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

Electronically Delivered
May 12, 2023

Licensee

Harrison Bay Senior Living
1861 Commerce Boulevard
Mound, MN 55364

RE: Project Number(s) SL34150015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on April 26, 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.

The MDH concludes the licensee is in substantial compliance. State law requires the facility must take action to
correct the state correction orders and document the actions taken to comply in the facility's records. The
Department reserves the right to return to the facility at any time should the Department receive a complaint
or deem it necessary to ensure the health, safety, and welfare of residents in your care.

STATE CORRECTION ORDERS

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

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

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:

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

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

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

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

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.

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 the letter and state form with your organization’s Governing Body.

If you have any questions, please contact me.

Sincerely,

’7‘4 Q_,Ui L{mi A

Kelly Thorson, Supervisor

State Evaluation Team

Email: kelly.thorson@state.mn.us
Telephone: 320-223-7336 Fax: 651-281-9796

HHH
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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)
0 000 Initial Comments 0 000
Freex ATTENTION  **** Minnesota Department of Health is
documenting the State Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER(S) Tag numbers have been assigned to
Minnesota State Statutes for Assisted
In accordance with Minnesota Statutes, section Living License Providers. The assigned
144G.08 to 144G.95, these correction orders are tag number appears in the far left column
issued pursuant to a survey. entitled "ID Prefix Tag." The state Statute
number and the corresponding text of the
Determination of whether violations are corrected state Statute out of compliance is listed in
requires compliance with all requirements the "Summary Statement of Deficiencies"
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings is the Time Period for Correction.
SL#34150015
PLEASE DISREGARD THE HEADING OF
On April 24, 2023, through April 26, 2023, the THE FOURTH COLUMN WHICH
Minnesota Department of Health conducted a STATES,"PROVIDER'S PLAN OF
survey at the above provider, and the following CORRECTION." THIS APPLIES TO
correction orders are issued. At the time of the FEDERAL DEFICIENCIES ONLY. THIS
survey, there were 74 active residents; 71 WILL APPEAR ON EACH PAGE.
receiving services under the Assisted
Living/Dementia Care license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 144G.31
subd. 1, 2, and 3.
0660| 144G.42 Subd. 9 Tuberculosis prevention and 0660
SS=F | control
(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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0660 | Continued From page 1 0 660

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.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to maintain a tuberculosis (TB)
prevention and control program, based on the
most current guidelines issued by the Centers for
Disease Control and Prevention (CDC), which
included a two-step tuberculin skin test (TST) or
other evidence of TB screening such as a blood
test, for one of two employees unlicensed
personnel (ULP)-F.

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:

The facility TB risk assessment completed May

Minnesota Department of Health
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(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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0660

0 800
SS=F

Continued From page 2

22, 2022, indicated the facility was at a low risk
for TB transmission.

ULP-F began employment on April 14, 2022, to
provide direct care services under the licensees
assisted living with dementia care license.
ULP-F's record lacked evidence a TB baseline
screening had been completed.

On April 25, 2023, at 1:35 p.m., executive director
(ED)-B stated TB baseline screening is usually
completed upon hire.

On April 25, 2023, at 2:05 p.m., licensed assisted
living director (LALD)-A stated ULP-F's baseline
screening was missed along with some others
and was not sure how many.

The licensee's TB Infection Control Plan policy
dated September 2021 indicated all HCWs
(health care workers) should receive baseline TB
screening upon hire using a two-step TST or
single blood test to test for infection with M.
tuberculosis.

No further information was provided.

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

144G.45 Subd. 2 (a) (4) Fire protection and
physical environment

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

0 660

0 800
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repair program.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to maintain the facility's 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 all residents, staff, and visitors.

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

Findings include:

On a facility tour on April 26, 2023, at
approximately 11:30 a.m. with maintenance (M)-|
and executive director (ED)-B it was observed the
fusible link on the trash chute fire door in the
trash termination room on the main floor was
missing. At the time of the survey the trash chute
door was observed with a nylon rope holding the
door open. The trash chute fire door and fusible
link are required to be maintained as designed
and installed so in the event of a fire in the room
the door will close and limit the spread of fire.

This deficient condition was visually verified by
M-I and ED-B accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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01440 144G.62 Subd. 4 Supervision of staff providing 01440
SS=F | delegated nurs

(a) Staff who perform delegated nursing or
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) conducted direct supervision of one of
one unlicensed personnel (ULP-F) performing a
delegated task within 30 days of providing
services.

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

Minnesota Department of Health
STATE FORM 6899 J1SY 1 If continuation sheet 5 of 8
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01440 | Continued From page 5 01440

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 the residents).

The findings include:

ULP-F began employment on April 14, 2022,
ULP-F's employee record lacked documentation
of direct supervision performing a delegated task
within 30 days of providing services to verify the
work was performed competently and to identify
problems and solutions to address issues relating
to the staff's ability to provide the services.

On April 25, 2023, at 8:47 a.m., the surveyor
observed ULP-F complete a blood glucose check
for a resident (R7).

On April 25, 2023, at 2:05 p.m., licensed assisted
living director (LALD)-A stated many 30-day
supervisions had not been completed and the
regional nurse educator has been trying to catch
up on them.

The licensee's Nursing Services policy dated
March 2021, indicated a RN may delegate
nursing services to a person who has
successfully completed staff orientation, who has
been trained in the service to be provided, and
who has demonstrated to the RN the ability to
competently follow the procedures for the client.

No further information was provided.

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

Minnesota Department of Health
STATE FORM 6899 J1SY 1 If continuation sheet 6 of 8
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01540, 144G.64 (a) TRAINING IN DEMENTIA CARE 01540
SS=D| REQUIRED

(3) for assisted living facilities with dementia care,
direct-care employees must have completed at
least eight hours of initial training on topics
specified under paragraph (b) within 80 working
hours of the employment start date. Until this
initial training is complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care and who can act as a resource
and assist if issues arise. A trainer of the
requirements under paragraph (b) or a supervisor
meeting the requirements in clause (1) must be
available for consultation with the new employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure one of two
unlicensed personnel (ULP)-F received the
required eight hours of dementia care training in
the required time frame.

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).

Minnesota Department of Health
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The findings include:

ULP-F began employment on April 14, 2022, to
provide direct care for the licensee's residents.

On April 25, 2023, at 8:47 a.m., the surveyor
observed ULP-F complete a blood glucose check
for R7.

ULP-F's employee records did not indicate a total
of eight hours of the required dementia training
was completed within 80 hours of the employee's
start date. ULP-F's employee record indicated the
employee had completed 5.75 hours of dementia
training.

On April 25, 2023, at 9:45 a.m., executive director
(ED)-B reviewed ULP-F's employee record and
training transcript. ED-B stated ULP-F had
completed 5.75 hours of dementia training.

The licensee's undated Dementia Training Plan
policy indicated direct-care employees must have
completed at least eight hours of initial training on
topics regarding dementia within 80 working
hours of the employment start date.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-One
(21) days
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m Minnesota Department of Health
625 Robert Street North

DEPARTMENT St Paul
OF HEALTH 651-201-4500

Eny EZ/”Z . Food and Beverage Establishment Page 1
ate: .

Time:  12:08:13 Inspection Report

Report: 7994231094

— Location: — Establishment Infe:
Harrison Bay Senior Living ID #: 0037855
1861 Commerce Boulevard Risk:
Mound, MN55364 Announced Inspection: No

Hennepin County, 27

— License Categories: — Operator:
. Phone #: 6124308150
Expireson: [/ ID #:

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

No NEW orders were issued during this inspection.

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

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

THIS FACILITY FOOD SERVICE IS THROUGH A THIRD PARTY GROUP (CURA) AND WILL NOT BE
INSPECTED AS PART OF THE SURVEY. CONTACT THE LOCAL FOOD INSPECTION AUTHORITY
TO ACQUIRE A LICENSE FOR THE FOOD SERVICE.

**LOCAL FOOD INSPECTION AUTHORITY:

Hennepin County

1011 South First Street, Suite 215
Hopkins, MN 55343

Phone: 612-543-5200

Fax: 952-351-5222

Email: epi-envhlth@hennepin.us



Type:  Full Food and Beverage Establishment Page 2
Date: 04/24/23

Time:  12:08:13 Inspection Report

Report: 7994231094
Harrison Bay Senior Living

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 7994231094 of 04/24/23.

Certified Food Protection Manager:

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

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