m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
August 23, 2024

Licensee

Delight Home Healthcare LLC
6401 Neddersen Parkway
Brooklyn Park, MN 55445

RE: Project Number(s) SL36623015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on July 31, 2024, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, 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.

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. 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 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
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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 MDH within 15 calendar
days of the correction order receipt date.

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.

If you have any questions, please contact me.

Sincerely,

L& .
Wil

Jessie Chenze, Supervisor

State Evaluation Team

Email: Jessie.Chenze@state.mn.us

Telephone: 218-332-5175 Fax: 1-866-890-9290

HHH
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0 000] Initial Comments 0 000
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 Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the far
144G.08 to 144G.95, these correction orders are left column entitled "ID Prefix Tag." The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies" column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
failure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators ' findings is the
INITIAL COMMENTS: Time Period for Correction.
SL36623015-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On July 29, 2024, through July 31, 2024, the STATES,"PROVIDER'S PLAN OF
Minnesota Department of Health conducted a full CORRECTION." THIS APPLIES TO
survey at the above provider, and the following FEDERAL DEFICIENCIES ONLY. THIS
correction orders are issued. At the time of the WILL APPEAR ON EACH PAGE.
survey, there were four residents; four receiving
services under the provider's Assisted Living THERE IS NO REQUIREMENT TO
Facility license. 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
SUBDIVISION 1-3.
0480 144G.41 Subd 1 (13) (i) (B) Minimum 0 480
SS=F | requirements

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0480 | Continued From page 1 0 480

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

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated July 30, 2024, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0 570| 144G.42 Subdivision 1 Display of license 0570
SS=C
The original current license must be displayed at
the main entrance of each assisted living facility.
The facility must provide a copy of the license to
any person who requests it.

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
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Based on observation, interview, and record
review, the licensee failed to display the original
current assisted living license at the main
entrance of the assisted living facility as required.
This had the potential to affect all the licensee's
current residents, staff, and visitors.

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all of
the residents).

The findings include:

During the facility tour on July 29, 2024, at 12:08
p.m., the surveyor observed a paper copy of the
licensee's current assisted living licensee
displayed on the kitchen wall on the upper floor of
the facility.

On July 30, 2024, at 9:27 a.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated the licensee posted a paper
copy of the assisted living license, and the
licensee was not aware the original current
assisted living license needed to be posted at the
main entrance of the facility.

The licensee's 2.04 Assisted Living License and
Posting policy dated August 1, 2021, indicated a
current Assisted Living License [sic] will be
posted at the main entrance of the facility.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one

Minnesota Department of Health
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0680| 144G.42 Subd. 10 Disaster planning and 0680

SS=F | emergency preparedness

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an
emergency;

(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;

(4) post emergency exit diagrams on each floor;
and

(5) have a written policy and procedure regarding
missing residents.

(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.

(c) The facility must meet any additional
requirements adopted in rule.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to develop a written emergency
preparedness plan (EPP) with all the required
content. This had the potential to affect all
residents, staff, and visitors of the facility.

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

The findings include:

During the entrance conference on July 29, 2024,
at 11:10 a.m., licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
stated the licensee was familiar with current
minimum assisted living requirements.

The licensee's EPP dated November 11, 2023,
lacked evidence of the following required content:
-a risk assessment of potential hazards such as
emergencies, equipment/utility failures,
iInterruptions in communications, weather,
Infectious diseases, and disasters;

-contact information for federal, state, tribal, local
emergency preparedness staff, ombudsman,
state licensing and certification agencies;
-development of policies/procedures to address
the facilities role in providing care and treatment
at alternative sites under a 1135 waiver:;

-a means to provide information regarding the
facility's needs, and its ability to provide
assistance to include information about their
occupancy; and

-a method of sharing information from the EPP
with residents and their families.

On July 30, 2024, at 2:27 p.m., LALD/CNS-A
stated the EPP was a work in progress, and it
was unknown if the licensee had completed a risk
assessment prior to the development of the EPP.

Minnesota Department of Health
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The licensee's 9.02 Disaster Planning and
Emergency Preparedness policy dated August 1,
2021, indicated the licensee will have in place a
general emergency preparedness plan, that is in
alignment with the facility's requirement to also
comply with CMS (Centers for Medicare and
Medicaid Services) Appendix Z (EPP).

Per Assisted Living Facilities: Minnesota Rules
Chapter 4659.0100, sections A and B, effective
October 2022, assisted living facilities shall
comply with the federal emergency preparedness
regulations for long-term care facilities under
Code of Federal Regulations, title 42, section
483.73, or successor requirements. This part
references documents, specifications, methods,
and standards in "State Operations Manual
Appendix Z - Emergency Preparedness for All
Providers and Certified Supplier Types:
Interpretive Guidance," which is incorporated by
reference.

No further information was provided.

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

0 780| 144G.45 Subd. 2 (a) (1) Fire protection and 0 780
SS=F | physical environment

(a) Each assisted living facility must comply with

the State Fire Code in Minnesota Rules, chapter
7511, and:

(1) for dwellings or sleeping units, as defined in
the State Fire Code:

(i) provide smoke alarms in each room used
for sleeping purposes;

Minnesota Department of Health
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0 780 | Continued From page 6 0 780

(if) provide smoke alarms outside each
separate sleeping area in the immediate vicinity
of bedrooms;

(i) provide smoke alarms on each story
within a dwelling unit, including basements, but
not including crawl spaces and unoccupied attics;

(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

(v) ensure the power supply for existing
smoke alarms complies with the State Fire Code,
except that newly introduced smoke alarms in
existing buildings may be battery operated,;

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide smoke alarms that functioned
and were interconnected so that the actuation of
one alarm caused all alarms in the dwelling unit
to actuate. This deficient condition had the ability
to affect all staff and residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, 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 July 30, 2024, from approximately 1:09 p.m.

Minnesota Department of Health
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to 1:45 p.m., survey staff toured the facility with
licensed assisted living director/clinical nurse
supervisor (LALD/CNS)-A. Survey staff tested the
smoke alarms throughout the home. Upon
testing, the smoke alarms in the following
locations did not sound when the test button was
pressed:

1. Bedroom 3 and 4 smoke alarm was not
working.

2. The smoke alarms were not interconnected
throughout the facility.

These deficient conditions were visually verified
by LALD/CNS-A accompanying on the tour.

On July 30, 2024, at 1:30 p.m., LALD/CNS-A
stated they had installed two separate smoke
alarm systems (bluetooth and hard wired) and
was told by an outside source that this was okay.
Upon testing the smoke alarms, it was discovered
that they were not all interconnected.

LALD/CNS-A stated they understood the smoke
alarm requirements.

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=F | 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

Minnesota Department of Health
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0 800 | Continued From page 8 0 800

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 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. This deficient condition had the
potential to affect all staff, residents, and visitors.

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

The findings include:

On July 30, 2024, from approximately 1:09 p.m.
to 1:45 p.m., survey staff toured the facility with
licensed assisted living director/clinical nurse
supervisor (LALD/CNS)-A. The following was
observed.

GENERAL MAINTENANCE:

Basement bathroom vanity door is broke, paint
was peeling on the ceiling above the bathtub and
vent cover was falling off.

Paint is peeling off the deck.

Minnesota Department of Health
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Trim around the patio door is coming off.
Siding is coming off by the backyard deck.

Trim around the basement entry door was
missing.

Vents throughout the basement were full of dust
and lint.

Garage was full of storage items.

Staircase railing finish was peeling off.

Entry closet door was missing a doorknob.
Paint finish coming off throughout the facility.

On July 30, 2024, at 1:30 p.m., LALD/CNS-A
stated they understood the above-listed
deficiencies.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

0810| 144G.45 Subd. 2 (b)-(f) Fire protection and 0810
SS=F | physical environment

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,

Minnesota Department of Health
STATE FORM 6899 TL2B11 If continuation sheet 10 of 23



PRINTED: 08/23/2024

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:
36623 B. WING 07/31/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6401 NEDDERSEN PARKWAY
DELIGHT HOME HEALTHCARE LLC
BROOKLYN PARK, MN 55445
(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)

0810 | Continued From page 10 0810

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 observation, interview, and record
review, the licensee failed to develop the fire
safety and evacuation plan with the required
content and provide the required training and
drills. 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
Minnesota Department of Health
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the residents).
The findings include:

On July 30, 2024, at approximately 1:45 p.m. to
2:10 p.m., licensed assisted living director/ clinical
nurse supervisor (LALD/CNS)-A provided
documents on the fire safety and evacuation plan
(FSEP), fire safety and evacuation training, and
evacuation drills for the facility.

FIRE SAFETY AND EVACUATION PLAN:

The FSEP (fire safety and evacuation plan)
iIncluded standard employee procedures but
failed to provide specific employee actions to take
In the event of a fire or similar emergency relative
to the facility's building layout and environmental
risks. The plan included the acronym R.A.C.E.
(Rescue, Alarm, Confine, and Extinguish or
Evacuate) and was very basic. The provided
FSEP was from a third-party provider and had not
been updated to meet the specific layout of this
facility and provide complete actions for
employees to take in the event of a fire or similar
emergency.

On July 30, 2024, at 2:10 p.m., LALD/CNS-A
stated they understood the areas of their policy
that were incomplete and would work on bringing
them into compliance.

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

0 970| 144G.50 Subd. 5 Waivers of liability prohibited 0 970
SS=C

The contract must not include a waiver of facility
liability for the health and safety or personal

Minnesota Department of Health
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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
iInclude any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

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 waiving the
facility's liability for 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 the potential to affect a large portion or all
the residents).

The findings include:

The licensee's Assist Living Contract dated 2021,
iIncluded the following clause that a resident
would waive the facility's liability for health, safety,
or personal property of the resident:

-page 13 Miscellaneous Provisions 1:The
resident agrees that [licensee name] 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 the negligence of

Minnesota Department of Health
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[licensee name] or its employees or agents.

On July 30, 2024, at 9:15 a.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated the licensee used the same
contract for all residents. LALD/CNS-A further
stated when LALD/CNS-A updated the contract
LALD/CNS-A must have missed updating the
miscellaneous provisions section and
LALD/CNS-A was aware the licensee could not
waive liability for health, safety, or personal
property of a resident.

No further information was provided.

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

01760] 144G.71 Subd. 8 Documentation of 01760
SS=D | administration of medication

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

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record

Minnesota Department of Health
STATE FORM 6899 TL2B11 If continuation sheet 14 of 23



PRINTED: 08/23/2024

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:
36623 B. WING 07/31/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6401 NEDDERSEN PARKWAY
DELIGHT HOME HEALTHCARE LLC
BROOKLYN PARK, MN 55445
(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)

01760 | Continued From page 14 01760

review, the licensee failed to ensure medications
were transcribed as prescribed 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:

During the entrance conference on July 29, 2024,
at 11:13 a.m., licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
stated the licensee provided medication
management services to residents at the facility.

R2's diagnoses included anxiety, depression,
post-traumatic stress disorder (PTSD), and
diabetes.

R2's service plan dated February 15, 2022,
Indicated R2 received medication administration
daily.

R2's prescriber orders dated August 9, 2023,
included an order for insulin glargine (Lantus
Solostar) 100 units/milliliter (mL) inject 25 units
subcutaneous every morning.

On July 30, 2024, at 9:47 a.m., the surveyor
observed unlicensed personnel (ULP)-E
administer R2's scheduled morning medication.
R2's electronic medication administration record
(EMAR) indicated R2 received Lantus Solostar
Minnesota Department of Health
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100 units/mL inject 20 units daily. R2 stated R2
had self-administered Lantus with ULP-C.

On July 30, 2024, at 9:54 a.m., R2 stated R2
self-administered Lantus Solostar 25 units every
morning under supervision of staff.

On July 30, 2024, at 2:53 p.m., LALD/CNS-A
stated it was likely R2's Lantus Solostar 25 units
prescriber order was not updated on R2's EMAR,
however, R2 had administered the correct
dosage of Lantus 25 units.

The licensee's 7.16 Medication and Treatment
Orders-Implementing policy dated August 1,
2021, indicated upon receipt of a medication
order, whether new or change of an order from
an authorized prescriber, a licensed nurse must
take action to implement the order within 24
hours.

The licensee's 7.20 Medication and Treatment
Orders policy dated August 1, 2021, indicated a
resident's MAR will be audited regularly by
licensed nurse or designee for documentation
compliance.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

31888F0 144G.71 Subd. 19 Storage of medications 01880
An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

Minnesota Department of Health
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This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure one of one
refrigerator storing medications maintained an
acceptable temperature and medications were
stored according to manufacturer's
recommended temperature.

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

The findings include:

During the entrance conference on July 29, 2024,
at 11:13 a.m., licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
stated the licensee provided medication
management services to residents at the facility.

During the facility tour on July 29, 2024, at 11:56
a.m., the surveyor observed the following
medications in the medication refrigerator located
in the office with unlicensed personnel (ULP)-D:
-14 unopened Victoza 1.2 milligrams (mg) insulin
pens for R2

-three unopened Lantus 100 units/milliliters (mL)
iInsulin pens for R2

Immediately following the observation, ULP-D
stated the medication refrigerator temperature
was checked daily using a handheld thermometer
ULP-D had in ULP-D's pocket. The surveyor
Minnesota Department of Health
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requested ULP-D provide the last six months of
documentation for the medication refrigerator
temperature.

On July 30, 2024, at 9:43 a.m., the surveyor
requested the last six months of documentation

for the medication refrigerator temperature from
LALD/CNS-A.

On July 30, 2024, at 2:24 p.m., LALD/CNS-A
stated the licensee did not have a thermometer in
the medication refrigerator and the thermometer
must have been packed away. LALD/CNS-A
stated the licensee had no documentation of the
medication refrigerator temperature and
LALD/CNS-A would not know if the insulin in the
medication refrigerator was stored at an
acceptable temperature.

The manufacturer's instructions for Victoza dated
June 2022, indicated to store unopened Victoza
In the refrigerator at 36 degrees Fahrenheit (F) to
46 degrees F. Do not allow Victoza to freeze.

The manufacturer's instructions for Lantus insulin
pens dated May 2019, indicated to store
unopened Lantus in the refrigerator at 36 degrees
F to 46 degrees F. Do not allow Lantus to freeze.

The licensee's 7.11 Medication Storage policy
dated August 1, 2021, indicated medications will
be stored consistent with manufacturer's
recommendations (refrigerated, room
temperature, or frozen).

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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01910 144G.71 Subd. 22 Disposition of medications 01910
SS=D

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.

(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.

(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to document in the resident's
record the disposition of the medications as
required for one of one resident (R1) upon
discharge.

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

Minnesota Department of Health
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only occasionally).
The findings include:

During the entrance conference on July 29, 2024,
at 11:13 a.m., licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
stated the licensee provided medication
management services to residents at the facility.

The licensee's undated Discharged or Deceased
Resident Roster indicated R1 was admitted on
September 22, 2022, and was discharged on
April 7, 2024

R1's diagnoses included schizophrenia, major
depression, and anxiety.

R1's Service Plan dated September 23, 2022,
Indicated R1 received medication administration
services three times per day.

R1's Med (medication) Admin (administration)
Summary dated April 2024, indicated R1 received
the following medications:

-benztropine (for restlessness) 0.5 milligrams
(mg) twice daily

-buprenorphine naloxone 2 (for opioid use
disorder) 1 mg daily

-chlorhexidine gluconate 0.12% solution (oral
rinse) apply 15 milliliters (mL) twice daily
-gabapentin (anticonvulsant) 600 mg three times
daily

-olanzapine (antipsychotic) 10 mg twice daily
-sertraline (antidepressant) 150 mg daily
-prazosin HCL (for post-traumatic stress disorder)
2 mg daily

-quetiapine (antipsychotic) 400 mg daily
-clonazepam (antianxiety) 0.5 mg daily as needed
(PRN)

Minnesota Department of Health
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-hydroxyzine pamoate (antianxiety) 25 mg every
six hours PRN
-trazodone (for insomnia) 50 mg at bedtime PRN

R1's record lacked prescriber orders for
benztropine 0.5 mg and sertraline 150 mg.

R1's prescriber orders dated July 10, 2023,
Included the rest of above noted medications.

R1's undated Discharge/Transfer Summary
indicated all remaining medications were send
[sic] with the client (resident).

R1's record lacked documentation for the
disposition of the above medications to include
the medication's name, strength, prescription
number as applicable, quantity, to whom the
medications were given, date of disposition, and
names of staff and other individuals involved In
the disposition.

On July 30, 2024, at 8:47 a.m., LALD/CNS-A
stated the licensee did not document R1's
medication disposition due to not knowing for
sure when R1 was leaving the facility and the
medication disposition documentation was not
completed, however, the licensee was aware of
the medication disposition requirement.

The licensee's 7.23 Medication Disposal policy
dated August 1, 2021, indicated current unused
medications managed by the licensee will be
returned to the pharmacy for credit, or given to
the resident or the resident's representative,
when the resident's medications are no longer
managed by the facility, or the medication has
been discontinued by the prescriber. Upon
disposition, the facility must document in the
resident's record the disposition of the medication
Minnesota Department of Health
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including the medication's name, strength,
prescription number as applicable, quantity, to
whom the medications were given, date of
disposition, and names of staff and other
individuals involved in the disposition.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

03090| 144.6502, Subd. 8 Notice to Visitors 03090
SS=C
(a) A facility must post a sign at each facility
entrance accessible to visitors that states:
"Electronic monitoring devices, including security
cameras and audio devices, may be present to
record persons and activities."

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the required
notice to visitors was posted at the main entry
way of the establishment to display statutory
language to disclose electronic monitoring
activity, potentially affecting all residents, staff,
and visitors of the licensee.

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety), and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all of

Minnesota Department of Health
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the residents).
The findings include:

On July 29, 2024, at 11:00 a.m., upon arrival to
the facility, the surveyor observed a sign on the
front door entrance that indicated "Smile-You're
on Camera."

On July 30, 2024, at 9:22 a.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated the licensee use to have
the required electronic monitoring sign posted on
the front door, however, a resident must have
torn down the sign.

The licensee's 2.15 Electronic Monitoring policy
dated October 25, 2021, indicated the licensee
would have a sign posted at each facility entrance
accessible to visitors that state: "Electronic
monitoring devices, including security cameras
and audio devices, may be present to record
persons or activities."

No further information was provided.

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

Minnesota Department of Health
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Environmental Health
Food, Pools, and Lodging
625 Robert St. N

DEPARTMENT 2;-1'3;6’1' 5000
OF HEALTH e

Type:  Full Food and Beverage Establishment rage 1

Date: 07/30/24 _

Time:  10:00:00 Inspection Report

Report: 1031241187

— Location: — Establishment Infe:
Delight Home Healthcare Lic ID #: 0037529
6401 Neddersen Parkway Risk:
Brooklyn Park, MN 55445 Announced Inspection: No
Hennepin County, 27

— License Categories: — Operator:

. Phone #: 6124141804
Expireson: / / ID #

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

The following orders were 1ssued during this inspection.

3-300B Protection from Contamination: cross-contamination, eggs

3-302.11A(1) ** Priority 1 **

MN Rule 4626.0235A(1) Separate raw animal foods during storage, preparation, holding, and display from
ready-to-eat foods to prevent cross-contamination.

RAW EGGS STORED WITH BAGGED CARROTS AND BUNS. HAD STAFF MOVE EGGS DOWN, AND
CARROTS AND BUNS UP. DISCUSSED IMPORTANCE OF KEEPING RAW FOODS BELOW RTE
FOODS.

Corrected on Site

4-300 Equipment Numbers and Capacities
4-302.14 ** Priority 2 **
MN Rule 4626.0715 Provide an appropriate test kit to accurately measure sanitizing solutions.

ESTABLISHMENT DOES NOT HAVE SANITIZER TESTING KIT ON SITE. PURCHASE KIT AND TEST
SANI CONCENTRATION (50-200PPM BLEACH, 150-400PPM QUAT)

Comply By: 08/02/24

6-300 Physical Facility Numbers and Capacities
6-301.12 ** Priority 2 **
MN Rule 4626.1445 Provide and maintain a supply of individual disposable towels, a continuous towel system,

a heated-air hand drying device, or an approved ambient air temperature hand drying device at each
handwashing sink or group of adjacent handwashing sinks.

UPSTAIRS BATHROOM MISSING PAPER TOWELS. SEND PICTURE OF PAPER TOWEL DISPENSER
WHEN INSTALLED.

Comply By: 08/02/24



Type:  Full Food and Beverage Establishment rage 2
Date: 07/30/24

Time:  10:00:00 Inspection Report

Report: 1031241187
Delight Home Healthcare Lic

4-500 Equipment Maintenance and Operation
4-501.11AB

MN Rule 4626.0735AB All equipment and components must be 1n good repair and maintained and adjusted in
accordance with manufacturer's specifications.

HOOD FAN NOT, LIGHT, AND MICROWAVE NOT WORKING ON RANGE MICROWAVE. REPAIR
OR REPLACE ALL.

Comply By: 08/20/24

4-600 Cleaning Equipment and Utensils
4-601.11B

MN Rule 4626.0840B Maintain the food contact surfaces of cooking equipment and pans free of encrusted
grease deposits and other soil accumulations.

OVEN INTERIOR AND PANINI GRILL FOUND WITH ENCRUSTED FOOD DEBRIS THROUGHOU'T
CAVITY. CLEAN AND MAINTAIN CLEAN.

Comply By: 08/20/24

S5-500 Refuse and Recyclables
5-501.16C

MN Rule 4626.1255C Provide a waste receptacle at each handwashing sink or group of handwashing sinks 1f
disposable towels are used.

HANDSINK/KITCHEN WASTE RECEPTACLE HAS LID THAT NEEDS TO BE LIFTED BY HAND -
CONTAMINATION RISK. REMOVE LID FROM WASTE RECEPTACLE. PURCHASE NEW WASTE
RECEPTACLE WITH FOOT PETAL.

Comply By: 08/20/24

6-500 Physical Facility Maintenance/Operation and Pest Control
6-501.12A
MN Rule 4626.1520A Clean and maintain all physical facilities clean.

BACKSPLASH PANELS HAVE GREASE ON SURFACE. CLEAN ALL BACKSPLASH PANELS
INCLUDING WINDOW AREA.

Comply By: 08/20/24

Surface and Equipment Sanitizers

Dimethyl Ethyl Benzyl Ammo: =400 at Degrees Fahrenheit
Location: Sanitizer Wipes
Violation Issued: No

Hot Water: = at 160 Degrees Fahrenheit
Location: Dish Machine
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Cold Hold/Tartar Sauce
Temperature: 40 Degrees Fahrenheit - Location: Refrigerator
Violation Issued: No




Type:  Full Food and Beverage Establishment rage 3
Date: 07/30/24

Time:  10:00:00 Inspection Report

Report: 1031241187
Delight Home Healthcare Lic

Total Orders In This Report Priority 1 Priority 2 Priority 3
1 2 4

DO NOT ENTER CFM FORM

Nurse Evaluator on site: Sara Umlauf.

All violations discussed with PIC during the inspection.

NOTES:

- Establishment has a residential kitchen (4626.0506(G)(2)) Same-day service only. No saving and reheating of
foods or preparation of foods the day prior to eating. Any remaining food from meals to be removed/discarded at
end of day.

- Establishment does not have pasteurized eggs and does not prepare eggs for consumption under 145F.
Purchase pasteurized eggs 1f intending to serve eggs undercooked.

- 2-Comp sink has left basin designated for handwashing and the right basin for product washing/prep sink.

- When preparing food, make sure to use a thin-probe thermometer to check temperatures.

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

I acknowledge receipt of the Environmental Health inspection report number
1031241187 of 07/30/24.

Certified Food Protection ManagerNkeiru O Okonkwo
Certification Number: _FM113542 Expires: _10/17/25

Inspection report reviewed with person in charge and emailed.

Signed: Signed: Q_)/>G

Nkeiru O Okonkwo Chnis Foster

Person 1n Charge Public Health Sanitarian II
Freeman Office Building
651-983-8760
chris j foster(@state.mn.us




