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

Electronically Delivered
March 27, 2023

Licensee

West Metro Care Services LLC
201 103rd Avenue Northwest
Coon Rapids, MN 55448

RE: Project Number(s) SL38120015
Dear Licensee:

This is your official notice that you have been granted your assisted living facility license. Your license effective
and expiration dates remain the same as on your provisional license. Your updated status will be listed on the
license certificate at renewal and this letter serves as proof in the meantime. If you have not received a letter
from us with information regarding renewing your license within 60 days prior to your expiration date, please
contact us at (651) 201-5273 or by email at Health.assistedliving@state.mn.us.

The Minnesota Department of Health completed an initial evaluation on March 8, 2023, for the purpose
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.

STATE LICENSING ORDERS

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
Home Care Providers. The assigned tag number appears in the far left column entitled "ID Prefix Tag." The
state statute number and the corresponding text of the state statute out of compliance are listed in the
"Summary Statement of Deficiencies" column. This column also includes the findings that are in violation of
the state statute after the statement, "This MN Requirement is not met as evidenced by . . ."

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

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

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

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

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order 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 reconsideration requests to: Health.HRD.Appeals@state.mn.us. Please attach this letter as part
of your reconsideration request. Please clearly indicate which tag(s) you are contesting and submit information
supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place

St. Paul, MN 55164-0970

You are encouraged to retain this document for your records. It is your responsibility to share the information
contained in 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,

G Semee

Paul Spencer, Supervisor

State Rapid Response Team

85 East Seventh Place, Suite 220

P.O. Box 64970

St. Paul, MN 55164-0970

Email: paul.spencer@state.mn.us
Telephone: 651-587-4460 Fax: 651-215-6894

HHH
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CORRECTION ORDER(S) documenting the State Licensing
Correction Orders using federal software.
In accordance with Minnesota Statutes, section Tag numbers have been assigned to
144G.08 to 144G.95, these correction orders are Minnesota State Statutes for Assisted
issued pursuant to a survey. Living License Providers. The assigned
tag number appears in the far left column
Determination of whether violations are corrected entitled "ID Prefix Tag." The state Statute
requires compliance with all requirements number and the corresponding text of the
provided at the Statute number indicated below. state Statute out of compliance is listed in
When Minnesota Statute contains several items, the "Summary Statement of Deficiencies"
failure to comply with any of the items will be column. This column also includes the
considered lack of compliance. findings which are in violation of the state
requirement after the statement, "This
INITIAL COMMENTS: Minnesota requirement is not met as
#S1L.38120015 evidenced by." Following the surveyors'
findings is the Time Period for Correction.
On March 7 2023, the Minnesota Department of
Health conducted a survey at the above provider, PLEASE DISREGARD THE HEADING OF
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STATUTES.
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subd. 1, 2, and 3.
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following services to residents:

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to comply with
Minnesota Food Code chapter 4626. This had the
potential to affect all residents residing at the
facility.

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

Findings include:

Please refer to the included document titled, Food
and Beverage Establishment Inspection Report
dated March 7, 2023, for the specific Minnesota
Food Code deficiencies..

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:

0480

0810
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(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide required employee
training on fire safety and evacuation and failed to
complete required employee evacuation drills.
This had the potential to affect all staff, residents,
and visitors.
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident 's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

Findings include:

Arecord review and interview were conducted on
March 7, 2023, at approximately 12:30 p.m. and
with the facility's registered nurse (RN)-B on the
fire safety and evacuation plan, fire safety and
evacuation training, and evacuation drills for the
facility. The following deficient items were noted:

1. Fire safety and evacuation training for the
facility was not properly documented. Records
failed to show that employees had received
training when initially hired and twice per year
thereafter.

2. Fire safety and evacuation drills for the facility
were not properly documented to show they were
performed at least two times per year per shift
with at least one drill every other month.

During interview, RN-B verified the above
deficient conditions.

TIME PERIOD FOR CORRECTION: 21 DAYS

144G.62 Subd. 4 Supervision of staff providing
delegated nurs

(a) Staff who perform delegated nursing or

0810
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therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
interaction with the resident.

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure a registered
nurse (RN)-B conducted direct supervision of
staff performing a delegated task within 30 days
of providing services for two of two employees
(director (D)-A and unlicensed personnel (ULP)-C
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

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

Findings include:

R1 was admitted as the first resident to the facility
on January 31, 2023.

On March 7, 2023 at 10:45 a.m., during the
entrance conference, D-A confirmed knowledge
of assisted living rules and regulations. D-A
Confirmed he was the director, the owner, and
directly cared for residents which included
passing medications.

March 7, 2023, R1's Medication Administration
Record was reviewed and indicated D-A had
administered medication on multiple occasions to
R1.

On March 7, 2023, at 12:20 p.m., D-Awas
observed to administer medications to R1.

March 8, 2023, ULP-C 's employee file was
reviewed. The employee record lacked evidence
the RN conducted direct supervision of ULP-C
performing a delegated task within 30 days of
when ULP-C performed the delegated task.

On March 8, 2023, at 11:00 a.m., employee file
for D-A was reviewed. D-A"' s employee file did
not contain evidence of RN supervision for
passing medications within 30 days of the
delegated task completed by D-A.

On March 8, 2023, at approximately 10:30 a.m. ,
RN-B verified both D-A and ULP-C pass
medications and stated the supervision of staff
performing a delegated task had been completed

Minnesota Department of Health
STATE FORM 6899 720011 If continuation sheet 6 of 7
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for D-A and ULP-E, but not signed and

documented in the employee records as required.

The licensee's Supervision of Staff - Delegated
Services policy, undated, stated direct
supervision of staff performing delegated tasks
must be provided within 30 calendar days after
the date on which the individual begins working
for the licensee and first performs delegated
tasks for residents and thereafter based on
performance.

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 55164-0975
OF HEALTH 651-201-4500
Type:  Full Food and Beverage Establishment Page 1
Date: 03/07/23 .
Time:  14:57:21 Inspection Report
Report: 1021231045
— Location: — Establishment Infe:
West Metro Care Services LLC ID #: N381200
201 103rd Ave NW Risk:
Coon Rapids, MN55433 Announced Inspection: Yes
Anoka County, 02

— License Categories: Operator:
. Phone #:
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.

4-300 Equipment Numbers and Capacities

4-302.14 ** Priority 2 **

MN Rule 4626.0715 Provide an appropriate test kit to accurately measure sanitizing solutions.
NO TEST KIT ON-SITE TO MEASURE THE CONCENTRATION OF BLEACH. PROVIDE.
Comply By: 03/13/23

Surface and Equipment Sanitizers

Chlorine: = 100PPM at Degrees Fahrenheit
Location: SANI BUCKET
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Cold Holding
Temperature: 38 Degrees Fahrenheit - Location: MILK - WHIRLPOOL REFRIGERATOR
Violation Issued: No

Process/Item: Cold Holding
Temperature: 41 Degrees Fahrenheit - Location: SLICED TURKEY - WHIRLPOOL REFRIGERATOR
Violation Issued: No

Process/Item: Thawing
Temperature: 30 Degrees Fahrenheit - Location: SLICED HAM - WHIRLPOOL REFRIGERATOR
Violation Issued: No




Type:  Full Food and Beverage Establishment Page 2
Date: 03/07/23

Time:  14:57:21 Inspection Report

Report: 1021231045
West Metro Care Services LLC

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

ALL FINDINGS ON THIS REPORT WERE DISCUSSED WITH CFPM/MANAGER, ADEYEYE
OGUNSINA AND HEALTH REGULATION DIVISION NURSE EVALUATOR, MAGGIE REGNIER.

THIS FACILITY IS A RESIDENTIAL HOME. THEY CURRENTLY HAVE 4 CLIENTS AND THE
FACILITY CAN HAVE UP TO 5 CLIENTS.

PER CONVERSATION WITH ADEYEYE, FOOD IS MADE FOR SAME DAY SERVICE. NO
LEFTOVERS ARE KEPT.

THE KITCHEN HAS RESIDENTIAL EQUIPMENT, LAMINATE FLOORING, AND LAMINATE
COUNTERS. PHYSICAL FACILITY ITEMS WILL BE MONITORED AT FUTURE INSPECTIONS.

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

| acknowledge receipt of the Minnesota Department of Health inspection report
number 1021231045 of 03/07/23.

Certified Food Protection ManagerADEYEYE S. OGUNSINA
Certification Number: _FM111268 Expires: _06/01/25

Inspection report reviewed with person in charge and emailed.

Signed: Signed: W

i

ADEYEYE OGUNSINA Melissa Ramos

CFPM/MANAGER Environmental Health Specialist
Metro District Office
651-201-4495
Melissa.Ramos@state.mn.us
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