
P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

Electronically Delivered

March 7, 2024

Licensee
Helpful Hands, LLC
8224 18th Avenue South
Bloomington, MN 55425

RE: Project Number(s) SL39640015

Dear Licensee:

This is your off icial no t ice that  you ha ve bee  n gra nted  you r assiste  d liv ing facility lice nse.  Yo ur li ce ns e effecti ve
and expiration dates  remain  the  same  as on your provisional license. Your updated  status  will be listed on the
li cens e certi fi cate  at  renew al and this  letter  serves  as proof  in the  meanti me. If you ha ve not  re cei ved a le tter
from us with information  regarding renewing  your license within 60 days prior to  your expiration  date,  please
contac t us at  (651) 201-5273 or by em ail at  Health.  as sistedl iv ing@ sta te  .mn. us .

The Minnesota  Department  of Health completed  an initial survey on February 15, 2024, for the  purpose
assessing compliance with state  licensing statutes.  At the  time of the  survey, the  Minnesota  Department  of
Health noted  violations of the  laws pursuant  to  Minnesota  Statute,  Chapter  144G.

STATE CORRECTION ORDERS
The enclosed  State  Form documents  the  state  correction  orders.  The Department  of Health documents  state
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 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
Per 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:

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

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

· Identify what  changes  to your systems  and  practices  were  made  to ensure  compliance
with the  specific statute( s).

An equal  opportunity  employer.
04/20/ 2023

Letter ID: 9GJX Revised
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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  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

The MDH Health Regulation Division (HRD) values your feedback  about  your experience  during the  survey
and/ or investigation  process.  Please fill out  this anonymous  provider feedback  questionnaire  at  your
convenience  at  this link: https: / / forms. office.com/ g/Bm5uQEpHVa . Your input  is important  to  us and will
enable  MDH to improve its processes  and communication  with providers.  If you have any questions  regarding
the  questionnaire,  please  contact  Susan Winkelmann at  susan.winkelmann@state. mn.us or call 651-201-5952.

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.

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.

If you have any questions,  please  contact  me.

Sincerely,

Jess Schoenecker,  Supervisor
State  Evaluation Team
Email: jess.schoenecker@ state. mn.us
Telephone:  651-201-3789 Fax: 1-866-890-9290

PMB
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******ATTENTION******

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER( S)

In accordance  with Minnesota  Statutes,  section
144G. 08  to 144G. 95,  these  correction  orders  are
issued  pursuant  to a  survey.

Determination  of whether  violations  are  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:
SL39640015- 0

On  February  12,  2024,  through  February  15,
2024,  the  Minnesota  Department  of Health
conducted  a  full survey  at  the  above  provider,  and
the  following correction  orders  are  issued.  At the
time  of the  survey,  there  were  four residents
receiving  services  under  the  Provisional  Assisted
Living license.

Minnesota  Department  of Health  is
documenting  the  State  Correction  Orders
using  federal  software.  Tag numbers  have
been  assigned  to Minnesota  State
Statutes  for Assisted  Living License
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  is listed  in the
"Summary  Statement  of Deficiencies"
column.  This  column  also  includes  the
findings  which  are  in violation of the  state
requirement  after  the  statement,  "This
Minnesota  requirement  is not  met  as
evidenced  by." Following  the  surveyors'
findings  is the  Time  Period  for Correction.

PLEASE  DISREGARD  THE HEADING OF
THE FOURTH  COLUMN WHICH
STATES, "PROVIDER' S  PLAN OF
CORRECTION. " THIS APPLIES  TO
FEDERAL DEFICIENCIES  ONLY. THIS
WILL APPEAR  ON EACH PAGE.

THERE  IS NO REQUIREMENT  TO
SUBMIT A PLAN OF CORRECTION  FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

The  letter  in the  left column  is used  for
tracking  purposes  and  reflects  the  scope
and  level  issued  pursuant  to 144G. 31
subd.  1,  2,  and  3.

0 660  144G. 42  Subd.  9 Tuberculosis  prevention  and
SS= D control

0 660

(a)  The  facility must  establish  and  maintain  a
Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE
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Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  03/07/ 2024
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

39640 B. WING _____________________________ 02/15/2024

NAME OF  PROVIDER  OR  SUPPLIER

HELPFUL  HANDS LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

8224  18TH  AVENUE SOUTH
BLOOMINGTON,  MN 55425

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 660  Continued  From  page  1

comprehensive  tuberculosis  infection  control
program  according  to the  most  current
tuberculosis  infection  control  guidelines  issued  by
the  United  States  Centers  for Disease  Control
and  Prevention  (CDC) , Division of Tuberculosis
Elimination,  as  published  in the  CDC' s  Morbidity
and  Mortality Weekly  Report.  The  program  must
include  a  tuberculosis  infection  control  plan  that
covers  all paid  and  unpaid  employees,
contractors,  students,  and  regularly  scheduled
volunteers.  The  commissioner  shall  provide
technical  assistance  regarding  implementation  of
the  guidelines.
(b) The  facility must  maintain  written  evidence  of
compliance  with this  subdivision.

0 660

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to establish  and  maintain  a
tuberculosis  (TB) prevention  program  based  on
the  most  current  guidelines  issued  by the  Centers
for Disease  Control  and  Prevention  (CDC)  which
included  baseline  testing  results  for one  of two
employees  (licensed  assisted  living director  in
residency  (LALDIR)-C).

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

The  findings  include:

The  licensee' s  Facility TB Risk  Assessment  dated
Minnesota  Department  of Health
STATE FORM 6899 BDU511 If continuation  sheet  2 of 16
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0 660  Continued  From  page  2

June  30,  2023,  identified  the  facility was  at  a  low
risk for TB transmission.

0 660

LALDIR-C was  hired  on  June  27,  2023.

LALDIR-C's  record  included  testing  results  of TB
QuantiFERON  Gold  Plus  NIL that  was  collected
on  July  28,  2021.  LALDIR-C's  record  lacked
documentation  of baseline  TB testing  results
within 90  days  of date  of hire.

LALDIR-C's  record  included  a  Baseline  TB
Screening  Tool for Healthcare  Workers  (HCWs)
form dated  June  27,  2023,  which  indicated,
Baseline  TB screening  includes  two components:
(1) Assessing  for current  symptoms  and  (2)
Testing  for the  presence  of infection  with
mycobacterium  tuberculosis  by administering
either  a  single  TB blood  test  or a  two-step  test.

On  February  12,  2024,  at  2:00  p.m. , LALDIR-C
stated  the  licensee  was  not  aware  prior TB
results  would  only be  good  within 90  days  of hire
date.

The  licensee' s  8.16  Tuberculosis  Screening
policy dated  August  1,  2021,  indicated  the
licensee  would  complete  staff  screening  for those
whose  essential  job functions  require  work within
the  same  air space  of clients  and  Baseline
screening  will be  completed  upon  hire.

No further  information  provided.

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

0 810  144G. 45  Subd.  2 (b)-(f) Fire  protection  and
SS= F physical  environment

Minnesota  Department  of Health
STATE FORM

0 810

6899  BDU511 If continuation  sheet  3 of 16
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0 810  Continued  From  page  3 0 810

(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
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  a  record  review  and  interview,  the
licensee  failed  to develop  a  fire safety  and
evacuation  plan  with required  elements.  This  had

Minnesota  Department  of Health
STATE FORM 6899 BDU511 If continuation  sheet  4 of 16
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0 810  Continued  From  page  4

the  potential  to affect  all staff,  residents,  and
visitors.

0 810

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:

On  February  12,  2024,  at  6:26  p.m. , licensed
assisted  living director  in residency  (LALDIR)-C
provided  documents  via email  on  the  fire safety
and  evacuation  plan,  fire safety  and  evacuation
training,  and  evacuation  drills for the  facility.

Record  review  of the  available  documentation
indicated  that  the  licensee  did not  have  employee
actions  to be  taken  in the  event  of a  fire or similar
emergency.  The  facility plan  was  very  vague  and
did not  provide  complete  actions  for employees  to
take  in the  event  of a  fire or similar  emergency  as
well as  complete  procedures  for residents'
movement,  evacuation,  and  relocation  during  a
fire or similar  emergency  including  the
identification  of unique  or unusual  resident  needs
for movement  or evacuation.

During  an  interview  on  February  13,  2024,  at  8:56
a. m., LALDIR-C verified  that  the  fire safety  and
evacuation  plan  for the  facility lacked  these
provisions.

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

Minnesota  Department  of Health
STATE FORM 6899 BDU511 If continuation  sheet  5 of 16
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0 970  144G. 50  Subd.  5 Waivers  of liability prohibited
SS= C

The  contract  must  not  include  a  waiver  of facility
liability for the  health  and  safety  or personal
property  of a  resident.  The  contract  must  not
include  any  provision  that  the  facility knows  or
should  know  to be  deceptive,  unlawful,  or
unenforceable  under  state  or federal  law, nor
include  any  provision  that  requires  or implies  a
lesser  standard  of care  or responsibility  than  is
required  by law.

0 970

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  the  assisted  living
contract  did not  include  language  that  waived  the
licensee' s  liability for the  health,  safety,  or
personal  property  of a  resident.  This  had  the
potential  to affect  all residents.

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 the
residents) .

The  findings  include:

On  February  12,  2024,  at  12:00  p.m. , licensed
assisted  living director  in residency  (LALDIR)-C
provided  the  licensee' s  blank  assisted  living
contract  and  stated  the  contract  is used  for all
residents  who lived at  the  facility.

The  licensee' s  Assisted  Living Contract,  undated,
read  under  section  Miscellaneous  Provisions,

Minnesota  Department  of Health
STATE FORM 6899 BDU511 If continuation  sheet  6 of 16
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0 970  Continued  From  page  6

Insurance  liability and  release,  "the  resident  shall
maintain  at  all times  his  or her  own health,
personal  property,  liability, automobile  (if
applicable) , and  other  insurance  coverages  and
shall  provide  evidence  of the  same  copies  of
binders  or policies  provided  to helpful  hands  upon
request.  The  resident  acknowledges  that
[licensee]  is not  an  insurer  of the  resident' s
person  or property.  The  resident  agrees  that
[licensee]  will not  be  liable  to the  resident  for any
personal  injury or property  damage  (including,
without  limitation,  damage  to, or loss  or theft  of,
automobiles  or personal  property  of resident)
suffered  by the  resident  ... unless  and  to the
extent  that  the  injury or damage  is caused  by
negligence  of [licensee] or (sic)  its employees  or
agents.  The  resident  hereby  releases  [licensee]
from liability for any  personal  injury or property
damage  suffered  by the  resident  ... unless
caused  by negligence  of [licensee]  or its
employees  or agents. "

0 970

On  February  15,  2024,  at  10:15  a. m. , LALDIR-C
stated  the  licensee  was  not  aware  the  contract
included  a  waiver  of liability. LALDIR-C stated
licensee  would  need  to edit  the  assisted  living
contract  to remove  any  waiver  of liability.

No further  information  provided.

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

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

01730

(a)  For  each  resident  receiving  medication
management  services,  the  assisted  living facility
must  prepare  and  include  in the  service  plan  a

Minnesota  Department  of Health
STATE FORM 6899  BDU511 If continuation  sheet  7 of 16



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  03/07/ 2024
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

39640 B. WING _____________________________ 02/15/2024

NAME OF  PROVIDER  OR  SUPPLIER

HELPFUL  HANDS LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

8224  18TH  AVENUE SOUTH
BLOOMINGTON,  MN 55425

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01730  Continued  From  page  7

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
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.

01730

This  MN Requirement  is not  met  as  evidenced
by:

Minnesota  Department  of Health
STATE FORM 6899 BDU511 If continuation  sheet  8 of 16



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  03/07/ 2024
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

39640 B. WING _____________________________ 02/15/2024

NAME OF  PROVIDER  OR  SUPPLIER

HELPFUL  HANDS LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

8224  18TH  AVENUE SOUTH
BLOOMINGTON,  MN 55425

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01730  Continued  From  page  8

Based  on  interview  and  record  review,  the
licensee  failed  to develop  an  individualized
medication  management  plan  with the  required
content  for one  of one  resident  (R2) .

01730

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

The  findings  include:

R2 admitted  on  July  3,  2023.

R2's  Service  Plan,  dated  July  3,  2023,  indicated
R2 received  medication  management  services.

R2's  Assessment  As Of Date  dated  December
31,  2023,  indicated  R2  required  assistance  with
medication  management  and  administration  of
medications.

R2's  medication  administration  record  (MAR)
dated  February  2024,  included  finasteride  5
milligram (mg)  tablet,  take  one  tablet  by mouth
once  daily. R2's  MAR lacked  specific  instructions
for the  handling  of this  medication  for
administration.

On  February  15,  20024,  at  10:15  a. m. , clinical
nurse  supervisor  (CNS) -B stated  the  licensee
was  not  aware  of special  handing  instructions  for
finasteride.  CNS- B stated  the  licensee  will need
to add  these  special  instructions  to the  MAR.
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The  finasteride  manufacurer' s  instructions  dated
December  2010,  indicated  woman  who are
pregnant  or may  become  pregnant  should  avoid
contact  with crushed  or broken  tablets  due  to
risks  to fetuses.

01730

The  licensee' s  7.03  Medication  Management
Individualized  Plan  policy, dated  August  1,  2021,
indicated  the  individual  medication  management
record  would  include  documentation  of specific
resident  instructions  relating  to the  administration
of medications.

No further  information  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

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

01940

For  each  resident  receiving  management  of
ordered  or prescribed  treatments  or therapy
services,  the  assisted  living facility must  prepare
and  include  in the  service  plan  a  written
statement  of the  treatment  or therapy  services
that  will be  provided  to the  resident.  The  facility
must  also  develop  and  maintain  a  current
individualized  treatment  and  therapy
management  record  for each  resident  which  must
contain  at  least  the  following:
(1) a  statement  of the  type  of services  that  will be
provided;
(2) documentation  of specific  resident  instructions
relating  to the  treatments  or therapy
administration;
(3) identification  of treatment  or therapy  tasks  that
will be  delegated  to unlicensed  personnel;
(4) procedures  for notifying a  registered  nurse  or

Minnesota  Department  of Health
STATE FORM 6899  BDU511 If continuation  sheet  10  of 16



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  03/07/ 2024
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

39640 B. WING _____________________________ 02/15/2024

NAME OF  PROVIDER  OR  SUPPLIER

HELPFUL  HANDS LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

8224  18TH  AVENUE SOUTH
BLOOMINGTON,  MN 55425

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01940  Continued  From  page  10

appropriate  licensed  health  professional  when  a
problem  arises  with treatments  or therapy
services;  and
(5) any  resident- specific  requirements  relating  to
documentation  of treatment  and  therapy
received,  verification  that  all treatment  and
therapy  was  administered  as  prescribed,  and
monitoring  of treatment  or therapy  to prevent
possible  complications  or adverse  reactions.  The
treatment  or therapy  management  record  must
be  current  and  updated  when  there  are  any
changes.

01940

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to develop  and
implement  a  treatment  or therapy  management
plan  to include  all required  content  for one  of one
resident  (R2) .

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

The  findings  include:

R2 admitted  on  July  3,  2023.

R2's  Service  Plan  dated  July  3,  2023,  under
services  provided,  included  oxygen  delivery.

R2's  Assessment  As of Date  dated  December  31,
2023,  under  Self- Admin (administration)  of Meds
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(medications) , indicated  R2  was  not  able  to
self- administer  oxygen.

01940

R2's  Individualized  Treatment  and  Therapy  Plan
dated  February  13,  2024,  lacked  required
documentation  for administering  oxygen  and  only
included  documentation  for oxygen  saturation.
R2's  medical  record  lacked  documentation  of
administration  of oxygen  delivery  at  two liters  per
minute  (LPM) per  nasal  cannula  (NC) during  the
daytime  and  six LPM per  NC at  bedtime.

On  February  13,  2024,  at  11:30  a. m. , licensed
assisted  living director  in residency  (LALDIR)-C
stated  the  licensee  had  to activate  the  treatment
management  record  option  through  licensee' s
electronic  medical  record  (EMR). LALDIR-C
stated  R2  did not  have  a  completed  individualized
treatment  and  therapy  plan  prior to February  13,
2024.

On  February  13,  2024,  at  11:30  a. m. , clinical
nurse  supervisor  (CNS) -B stated  the  licensee  had
R2's  record  of oxygen  saturation  but  lacked
documentation  for the  administration  for R2' s
oxygen  administration  requirements.  CNS- B
stated  the  licensee  would  need  to obtain  an
oxygen  order  from R2' s  doctor.

The  licensee' s  7.05  Treatment  & Therapy
Management  Plan  policy dated  August  1,  2021,
indicated  the  licensee  will develop  and  maintain  a
current  individualized  treatment  and  therapy
management  record  for each  resident.  The
individualized  treatment  and  therapy
management  record  must  contain  any
resident- specific  requirements  relating  to
documentation  of treatment  received  and
verification  that  all treatment  was  administered  as
prescribed.
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No further  information  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

01970  144G. 72  Subd.  6 Treatment  and  therapy  orders
SS= F

There  must  be  an  up- to-date  written  or
electronically  recorded  order  from an  authorized
prescriber  for all treatments  and  therapies.  The
order  must  contain  the  name  of the  resident,  a
description  of the  treatment  or therapy  to be
provided,  and  the  frequency,  duration,  and  other
information  needed  to administer  the  treatment  or
therapy.  Treatment  and  therapy  orders  must  be
renewed  at  least  every  12  months.

01970

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  up- to-date  written  or
electronic  treatment  orders  were  maintained  for
one  of one  resident  (R1)  who had  a  treatment.

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:

R2 admitted  on  July  3,  2023.
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R2's  service  plan  dated  July  3,  2023,  under
services  provided,  included  oxygen  delivery.

01970

R2's  Assessment  As of Date  dated  December  31,
2023,  under  Self- Admin (administration)  of Meds
(medications) , indicated  R2  was  not  able  to
self- administer  oxygen.

R2's  Individualized  Treatment  and  Therapy  Plan
dated  February  13,  2024,  indicated  R2  received
oxygen  treatment.

R2's  medical  record  lacked  a  signed  provider
order  for oxygen  therapy.

On  February  13,  2024,  at  11:30  a. m. , clinical
nurse  supervisor  (CNS) -B stated  the  licensee  did
not  have  any  signed  provider  orders  for oxygen.
CNS- B stated  the  licensee  would  need  to obtain
an  oxygen  order  from the  provider  for all
residents  with oxygen.

The  licensee' s  7.05  Treatment  & Therapy
Management  Plan  policy dated  August  1,  2021,
indicated  licensee  would  verify all treatment  and
therapy  orders  are  as  prescribed.

No further  information  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

02310  144G. 91  Subd.  4 (a)  Appropriate  care  and
SS= D services

02310

(a)  Residents  have  the  right to care  and  assisted
living services  that  are  appropriate  based  on  the
resident' s  needs  and  according  to an  up- to-date
service  plan  subject  to accepted  health  care
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standards.

02310

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to provide  care  and
services  according  to acceptable  health  care,
medical,  or nursing  standards  for one  of one
resident  (R2)  with bed  rails.

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

The  findings  include:

R2 admitted  on  July  3,  2023.

R2's  service  plan  dated  July  3,  2023,  under
services  provided,  included  oxygen  delivery.

R2's  Side- Rail Use  Assessment  Form  dated
January  30,  2024,  lacked  measurements  of the
zones  of entrapment.

On  February  13,  2024,  at  11:30  a. m. , licensed
assisted  living director  in residency  (LALDIR)-C
stated  R2' s  bedrails  were  measured  the  day  it
was  installed  by the  installers.  LALDIR-C stated
the  measurements  were  not  recorded  in R2' s
record.

On  February  15,  2024,  at  10:15  a. m. , during  the
exit conference,  clinical nurse  supervisor
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(CNS) -B indicated  R2' s  bed  rail assessment  did
not  have  any  measurements  of the  entrapment
zones  documented.

02310

The  Hospital  Bed  System  Dimensional  and
Assessment  Guidance  to Reduce  Entrapment
dated  March  10,  2006,  developed  by the  United
States  Food  and  Drug  Administration  (FDA) to
prevent  injury or death  when  side  rails  are  utilized
has  specified  zones  of entrapment  where
measurements  are  needed  to be  assessed.

The  licensee' s  6.28  Side  Rails  policy dated
August  1,  2021,  indicated  the  assessments  and
measurements  would  be  completed  per  the
FDA's  2006  guidance  prior to the  utilization of any
side  rails  for any  resident.

No further  information  provided.

TIME PERIOD  FOR  CORRECTION:  Two (2)
days
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Minnesota Department of Health

625 North Robert Street
Saint Paul, MN
651-201-5000

Type:
Date:
Time:
Report:

Full
02/13/24
13:00:00
8087241043

Location:
Helpful Hands LLC
8224 18th Ave S
Bloomington, MN55420
Hennepin County, 27

Food  and Beverage  Establishment
Inspection  Report

Establishment  Info:
ID #: 0042431
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: 12/31/24
Phone #:
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.

Surface  and  Equipment  Sanitizers
Hot Water: = -- at >160 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Ambient Air
Temperature: 37 Degrees Fahrenheit - Location: STAND-UP FRIDGE
Violation Issued: No
Process/Item: Cold Holding: MILK
Temperature: 38 Degrees Fahrenheit - Location: STAND-UP FRIDGE
Violation Issued: No
Process/Item: Cold Holding: CHEESE
Temperature: 38 Degrees Fahrenheit - Location: STAND-UP FRIDGE
Violation Issued: No
Process/Item: Ambient Air
Temperature: 13 Degrees Fahrenheit - Location: STAND-UP FREEZER
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
0

THIS WAS AN ANNOUNCED AND SCHEDULED FULL INSPECTION.

INSPECTION CONDUCTED IN THE PRESENCE OF NURSE EVALUATOR BRANDON MUELLER.

CABINETS ARE HARDWOOD, FLOOR IS TILE, AND CEILING APPEARS TO BE DURABLE, SMOOTH
IN TEXTURE AND EASILY CLEANABLE. ALL ARE FOUND TO BE IN GOOD



Type: Full
Date: 02/13/24
Time: 13:00:00
Report: 8087241043
Helpful Hands LLC

Food  and Beverage  Establishment
Inspection  Report

Page 2

CONDITION AND WILL BE MONITORED AT FUTURE INSPECTIONS. IF AT SUCH A TIME THEY
ARE FOUND TO BE A CONCERN OR RISK OF CONTAMINATION, THEY WILL BE ORDERED TO BE
REPLACED AND BROUGHT UP TO CODE.

GE BRAND DISHWASHER IS RESIDENTIAL BUT HAS SANITIZING RINSE CYCLE OPTION.

HOT WATER TEMPERATURE AT THE KITCHEN SINK REACHED 120 DEGREES.

DESIGNATED HAND WASHING SINK IN THE KITCHEN, RIGHT SIDE OF A 2-BIN, STAINLESS
STEEL RESIDENTIAL KITCHEN SINK.

INSPECTION REPORT EMAILED TO BRANDON MUELLER.
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 8087241043 of 02/13/24.

Certified Food Protection Manager:

Certification Number: Expires: / /

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
IKRAM MOHAMED
FACILITY MANAGER

Signed:
John Boettcher
Public Health Sanitarian 3
St. Paul, MN / Freeman
651-201-5076
john.boettcher@state.mn.us


