acceptable
health care and medical, or nursing standards for
one of one resident (R1) with side rails. In
addition, the licensee failed to provide care and
services according to acceptable health care,
medical or nursing standards for storage of
oxygen, which had the potential to affect all
residents, staff, and visitors.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

This practice resulted in an immediate correction
order on June 22, 2022.

The findings include:
R1's diagnoses include diabetes, bipolar disorder,
major depressive disorder, and high blood

pressure.

On June 21, 2022, at approximately 11:30 a.m.,
the surveyor observed a U-shaped grab-bar
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device attached to R1's bed. When the surveyor
grabbed the U-bar it was secure. The bottom of
the U-bar fit between the mattress and box spring
and did not easily move out or back in. R1
indicated he used the U-bar to help him get up.

R1's current service plan dated August 26, 2021,
indicated R1 received the following services:
medication management, laundry, linen change,
meal assistance, nail care, safety checks, blood
glucose monitoring, transfer assistance and vital
sign monitoring.

R1's assessment dated April 1, 2022, included
bed safety/indications for side rail usage:

-aid in transfers to and from bed;

-assist him to sit up and stand up from bed; and
-resident and/or responsible party had been
informed of benefits vs risk of side rails. The
assessment did not indicate if the rail was safe
nor were the manufacturers instructions in R1's
record.

On June 22, 2022, at 11:17 a.m., registered nurse
(RN)-C measured R1's side rail with the surveyor
present. The side rail measured 32 inches tall
from the floor to the top of the rail. The opening
measured 18 inches across and 4.5 inches from
the bed to the rail. From the top of the bed to the
top of the rail measured 6 inches.

On June 22, 2022, at approximately, 11:40 a.m.,
the surveyor requested to view the
manufacturer's installation instructions for the
resident's U-bar device, [Carex- Caring for use,
model number P556-00]. The United States
Consumer Product Safety Commission web site
was reviewed; this bedrail had been recalled.
RN-C was unaware of the recall status of the
U-bar device.
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The FDA "A Guide to Bed Safety" revised April
2010, included the following information: "When
bed rails are used, perform an on-going
assessment of the patient's physical and mental
status, closely monitor high-risk patients. The
FDA also identified; "Patients who have problems
with memory, sleeping, incontinence, pain,
uncontrolled body movement, or who get out of
bed and walk unsafely without assistance, must
be carefully assessed for the best ways to keep
them from harm, such as falling. Assessment by
the patient's health care team will help to
determine how best to keep the patient safe".

The licensee's Side Rails policy dated August 1,
2021, confirmed the licensee would assess the
use, educate the resident and when appropriate,
the responsible person, regarding the risks and
benefits of side rails, and verify that the side rail in
use is of a safe design and utilized consistent
with the manufacturer's directions. This policy
shall be followed regardless of who owns or is
supplying the siderail.

No further information was provided.

Immediacy is removed as confirmed by
surveyor's on-site observations and review by
evaluation supervisor on June 23, 2022; however,
noncompliance remains at a scope and level
three, isolated (G).

OXYGEN STORAGE

On June 21, 2022, at 2:55 p.m., the surveyor
observed 6 short oxygen cylinder tanks and one
tall oxygen cylinder tank in R3's closet. The
oxygen tanks were not secured.
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On June 21, 2022, at 2:55 p.m., licensed assisted
living director (LALD)-A confirmed the oxygen
tanks were not in a rack. LALD-A stated, "I
wondered about that. | know they [company
supplying tanks] deliver the tanks in racks."

On June 23, 2022, at 9:34 a.m., the surveyor and
housing manager (HM)-G observed one oxygen
cylinder tank sitting unsecured on floor by an
oxygen concentrator and one oxygen cylinder
tank in the closet in a pushcart, secured in R1's
room.

On June 23, 2022, registered nurse (RN)-D
stated "l can't tell you a lot. The oxygen tanks
come from [named a business]. They are in a
rack normally, but not always". RN-D added, "one
resident's oxygen is in his mother's room, he
messes with it."

Minnesota Department of Health guidance,
Oxygen Cylinder Storage Requirements, dated
April 16, 2020, indicated oxygen cylinders must
be secured (chains or racks) to prevent them
from falling over.

The licensee's Oxygen policy revised August 1,
2021, confirmed oxygen cylinders and vessels
must always remain upright, never tip an oxygen
cylinder or vessel on its side or try to roll it to a
new location. Also, oxygen cylinders and vessels
were to be kept in well-ventilated area (not in
closets, behind curtains, or other confirmed
space).

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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02410 144G.91 Subd. 13 Personal and treatment 02410
SS=D

privacy

(a) Residents have the right to consideration of
their privacy, individuality, and cultural identity as
related to their social, religious, and psychological
well-being. Staff must respect the privacy of a
resident's space by knocking on the door and
seeking consent before entering, except in an
emergency or where clearly inadvisable or unless
otherwise documented in the resident's service
plan.

(b) Residents have the right to have and use a
lockable door to the resident's unit. The facility
shall provide locks on the resident's unit. Only a
staff member with a specific need to enter the
unit shall have keys. This right may be restricted
in certain circumstances if necessary for a
resident's health and safety and documented in
the resident's service plan.

(c) Residents have the right to respect and
privacy regarding the resident's service plan.
Case discussion, consultation, examination, and
treatment are confidential and must be conducted
discreetly. Privacy must be respected during
toileting, bathing, and other activities of personal
hygiene, except as needed for resident safety or
assistance.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure privacy was
maintained for one of one resident (R1) observed
during insulin administration procedure.

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
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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 insulin administration was conducted while
seated in the occupied open dining room area by
unlicensed personnel (ULP)-E.

R1's diagnoses include diabetes, bipolar disorder,
major depressive disorder, and high blood
pressure.

R1's Service Plan dated August 26, 2021,
included medication administration four times a
day.

On June 23, 2022, at 8:58 a.m., R1 was seated at
the dining room table in the open dining room
area. R2 was also seated at this table. The
surveyor observed ULP-E with gloved hands pull
up R1's shirt to expose his abdomen while he
was sitting at the dining room table. ULP-E
cleaned an area on R1's abdomen and placed
the Novolog insulin pen (a multiple dose pen
shaped injector device used for insulin
administration) to his mid abdomen and inject
Novolog insulin. ULP-E did not encourage, offer,
or attempt to direct R1 to a private area to
administer R1's insulin.

On June 23, 2022, at 9:15 a.m., ULP-E stated, "I
just forgot, normally it [insulin administration] is in
his room."

On June 23,2022, at 9:40 a.m., registered nurse
(RN)-D was interviewed by the surveyor about
insulin administration. RN-D replied, "l think it
should be on care plan, but it is not always the
same." RN-D added, "let's face it, staff is not
going to read all of that [details]."

The licensee's Medication and Treatments/Insulin
policy dated August 1, 2021, noted when
administering insulin to provide privacy for the
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individual.
No further information was provided.
TIME PERIOD FOR CORRECTION: Seven (7)
days
03090 144.6502, Subd. 8 Notice to Visitors 03090
SS=C

Subd. 8.Notice to visitors. (a) A facility must post
a sign at each facility entrance accessible to
visitors that states: "Electronic monitoring
devices, including security cameras and audio
devices, may be present to record persons and
activities."

(b) The facility is responsible for installing and
maintaining the signage required in this
subdivision.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure the required
notice was posted at the main entry way of the
facility to display statutory language to disclose
electronic monitoring activity. This had the
potential to affect all current residents, staff and
any visitors of the licensee.

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:
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On June 21, 2022, at 9:30 a.m., the surveyor
entered the building of the facility and observed
no signage posted at the entrance or areas
immediately adjacent to the entry regarding
electronic monitoring.

On June 21, 2022, at 10:47 a.m., the licensed
assisted living director (LALD)-A stated they had
three cameras in the common's area and two
camera's down hallways. LALD-A verified the
licensee did not have signage posted in the entry
way regarding electronic monitoring at this time.

The licensee's Electronic Monitoring policy
revised August 1, 2021, confirmed sign are
installed at each facility entrance accessible to
visitors that state: "Electronic monitoring devices,
including security cameras and audio devices,
may be present to record person or activities."

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-One
(21) days
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975

DEPARTMENT Saint Paul, MN 55165-0975
OF HEALTH 651-201-4500

mei ggl”z oo Food and Beverage Establishment Page 1
ate: .

Time:  12:24:33 Inspection Report

Report: 8046221086

— Location: — Establishment Info:
Touch Of Home ID #: 0039200
711 17th Street Risk:
Bemidji, MN56601 Announced Inspection: No

Beltrami County, 04

— License Categories: — Operator:

: Phone #: 2184442775
Expireson: [/ ID #:

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

The following orders were issued during this inspection.

4-700 Sanitizing Equipment and Utensils
4-702.11 ** Priority 1 **
MN Rule 4626.0900 Sanitize utensils and food contact surfaces of equipment before use, after cleaning.

OBSERVED DISHES WASHED BY HAND BEFORE USE. DISHES WILL BE WASHED IN A
SANITIZING DISH MACHINE.

Corrected on Site

3-500C Miicrobial Control: date marking
3-501.17A ** Priority 2 **

MN Rule 4626.0400A Mark the refrigerated, ready-to-eat, TCS food prepared and held for more than 24 hours
in the food establishment using an effective method to indicate the date by which the food must be consumed on
the premises, sold, or discarded.

OBSERVED NO DATE MARKING. STAFF WILL DATE MARK GOING FORWARD.
Corrected on Site

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

MN Rule 4626.0710B Provide a readily accessible, irreversible registering temperature indicator for measuring
the utensil surface temperature in mechanical hot water warewashing operations.

NEED MIN/MAX THERMOMETER OR WAX THERMOMETER. SEVERAL WAX THERMOMETERS
WERE PROVIDED.

Corrected on Site



Type:  Full Food and Beverage Establishment Page 2
Date: 06/21/22

Time:  12:24:33 Inspection Report

Report: 8046221086
Touch Of Home

7-100 Toxic Labeling

7-102.11 ** Priority 2 **

MN Rule 4626.1595 Clearly label all working containers used for storing poisonous or toxic materials from
bulk supplies such as sanitizers and cleaners, with the common name of the product.

OBSERVED NO LABEL ON SPRAY BOTTLE OF PEROXIDE CLEANER. A LABEL IS BEING
PROVIDED TODAY.

Corrected on Site

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

STAFF HAS TAKEN AND PASSED FOOD SAFETY COURSE, WILL APPLY FOR STATE ISSUED
CFPM CARD.

Comply By: 09/21/22

3-300C Protection from Contamination: equipment/utensils, consumers
3-304.14B

MN Rule 4626.0285B Wiping cloths used for wiping counters and other equipment surfaces must be held in an
approved sanitizing solution and laundered daily.

OBSERVED NO SANITIZER IN USE. HAS QUAT AMMONIA AVAILABLE.
Comply By: 06/21/22

4-500 Equipment Maintenance and Operation

4-501.11AB

MN Rule 4626.0735AB All equipment and components must be in good repair and maintained and adjusted in
accordance with manufacturer's specifications.

OBSERVED TEFLON PANS THAT ARE FLAKING AND SCRATCHED. NEW PANS ARE BEING
OBTAINED TODAY.

Comply By: 06/21/22

Food and Equipment Temperatures

Process/Item: Cold Holding
Temperature: 39 Degrees Fahrenheit - Location: FRIDGE
Violation Issued: No

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

DISCUSSED DEVELOPING A COOLING LOG, OUTSTANDING ORDERS, SANITIZER USE, DISH
OPTIONS.



Type:  Full Food and Beverage Establishment Page 3
Date: 06/21/22

Time:  12:24:33 Inspection Report

Report: 8046221086
Touch Of Home

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 8046221086 of 06/21/22.

Certified Food Protection Manager:

Certification Number: Expires: /]

Inspection report reviewed with person in charge and left on site.

Signed: Signed:MLMm—

CARMIA THOMPSON Zachary Johnson R.S.
PENDING Public Health Sanitarian
Bemidji

218-308-2108
zach.johnson@state.mn.us
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