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

Electronically Delivered
June 7, 2024

Licensee

Tender Care Providers LLC
1794 Switchgrass Circle
Shakopee, MN 55379

RE: Project Number(s) SL36678015

Dear Licensee:

On April 30, 2024, the Minnesota Department of Health completed a follow-up survey of your facility
to determine if orders from the November 14, 2023, survey were corrected. This follow-up survey
verified that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

/ oo,
Im Hanna, Supervisor
State Engineering Services Section

Health Regulation Division
Telephone: 507-208-8982 Fax: 1-866-890-9290
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m DEPARTMENT
| OF HEALTH
Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
March 29, 2024

Licensee

Tender Care Providers LLC
1794 Switchgrass Circle
Shakopee, MN 55379

RE: Project Number(s) SL36678015
Dear Licensee:

On January 29, 2024, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on November 14, 2023. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the November 14, 2023 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the last
survey, completed on November 14, 2023, found not corrected at the time of the January 29, 2024,
follow-up survey and/or subject to penalty assessment are as follows:

0820 - Fire Protection And Physical Environment - 144g.45 Subd. 2 (g)

The details of the violations noted at the time of this follow-up survey completed on January 29, 2024
(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.

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

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to comply
with the correction orders within the time period outlined on the state form; however, plans of correction
are not required to be submitted for approval.

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. Letter ID: 8GKP Revised 04/14/2023
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CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by MDH within 15 calendar days
of the correction order receipt date.

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated with
a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is

substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.

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

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. The request must contain a brief and plain statement describing each matter or issue
contested and any new information you believe constitutes a defense or mitigating factor. to submit a
hearing request, please visit:

https://forms.web.health.state.mn.us/form/HRDAppealsForm

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. If you wish to contest tags without fines in a
reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at the
website listed above.

We urge you to review these orders carefully. If you have questions, please contact Bob Dehler at
651-201-3710.

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

Sincerely,

Bob Dehler, P.E.

Engineering Manager

Engineering Services Section
Health Regulation Division

Email: Robert.Dehler@state.mn.us
Telephone: 651-201-3710

JMD
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1794 SWITCHGRASS CIRCLE
SHAKOPEE, MN 55379
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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)

TENDER CARE PROVIDERS LLC

0 000 Initial Comments 0 000

kkkkk ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144G.95 this correction order(s) has
been issued pursuant to a survey.
Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:

SL36678015-1

On January 29, 2024, the Minnesota Department
of Health conducted a revisit at the above
provider to follow-up on orders issued pursuant to
a survey completed on November 14, 2023. At
the time of the survey, there were 5 residents all
of whom received services under the Assisted
Living license. As a result of the revisit, the
licensee is not in substantial compliance.

{%gﬂ;} 144G.41 Subd. 3 Infection control program {0 510}
(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

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 08212 If continuation sheet 1 of 5
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{0 510} | Continued From page 1 {0 510}

compliance with this subdivision.

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

{0 630} 144G.42 Subd. 6 (b) Compliance with {0 630}
SS=F | requirements for reporting ma

(b) The facility must develop and implement an
individual abuse prevention plan for each
vulnerable adult. The plan shall contain an
iIndividualized review or assessment of the
person's susceptibility to abuse by another
individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

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

{0 820} 144G.45 Subd. 2 (g) Fire protection and physical | {0 820}
SS=A| environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with

Minnesota Department of Health
STATE FORM 6899 08212 If continuation sheet 2 of 5
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a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide properly sized egress window for
a resident room that did not create a distinct
hazard for residents. This had the potential to
directly affect a portion of the residents and staff.

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 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).

On January 29, 2024, at 12:41 p.m., survey staff
did a desk follow-up per email with licensed
assisted living director in residency (LALDIR)-B.
During the desk follow-up, survey staff inquired
about the egress window in resident room (5) not
meeting the minimum size egress requirements
from the survey that was conducted on November
14, 2023. LALDIR-B stated that " we have tried
to add the egress window but the homeowners
Association of the house didn't allow us to change
the form of the house but they're allowing us to
add a room in the basement. I'll attach the floor
plan so you can see it. Also, the client in the 5th
room is interested in moving out with his girlfriend
and gives us a notice of 60 days. His discharge
day is scheduled for April 1st".

A record review of the fire watch logs indicated

Minnesota Department of Health
STATE FORM 6899 08212 If continuation sheet 3 of 5
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that the licensee has continued fire watch
protocols every 30 minutes of each day since
executing this as the plan of correction from the
immediate order from the previous survey.
LALDIR-B emailed these logs which confirmed
that the staff was executing all required fire watch
protocols during each shift.

{01730} 144G.71 Subd. 5 Individualized medication {01730}
SS=F | management plan

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

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

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

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

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

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

(7) any resident-specific requirements relating to

Minnesota Department of Health
STATE FORM 6899 08212 If continuation sheet 4 of 5
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{01730} | Continued From page 4 {01730}

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

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

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

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

Minnesota Department of Health
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
November 21, 2023

Licensee

Tender Care Providers LLC
1794 Switchgrass Circle
Shakopee, MN 55379

RE: Project Number(s) SL36678015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on November 14, 2023, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, the MDH noted violations of the laws pursuant to Minnesota Statute, Chapter 144G,
Minnesota Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or
Minnesota Statute Chapter 260E.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. The MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. The assighed tag number appears in the far left column entitled "ID Prefix
ag." 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 may be 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.31, Subd. 4 (a)(5), the MDH may impose fine amounts of either

S1,000 or S5,000 to licensees who are found to be responsible for maltreatment.
The MDH may impose a fine of $1,000 for each substantiated maltreatment violation that consists of

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021
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abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,9, 17. The MDH
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 (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 survey:

St - 0-0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00
St - 0 - 0820 - 144g.45 Subd. 2 (g) - Fire Protection And Physical Environment - $3,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $3,500.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to
comply with the correction orders within the time period outlined on the state form; however, plans
of correction are not required to be submitted for approval.

The correction order documentation should include the following:

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

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

e |dentify what changes to your systems and practices were made to ensure compliance with

the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by the MDH within 15

calendar days of the correction order receipt date.

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.
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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
HRD 3A, 3rd Floor

P.O. Box 64900

625 Robert Street North

St. Paul, MN 55164

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 MDH within 15 business days of the correction order
receipt date. The request must contain a brief and plain statement describing each matter or issue
contested and any new information you believe constitutes a defense or mitigating factor. 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 the letter and state form with your organization’s Governing Body.

If you have any questions, please contact me.

Sincerely,
OIS

Jodi Johnson, Supervisor

State Evaluation Team

Email: jodi.johnson@state.mn.us

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

HHH
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AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assigned tag number
144G.08 to 144G.95, these correction orders are appears in the far left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
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.
SL36678015-0
PLEASE DISREGARD THE HEADING OF
On November 13, 2023, through November 14, THE FOURTH COLUMN WHICH
2023, the Minnesota Department of Health STATES,"PROVIDER'S PLAN OF
conducted a full survey at the above provider, and CORRECTION." THIS APPLIES TO
the following correction orders are issued. At the FEDERAL DEFICIENCIES ONLY. THIS
time of the survey, there were five active WILL APPEAR ON EACH PAGE.
residents; five were receiving services under the
Assisted Living license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
0820: The immediacy was lifted on November 14, STATUTES.
2023; however, non-compliance remained at a
level 3/isloated (G). 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.
0510, 144G.41 Subd. 3 Infection control program 0510
SS=F
(a) All assisted living facilities must establish and
maintain an infection control program that
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

6899
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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.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure infection
control standards were followed for one of one
unlicensed personnel (ULP-D) during medication
administration for two of two residents (R1, R2).
This had the potential to affect all residents
receiving medication administration.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) 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:

On November 14, 2023, at 7:00 a.m. ULP-D was
observed to use hand sanitizer, don (apply)
gloves, unlock the medication cabinet with his key
and pull out R1's medication bucket. With the
same gloves, ULP-D went to the computer and
documented information on the computer,
returned to the medication bucket and punched

Minnesota Department of Health
STATE FORM 6899 08211 If continuation sheet 2 of 12




PRINTED: 11/21/2023

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
36678 B. WING 11/14/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1794 SWITCHGRASS CIRCLE
TENDER CARE PROVIDERS LLC
SHAKOPEE, MN 55379
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 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)

0510 | Continued From page 2 0510

out medications from several bubble packs into a
medication cup. Using the same gloves, ULP-D
pulled out a locked box from the medication
cabinet, opened it with a key, and pulled out a
bottle of narcotic tablets. ULP-D stated he
needed to first count the tablets for the narcotic
count. He opened the bottle and poured the
tablets into his gloved hand and proceeded to
count the tablets, placing all but one back into the
medication bottle. ULP-D returned the bottle to
the locked box, locked the box, and put it back
iInto the medication cabinet. He then poured some
bottled water into a paper cup and administered
medications to R1. With the same gloves, ULP-D
applied a topical patch to R1's left shoulder area.
ULP-D touched multiple surfaces during all steps
of the medication set up, narcotic count, and
medication administration and failed to remove
gloves and perform proper hand hygiene between
touching multiple surfaces and directly touching
medications.

On November 14, 2023, at 8:15 a.m. ULP-D was
observed to use hand sanitizer, don gloves,
unlock the medication cabinet, and remove R2's
medication bucket. Using the same gloves,
ULP-D documented on the computer, set up and
administered R2's medications. ULP-D touched
multiple surfaces with the same gloved hands
throughout the entire procedure of medication set
up and administration.

On November 14, 2023, at 8:25 a.m. ULP-D
stated he always wore gloves when he set up and
administered medications and had not
considered that he was touching multiple
surfaces during the various steps. Furthermore,
he stated he didn't even think about not directly
touching tablets during a narcotic count and that
he had been touching other surfaces prior to this.
Minnesota Department of Health
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On November 14, 2023, at 1:15 p.m. clinical
nurse supervisor (CNS)-C stated her
expectations were for all staff to perform proper
hand hygiene and be mindful of glove use and
contamination with medication set up and
administration.

The licensee's Infection Control policy dated
August 1, 2021, indicated hands would be
sanitized prior to medication administration and
after the use of gloves.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

06301 144G.42 Subd. 6 (b) Compliance with 0 630
SS=F | requirements for reporting ma

(b) The facility must develop and implement an
individual abuse prevention plan for each
vulnerable adult. The plan shall contain an
individualized review or assessment of the
person's susceptibility to abuse by another
individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure an individual
abuse prevention plan (IAPP) was developed to

Minnesota Department of Health
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include the required content for one of one
resident (R1).

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

The findings include:

R1's diagnoses included anxiety, traumatic brain
injury (TBI), attention deficit hyperactivity disorder
(ADHD) (a mental health disorder that includes a
combination of persistent problems, such as
difficulty paying attention, hyperactivity, and
impulsive behavior), and depression.

R1 was admitted to the facility under the facility's
Assisted Living Facility (ALF) license on
December 20, 2021.

R1's Service Plan dated November 13, 2023,
indicated he received services to include
medication administration, bathing and exercise
reminders, and behavior management.

On November 14, 2023, at 7:00 a.m. unlicensed

personnel (ULP)-D was observed to set up and
administer medications to R1.

R1's IAPP dated January 18, 2022, in the section
identified as "Safety", indicated R1 was not at risk
to abuse by others. Additionally, the |APP did not
include whether R1 was susceptible to abusing
others, including other vulnerable adults.

Minnesota Department of Health

STATE FORM 6899 08211 If continuation sheet 5 of 12




PRINTED: 11/21/2023

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
36678 B. WING 11/14/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1794 SWITCHGRASS CIRCLE
TENDER CARE PROVIDERS LLC
SHAKOPEE, MN 55379
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 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)

0630 | Continued From page 5 0630

On November 14, 2023, at 1:15 p.m. clinical
nurse supervisor (CNS)-C stated she was not
aware of the requirement to address the
residents’ susceptibility to abuse others including
other vulnerable adults and would update all the
residents' IAPPs to clarify this information.

The licensee's Vulnerable Adult policy dated
August 1, 2021, included the definition of a
Vulnerable Adult to be, anyone 18 years of age or
older, who regardless of where the person is
living, is unable or unlikely to report abuse or
neglect without assistance because of
impairment of mental or physical function, or
emotional status. Additionally, the policy indicated
the home care employee has responsibility for the
following:

-Assessment of vulnerability status of each
resident upon admission. Susceptibility to abuse
Includes self-abuse and neglect and risk of abuse
by other individuals, including other vulnerable
adults, in the following areas:

physical, verbal (emotional/psychosocial), sexual,
financial exploitation, and self-abuse.

-The resident's risk of abusing other vulnerable
adults within the residence shall be assessed.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

Minnesota Department of Health
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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 had the potential to directly affect
some of the 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 an
iIsolated 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 November 14, 2023, at 9:26 a.m., survey staff
toured the facility with licensed assisted living
director in residency (LALDIR)-B. During the
facility tour, survey staff observed and verified in
the downstairs living room the ceiling light and
wall switch covers were missing leaving electrical
wire exposed.

On November 14, 2023, at 9:26 a.m., LALDIR-B
verbally confirmed survey staff observations
during the facility tour.

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

Minnesota Department of Health
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0 820| 144G.45 Subd. 2 (g) Fire protection and physical | 0820
SS=G | environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee This immediate correction order was
failed to provide properly sized egress window for identified on November 13, 2023, issued
a resident room that did not create a distinct for SL366/7/8015-0, tag identification 0820.
hazard for residents. This had the potential to
directly affect a portion of the residents and staff. On November 14, 2023, the immediacy of
correction order 0820 was removed,

This practice resulted in a level three violation (a however non-compliance remained at an
violation that harmed a resident's health or safety, scope and level of G.

not including serious injury, impairment, or death,
or a violation that has the potential to lead to This was confirmed by the licensee via
serious injury, impairment, or death) and was email and approved by evaluation
Issued at an isolated scope (when one or a Supervisor.

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 November 14, 2023, at 9:10 a.m., survey staff
conducted a facility tour with licensed assisted

Minnesota Department of Health
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living director in residency (LALDIR-B).

During facility tour, survey staff observed the
following:

Occupied resident room #5 had no window in
their basement bedroom and therefore no means
of escape in case of a fire or similar emergency.

LALDIR-B visually verified the deficient condition.
No further information provided.

TIME PERIOD FOR CORRECTION: Immediate

On November 14, 2023, the immediacy was
lited. However, non-compliance remained at a
level 3/isloated (G)

017301 144G.71 Subd. 5 Individualized medication 01730
SS=F | management plan

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

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

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

(3) documentation of specific resident instructions

Minnesota Department of Health
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relating to the administration of medications;

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

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

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

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

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure an
iIndividualized medication management plan

included all required content for one of one
resident (R1).

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

The findings include:

R1's diagnoses included anxiety, traumatic brain
injury (TBI), attention deficit hyperactivity disorder
(ADHD) (a mental health disorder that includes a
combination of persistent problems, such as
difficulty paying attention, hyperactivity, and
impulsive behavior), and depression.

R1's Service Plan dated November 13, 2023,
Indicated he received services to include
medication administration.

On November 14, 2023, at 7:00 a.m. unlicensed
personnel (ULP)-D was observed to set up and
administer medications to R1.

R1's Medication Administration Record (MAR)
dated November 2023, indicated he received two
medications for depression, one for anxiety, one
for ADHD, one for alcohol/opioid use disorder,
one for manic-depression, one for nicotine
dependence and two for fungal skin infections.

R1's Service Plan for Medication Management
Plan dated January 6, 2022, lacked the required
content to include a description of medication
management tasks to be delegated to unlicensed
personnel.

On November 14, 2023, at 1:15 p.m. clinical
nurse supervisor (CNS)-C stated she was not
aware this part of the medication plan was
missing for the residents' medication plans and
would review and update each resident record for
this required component.

Minnesota Department of Health
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The licensee's Service Plan for Medication
Management policy dated August 1, 2021,
iIndicated the written Medication Management
Plan included the following provisions:
-description of medication management tasks to
be delegated to unlicensed personnel.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975

DEPARTMENT St. Paul, MN 55164-0975
OF HEALTH 651-201-4500
iype bl Food and Beverage Establishment b
Date: [1/14/23 _
Time:  11:30:00 Inspection Report
Report: 8041231373
— Location: — Establishment Infe:
Tender Care Providers Llc ID #: 0038622
1794 Switchgrass Circle Risk:
Shakopee, MN355379 Announced Inspection: No
Dakota County, 19

— License Categories: — Operator:

. Phone #: 6122035847
Expireson: / / D #-

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

No NEW orders were 1ssued during this inspection.

Surface and Equipment Sanitizers

Utensil Surface Temp.: = at 160 Degrees Fahrenheit
Location: dish machine
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Cold Holding
Temperature: 37 Degrees Fahrenheit - Location: whirlpool cooler: half & half

Violation Issued: No

Process/Item: Cold Holding
Temperature: 33 Degrees Fahrenheit - Location: whirlpool cooler: turkey
Violation Issued: No

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

Inspection was completed with the House Manager/Director, Deeqo Qanyare. Deb Jacobson was the lead Health
Regulation Division Nurse Evaluator. Facility had five residents on site at time of inspection. Food 1s prepared
on site by staff.

This establishment has a residential kitchen. Food must be prepared for same day service only. The kitchen has
wood cabinets with a hollow base and a laminate countertop and vinyl tile flooring.

A two basin sink 1s located 1n the kitchen with one basin designated for handwashing. Whirlpool dish machine
was tested a few days ago using thermal strip and had a utensil surface temperature of at least 160F.

Discussed the following:
-Employee 1llness policy and logging requirements
-Handwashing



Type:  Full Food and Beverage Establishment FagRa
Date: 11/14/23

Time:  11:30:00 Inspection Report

Report: 8041231373
Tender Care Providers Llc

-Glove-use and bare hand contact

-Food storage and preventing cross contamination

-Date marking

-Vomit clean up procedures

-Restrictions concerning serving a highly susceptible population

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 8041231373 of 11/14/23.

Certified Food Protection ManagerKays Mohamed Ahmed

Certification Number: _fm119622 Expires: _ 11/07/26

Inspection report reviewed with person in charge and emailed.

Signed: S1 gnedzw

Deeqo Qanyare Sarah Conboy
House Manager & Director Public Health Sanitarian III
651-201-3984

sarah.conboy(@state.mn.us




