m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
May 15, 2024

Licensee

Team Home Health Care LLC
7421 18th Avenue South
Richfield, MN 55423

RE: Project Number(s) SL36171015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on April 23, 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 . . ."

IMPOSITION OF FINES

In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed
based on the level and scope of the violations and may be imposed immediately with no opportunity
to correct the violation first as follows:

Level 1: no fines or enforcement.

Level 2: a fine of S500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20 for widespread violations;

Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism
authorized in § 144G.20.

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
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§ 144G.20.

In accordance with Minn. Stat. § 144G.31, Subd. 4(a)(5), MDH may impose fine amounts of either
S1,000 or $5,000 to licensees who are found to be responsible for maltreatment. MDH may impose a
fine of $1,000 for each substantiated maltreatment violation that consists of abuse, neglect, or
financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,9, 17. MDH also may impose a
fine of $S5,000 for each substantiated maltreatment violation consisting of sexual assault, death, or
abuse resulting in serious injury.

In accordance with Minn. Stat. § 144G.31, Subd. 4(b), when a fine is assessed against a facility for
substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
pursuant to this survey:

St-0-0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00

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

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:

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

e I|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
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REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has
been assessed a fine under this subdivision has a right to a reconsideration or a hearing under this
section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating
factor. to submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

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,
C YIS —W~—

Jodi Johnson, Supervisor
State Evaluation Team

Email: jodi.johnson@state.mn.us
Telephone: 507-344-2730 Fax: 1-866-890-9290

HHH
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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 License
In accordance with Minnesota Statutes, section Providers. The assigned tag number
144G.08 to 144G.95, these correction orders are appears in the far left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings is the Time Period for Correction.
SL36171015 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On April 22, 2024, through April 23, 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
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
subd. 1, 2, and 3.
0510, 144G.41 Subd. 3 Infection control program 0510
SS=F
(a) All assisted living facilities must establish and
maintain an infection control program that
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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complies with accepted health care, medical, and
nursing standards for infection control.

(b) The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.

(c) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement is not met as evidenced
by:

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

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

The findings include:

On April 23, 2024, at 8:15 a.m., ULP-E set up
R1's glucometer (machine used to check blood
sugar) while wearing gloves. ULP-E observed R1
check his own blood sugar and administer his
own insulin. ULP-E put the glucometer back in
medication cabinet, remove R1's pre-filled weekly
medication box, pour medications onto her gloved
hand to verify the medications, put the

Minnesota Department of Health
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medications into a cup and administered the
medications to R1. ULP-E then put R1's pre-filled
medication box in the medication cabinet,
document the administration on the computer and
then went into the kitchen to begin prepping
breakfast plates for the residents. ULP-E did not
remove gloves or perform hand hygiene in
between the above tasks.

On April 23, 2024, at 8:25 a.m., ULP-E stated she
should have removed her gloves and performed
hand hygiene after touching R1's glucometer and
put on a new pair of gloves prior to prepping R1's
medications and again changed gloves and
performed hand hygiene before handling food.

On April 23, 2024, at 8:53 a.m., clinical nurse
supervisor (CNS)-B stated her expectation was
for staff to remove gloves and perform hand
hygiene in between tasks to avoid cross
contamination.

The licensee's Infection Control- Hand Washing
policy dated November 29, 2023, indicated hand
washing would be performed by all employees, as
necessary, between tasks and procedures, and
after bathroom use, to prevent
cross-contaminations.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 550| 144G.41 Subd. 7 Resident grievances; reporting | 0550
SS=F | maltreatment

All facilities must post in a conspicuous place
information about the facilities' grievance

Minnesota Department of Health
STATE FORM 6899 VHK111 If continuation sheet 3 of 13
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procedure, and the name, telephone number, and
email contact information for the individuals who
are responsible for handling resident grievances.
The notice must also have the contact
Information for the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities
and must have information for reporting
suspected maltreatment to the Minnesota Adult
Abuse Reporting Center. The notice must also
state that if an individual has a complaint about
the facility or person providing services, the
individual may contact the Office of Health Facility
Complaints at the Minnesota Department of
Health.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to post in a
conspicuous place, information about the
licensee's grievance procedure with the required
content. This had the potential to affect the
licensee's current 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, 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 April 22, 2024, at 9:15 a.m. during the facility
tour with licensed assisted living director
(LALD)-A, the surveyor observed the licensee's
Minnesota Department of Health
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grievance procedure posted by the front door of
the facility. Though the posted grievance
procedure included the contact information for the
Ombudsman for Long-Term Care, Office of
Ombudsman for Mental Health and
Developmental Disabilities, and Minnesota Adult
Abuse Reporting Center (MAARC), the posting
lacked the name, telephone number and email
contact information for individuals who were
responsible for handling resident grievances.

On April 23, 2024, at 8:25 a.m., LALD-A reviewed
the posted grievance procedure and stated it did
not include the name, telephone number and
email contact for the individuals who were
responsible for handling resident grievances.

The licensee's Complaint/Grievance Posting
policy dated September 22, 2022, indicated the
posting would include the name, telephone
number, and email contact information for the
iIndividual(s) who were responsible for handling
resident complaint/grievances.

No additional information was provided.

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

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

(b) The facility must develop and implement an
individual abuse prevention plan for each
vulnerable adult. The plan shall contain an
individualized review or assessment of the
person's susceptibility to abuse by another
individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;

Minnesota Department of Health
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and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure an individual
abuse prevention plan (IAPP) was developed to
include the required content for one of one
resident (R1).

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

R1 was admitted on October 30, 2022, with
diagnoses that included schizophrenia (disorder
that affects a person's ability to think, feel, and
behave clearly), and diabetes.

R1's service plan dated October 22, 2023,
indicated R1 received assistance with dressing,
grooming, bathing, nail care, behavior
management, medication management, blood
sugar and insulin reminders.

On April 23, 2024, at 8:15 a.m., the surveyor
observed unlicensed personnel (ULP)-F
administer R1's medications.

Minnesota Department of Health
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R1's IAPP dated April 1, 2024, indicated R1 was
not at risk to abuse other vulnerable adults.
However, under behavior vulnerability it indicated
R1 had outburst of anger and was combative with
the potential threat of hitting others if behaviors
escalated.

R1's IAPP also indicated R1 smoked, but it was
not a vulnerability. However, R1's progress notes
listed below indicated R1's smoking was a
hazard:

-March 21, 2024, "started to smoke in his room
which set off the alarms in the house. This is a
new behaviour [sic]that is occurring. Before he
use to go outside to smoke more frequently.
Today when the staff was doing the
housekeeping, they discovered that he was using
a cup as an ash tray inside his room. The cup
was full of cigret buds [sic] that was used".
-March 25, 2024, "Client also has been smoking
In his room which is a hazard. Client was
educated and reported to the case worker".
-April 1, 2024, "Client also has been smoking in
his room, which is a hazard. Client was educated
and reported to the case manager".

-April 8, 2024, "Client also has been smoking in
his room, which is a hazard. Client was educated,
admitted has smoking in the house, said will not
do it".

R1's comprehensive assessment dated April 1,
2024, indicated R1 smoked cigarettes and was
able to smoke safely, independently and without
Intervention. However, the assessment also
indicated R1 had signs of burning on his clothing
and signs of mishandled cigarettes such as burns
In the carpet or furniture in his room.

On April 23, 2024, at 8:53 a.m., clinical nurse
supervisor (CNS)-B stated R1's IAPP should

Minnesota Department of Health
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iIndicate R1 was at risk for abusing others due to
his behaviors. CNS-B stated R1's comprehensive
assessment dated April 1, 2024, was incorrect
when it stated R1 had signs of burning on his
clothing and signs of mishandled cigarettes in his
room and must have selected the wrong answer
for those questions. CNS-B further stated R1 had
been smoking in his room on and off and it was a

hazard and should be listed as a vulnerability in
R1's IAPP.

The licensee's Individual Abuse Prevent Plan
policy dated November 30, 2023, indicated the
plan would contain an individualized review or
assessment of the person's susceptibility to
abuse by another individual, including:

-other vulnerable adults

-the person's risk of abusing other vulnerable
adults

-statements of the specific measures to be taken
to minimize the risk of abuse to that person and
other vulnerable adults

For purposes of the abuse prevention plan, abuse
iIncludes self-abuse.

The licensee's Smoking/Tobacco use policy dated
July 14, 2023, indicated smoking would be limited
to a designated separate area, no smoking was
allowed in the facility.

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

Minnesota Department of Health
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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
repair program.

This MN Requirement is not met as evidenced
by:

The licensee failed to maintain the physical
environment in a continuous state of good repair
and operation with regard to the health, safety,
and well-being of the residents. This had the
potential to directly affect all residents and staff.

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:

On April 22, 2024, at 12:00 p.m., survey staff
toured the facility with the licensed assisted living
director (LALD)-A. During the facility tour, survey
staff observed the following items:

On the patio door on the main level, it was
observed that the mesh screen was ripped and
exposed with a sharp edge.

On the porch on the main level, it was observed
that window glass was broken, and the
sharp-edged loose glasses remained in place to
expose residents to harm.

Minnesota Department of Health
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During the facility tour, LALD-A stated that a bird
ran into the glass and broke the glass. He stated
he would contact the building owner to repair the
broken window and the ripped screen.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01790 144G.71 Subd. 10 Medication management for 01790
SS=F | residents who will

(2) for unplanned time away, when the pharmacy
IS not able to provide the medications, a licensed
nurse or unlicensed personnel shall provide
medications in amounts and dosages needed for
the length of the anticipated absence, not to
exceed seven calendar days;

(3) the resident must be provided written
information on medications, including any special
iInstructions for administering or handling the
medications, including controlled substances; and
(4) the medications must be placed in a
medication container or containers appropriate to
the provider's medication system and must be
labeled with the resident's name and the dates
and times that the medications are scheduled.
(b) For unplanned time away when the licensed
nurse is not available, the registered nurse may
delegate this task to unlicensed personnel if:

(1) the registered nurse has trained the
unlicensed staff and determined the unlicensed
staff is competent to follow the procedures for
giving medications to residents; and

(2) the registered nurse has developed written
procedures for the unlicensed personnel,
iIncluding any special instructions or procedures
regarding controlled substances that are
prescribed for the resident. The procedures must

Minnesota Department of Health
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(1) the type of container or containers to be used
for the medications appropriate to the provider's
medication system;

(i) how the container or containers must be
labeled:

(ili) written information about the medications to
be provided;

(iv) how the unlicensed staff must document in
the resident’'s record that medications have been
provided, including documenting the date the
medications were provided and who received the
medications, the person who provided the
medications to the resident, the number of
medications that were provided to the resident,
and other required information;

(V) how the registered nurse shall be notified that
medications have been provided and whether the
registered nurse needs to be contacted before
the medications are given to the resident or the
designated representative;

(vi) a review by the registered nurse of the
completion of this task to verify that this task was
completed accurately by the unlicensed
personnel; and

(vi) how the unlicensed personnel must
document in the resident's record any unused
medications that are returned to the facility,
iIncluding the name of each medication and the
doses of each returned medication.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) developed training and competencies for
two of two unlicensed personnel (ULP-C, ULP-D)
providing medications to residents for unplanned
time away from home when the licensed nurse
was not available.

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, 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:

ULP-C
ULP-C was hired on March 8, 2021.

ULP-C's employee record lacked evidence of
training and competencies for unplanned time
away when the RN was not available.

ULP-D
ULP-D was hired on February 6, 2024.

ULP-D's employee record lacked evidence of
training and competencies for unplanned time
away when the RN was not available.

On April 23, 2024, at 9:59 a.m., licensed assisted
living director (LALD)-A stated all ULP were
trained, and competency tested on providing
medications to residents for unplanned time away
but did not have documentation of the training or
competencies.

The licensee's Medication Management-Planned
and Unplanned Time Away policy dated
December 1, 2023, indicated the registered nurse
trained the unlicensed staff and determined the
unlicensed staff were competent to follow the
procedure for giving medications to residents.
Minnesota Department of Health
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days
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No further information provided.

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

DEPARTMENT Saint Paul, MN 55164-0975
OF HEALTH 651-201-4500
iype A Food and Beverage Establishment rage
Date: 04/23/24 i
Time:  10:00:00 Inspection Report
Report: 1005241099
— Location: — Establishment Info:
Team Home Health Care Llc ID #: 0039336
7421 18th Avenue South Risk:
Richfield, MN55423 Announced Inspection: No

Hennepin County, 27

— License Categories: — Operator:

. Phone #: 6124020806
Expireson: / / D #-

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

No NEW orders were 1ssued during this inspection.

Food and Equipment Temperatures

Process/Item: Cold Hold/MILK
Temperature: 40 Degrees Fahrenheit - Location: KITCHEN REFRIGERATOR

Violation Issued: No

Process/Item: Cold Hold/BUTTER
Temperature: 41 Degrees Fahrenheit - Location: KITCHEN REFRIGERATOR
Violation Issued: No

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

INSPECTION COMPLETED WITH HOUSE DIRECTOR AND REVIEWED WITH HRD NURSE
EVALUATOR KASSIE MARKING.

DISCUSSED DATE MARKING, GLOVE USE, COOKING TEMPERATURES,
CROSS-CONTAMINATION, AND EMPLOYEE ILLNESS.

A MAXIMUM REGISTERING TEMPERATURE INDICATOR WAS ON SITE AND DIRECTOR SAYS
THE TEMPERATURE IS AROUND 165 DEGREES F WHEN THEY RUN IT THROUGH THE
DISHWASHER. DISCUSSED THAT THE MINIMUM REQUIRED UTENSIL SURFACE TEMPERATURE
FOR THE DISHWASHER IS 160 DEGREES F.

KITCHEN IS RESIDENTIAL AND FOOD IS PREPARED FOR SAME DAY SERVICE.
CABINETS ARE WOOD WITH HOLLOW BASE, AND COUNTERS ARE LAMINATE. ALL ARE

FOUND TO BE IN GOOD CONDITION AND WILL BE MONITORED AT FUTURE INSPECTIONS. IF
AT SUCH A TIME THEY ARE FOUND TO BE A CONCERN OR RISK OF CONTAMINATION,



Type:  Full Food and Beverage Establishment Fage £

Date: 04/23/24 _
Time:  10:00:00 Inspection Report

Report: 1005241099
Team Home Health Care Lic

THEY WILL BE ORDERED TO BE REPLACED AND BROUGHT UP TO CODE.

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 1005241099 of 04/23/24.

Certified Food Protection ManagerMUSTAFE F. MOHAMOUD

Certification Number: _FM109459 Expires: _02/09/25

Inspection report reviewed with person in charge and emailed.

Signed: Signed: ; z ;

MUSTAFE MOHAMOUD Jessica Davis
Public Health Sanitarian II1

651-201-3961
jessica.davis(@state.mn.us




