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

Electronically Delivered
January 14, 2025

Licensee

Sotam Home Care LLC
9271 Lake Road
Woodbury, MN 55125

RE: Project Number(s) SL35673015

Dear Licensee:

On December 19, 2024, the Minnesota Department of Health completed a follow-up survey of your
facility to determine if orders from the July 26, 2024, survey were corrected. This follow-up survey
verified that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

l o T T
| I :
- e -~ “"i‘.

Jess Schoenecker, Supervisor

State Evaluation Team

Email: jess.schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 1-866-890-9290

JMD

An equal opportunity employer. P709 HC Orders Corrected
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
August 23, 2024

Licensee

Sotam Home Care LLC LLC
9271 Lake Road
Woodbury, MN 55125

RE: Project Number(s) SL35673015
Dear Licensee:

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

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
§ 144G.20.

In accordance with Minn. Stat. § 144G.31, Subd. 4(a)(5), MDH may impose fine amounts of either
$1,000 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

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021
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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 - 0830 - 144g.45 Subd. 3 - Local Laws Apply - $3,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $3,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject
to appeal.

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:

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

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

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

CORRECTION ORDER RECONSIDERATION PROCESS

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

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
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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,

IIII n ...
] i-.

Jess Schoenecker, Supervisor
State Evaluation Team
Email: Jess.Schoenecker@state.mn.us

Telephone: 651-201-3789 Fax: 1-866-890-9290

HHH
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(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)
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.
SL35673015-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On July 22, 2024, through July 26, 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 (4) residents; 4 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
An immediate order was issued on July 23, 2024, STATUTES.
for tag identification 0830.
THE LETTER IN THE LEFT COLUMN IS
The immediacy of order 0830 was removed USED FOR TRACKING PURPOSES AND
based on supervisory review effective July 26, REFLECTS THE SCOPE AND LEVEL
2024 ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
0 110] 144G.10 Subdivision 1a Assisted living director 0 110
SS=C | license required

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Each assisted living facility must employ an
assisted living director licensed or permitted by
the Board of Executives for Long Term Services
and Supports.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the licensed assisted
living director (LALD) was listed as the Director of
Record (DOR) for the licensee. This had the
potential to affect all the licensee's 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 client/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:

On July 22, 2024, at 9:17 a.m., the Board of
Executives for Long-Term Services and Support
(BELTSS) website was reviewed. The BELTSS
website indicated LALD-A held a current assisted
living director license (issued June 23, 2021; and
expires October 31, 2024). The website did not
list LALD-A as the DOR for the licensee.

On July 23, 2024, at 10:03 a.m., LALD-A
reviewed the BELTSS website with the surveyor
and he stated he was not listed as DOR for
licensee. LALD-A was unaware of the
requirement and asked how to do it, which
surveyor referred him to BELTSS for assistance.
Minnesota Department of Health

STATE FORM 6899 7Z4\/E11 If continuation sheet 2 of 34
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The licensee's 5.1 Assisted Living Director policy
dated 2021, indicated the assisted living director
would be licensed with BELTSS. The policy also
indicated the assisted living director was
responsible for day-to-day overall agency
operations. The policy made no mention of the
requirement for establishing the LALD as the
director of record.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

0 480 144G.41 Subd 1 (13) (i) (B) Minimum 0 480
SS=F | requirements

(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).

Minnesota Department of Health
STATE FORM 6899 7Z4\/E11 If continuation sheet 3 of 34



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:
35673 B. WING 07/26/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9271 LAKE ROAD
SOTAM HOME CARE LLC LLC
WOODBURY, MN 55125
(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)

0480 | Continued From page 3 0 480

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated July 23, 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.

0 780| 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;

(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

Minnesota Department of Health
STATE FORM 6899 7Z4\/E11 If continuation sheet 4 of 34
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0 780 | Continued From page 4 0 780

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 complied with
fire protection requirements. 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 the potential to affect a large portion or all
of the residents).

The findings include:

On July 22, 2024, at 2:05 p.m., survey staff
toured the home with owner and administrator
(O/A)-E. During the tour, survey staff observed
the following:

1. A smoke alarm was not installed in occupied
resident bedroom 3. The smoke alarm bracket on
the ceiling was empty. During the facility tour
interview, O/A-E stated they did not know the
smoke alarm in bedroom 3 was missing.

2. When the smoke alarm installed outside
occupied resident bedroom 4 was tested, none of
the other smoke alarms in the home were
actuated. This smoke alarm was not
Interconnected as required by statute. During the
facility tour interview, O/A-E verified the smoke
alarm interconnection requirement was not met.

TIME PERIOD FOR CORRECTION: Seven (7)

Minnesota Department of Health
STATE FORM 6899 7Z4\/E11 If continuation sheet 5 of 34
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0 790| 144G.45 Subd. 2 (a) (2)-(3) Fire protection and 0790
SS=F | physical environment

(2) install and maintain portable fire
extinguishers in accordance with the State Fire
Code;

(3) install portable fire extinguishers having a
minimum 2-A:10-B:C rating within Group R-3
occupancies, as defined by the State Fire Code,
located so that the travel distance to the nearest
fire extinguisher does not exceed 75 feet, and
maintained in accordance with the State Fire
Code; and

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to install and maintain portable fire
extinguishers as required by statute. This
deficient condition had the potential to 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 the potential to affect a large portion or all
of the residents).

The findings include:

On July 22, 2024, at 2:05 p.m., survey staff

Minnesota Department of Health
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toured the home with owner and administrator
(O/A)-E. During the tour, survey staff observed
the following:

1. The fire extinguisher stored in the hall closet on
the main floor was rated 1-A:10-B:C. Fire
extinguishers must have a minimum 2-A:10-B:C
rating. During the facility tour interview, O/A-E
verified the fire extinguisher rating did not meet
the statute requirements.

2. Portable fire extinguishers were not properly
installed in the following locations:

a. The fire extinguisher in the hall closet on the
main floor was stored on a shelf and not
mounted.

b. In the kitchen, the fire extinguisher was stored
inside a cabinet and not mounted.

c. In the basement, the fire extinguisher was
stored in a closet on a shelf and not mounted.
Fire extinguishers must be properly installed to
prevent them from being moved or damaged.
Extinguishers must be installed at least 4 inches
off the ground up to a maximum of 5 feet (the top
of the fire extinguisher to be no more than 5 feet
above the ground). Fire extinguishers need to be
located along normal paths of travel, installed in
visible locations, and readily available in an
emergency. During the facility tour interview,
O/A-E verified the fire extinguishers were not
properly installed.

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

Minnesota Department of Health
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good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide 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, 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 the potential to affect a large portion or all
of the residents).

The findings include:

On July 22, 2024, at 2:05 p.m., survey staff
toured the home with owner and administrator
(O/A)-E. During the tour, survey staff observed
the following:

Interior of home:

1. In occupied resident bedroom 4, a metal bar
was installed on the side of the egress window,
which prevented the window from sliding open.
The bar was held in place by brackets mounted
on the jamb and window frame. O/A-E
demonstrated the bar had to be lifted up before
this window could be opened. This bar obstructed
the egress window and would delay exiting in the
event of an emergency. During the facility tour

Minnesota Department of Health
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iInterview, O/A-E verified the installation of this bar
on the egress window.

2. The door leading from the home into the
attached garage had an exit sign posted and was
designated as an emergency exit on the floor
plan. Emergency exits are required to lead
directly to the exterior of the building and not
through a higher hazard room. During the facility
tour interview, O/A-E verified the garage door was
improperly designated as an exit.

3. Main floor resident bathroom observations:

a. The exhaust fan was not working.

b. A doorknob was installed on the bathroom
door, but the bolt, faceplate, and strike plate were
missing. The door would not latch and close.

c. The wallpaper was peeling in the area around
the shower stall. There was hardened glue on the
floor and on the sink vanity, making these
surfaces difficult to maintain clean.

d. One cabinet door for the sink vanity was
damaged and would not close properly.

During the facility tour interview, O/A-E verified
the exhaust fan, bathroom door, wallpaper, floor,
and sink vanity required repair.

4. In resident bedroom 4, the sliding closet door
was not operating smoothly, making it difficult to
open and close. During the facility tour interview,
O/A-E verified the closet door was not working
properly.

5. In resident bedroom 2, there were holes in the
wall and door, and the window blind was
damaged. In resident bedroom 3, the surface of
the door around the handle was rough and
chipped. During the facility tour interview, O/A-E
verified the doors, wall, and window blind required
repair.

6. In the bathroom for resident bedroom 1, one
knob was missing from the sink vanity, making it
difficult to open. During the facility tour interview,
O/A-E verified the vanity required repair.

Minnesota Department of Health
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Exterior of home:

/. The cover was missing on the electrical outlet
In the parking area. Electrical outlets installed
outside must be covered to protect them from
being damaged by weather elements. During the
facility tour interview, O/A-E verified a cover was
not installed on this outlet.

8. Main back deck observations:

a. Balusters on several sections of the railing had
been replaced with wire.

b. One step was cracked and loose.

c. Three boards were deteriorated on the floor of
the deck.

During the facility tour interview, O/A-E verified
the deck had not been maintained properly.

9. Furniture, plastic tubs, and a bucket were
stored in the backyard. Standing water had
accumulated in the plastic tubs and bucket.
Storage of these items outside creates areas for
pest harborage. O/A-E stated these items were
not used and was not sure why they were in the
backyard. O/A-E verified these items were
iImproperly stored outside and required removal.
10. There was a covered empty hot tub on the
back patio accessible to residents. The cover was
not locked. O/A-E stated the hot tub was not
used. Unlicensed hot tubs must be stored in a
locked area or have a cover that can be secured
with a lock.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 810] 144G.45 Subd. 2 (b)-(f) Fire protection and 0 810
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:

Minnesota Department of Health
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(1) location and number of resident sleeping
rooms,

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
Include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.
(f) Evacuation drills are required for employees
twice per year per shift with at least one
evacuation drill every other month. Evacuation of
the residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to develop a fire safety and
evacuation plan with the required content, and
provide required training. 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
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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).

The findings include:

On July 22, 2024, owner and administrator
(O/A)-E and resident and staff interactions
coordinator (RSIC)-C provided documents on the
fire safety and evacuation plan (FSEP), fire safety
and evacuation training, and employee
evacuation drills for the facility.

FIRE SAFETY AND EVACUATION PLAN
Record review of the available documentation
indicated the FSEP included a fire safety policy
dated August 1, 2021. This policy was a template
from a third-party provider and had not been
developed for use at this facility.

The FSEP fire safety policy included 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
employee actions were limited to the RACE
acronym (Rescue, Alarm, Contain,
Extinguish/Evacuate). The FSEP did not provide
complete actions for employees to take in the
event of a fire or similar emergency.

The FSEP fire safety policy did not include
specific fire protection procedures necessary for
residents evident by limited instructions directing
residents to stoop or crawl to avoid smoke.

The FSEP inappropriately referenced pull fire
alarms, which were not installed at this facility.
During an interview with survey staff on July 22,
2024, at 4:30 p.m., O/A-E and RSIC-C verified
the FSEP required revision. RSIC-C explained
one resident was identified by the licensee as
non-ambulatory and not able to self-evacuate in
Minnesota Department of Health
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the emergency plan. Survey staff requested
procedures for evacuating this resident during a
fire and RSIC-C stated this would be emailed to
survey staff. On July 23, 2024, survey staff
received an email with an emergency plan for
non-ambulatory residents. Record review of the
available documentation indicated the FSEP
emergency plan for non-ambulatory residents
inappropriately instructs employees if less than
two staff are present, non-ambulatory residents
will shelter in place until emergency personnel
arrive. The licensee failed to provide specific
procedures for resident movement and
evacuation or relocation during a fire or similar
emergency including individualized unique needs
of residents in the FSEP.

TRAINING

Record review indicated the licensee failed to
provide training to employees on the FSEP upon
hire and/or at least twice per year as evident by
the lack of training documentation. One FSEP
training session with employees was recorded,
dated May 2024. No additional training records
were provided. During an interview on July 22,
2024, at 4:30 p.m., RSIC-C stated employees
completed additional emergency preparedness
training with an online course provider. RSIC-C
verified this online training was not specific to the
facility FSEP.

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

0 820| 144G.45 Subd. 2 (g) Fire protection and physical | 03820
SS=F | environment

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

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to ensure facility elements did not constitute
a distinct hazard to life. 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).

The findings include:

On July 22, 2024, at 2:05 p.m., survey staff
toured the home with owner and administrator
(O/A)-E. During the tour, survey staff observed
the following:

1. Burnt cigarettes and ashes were on the floor
next to the desk in occupied resident bedroom 3.
A smoke alarm was not installed in this bedroom.
During the facility tour interview, O/A-E verified
the improper disposal of these smoking materials
and stated they were not aware this had

Minnesota Department of Health
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occurred. R2 stated they smoked at the desk and
disposed of the cigarettes on the floor.

2. Burnt cigarettes were disposed of on the floor
surface of the attached wood deck at the back of
the home. During the facility tour interview, O/A-E
verified burnt cigarettes were on the deck surface
and explained there was a designated smoking
area on the deck where a metal can was kept on
a table for smoking material disposal. Improper
disposal of smoking materials creates a fire
hazard.

TIME PERIOD FOR CORRECTION: One (1) day

0 830| 144G.45 Subd. 3 Local laws apply 0 830
SS=|
Assisted living facilities shall comply with all
applicable state and local governing laws,
regulations, standards, ordinances, and codes for
fire safety, building, and zoning requirements.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to follow applicable
state and local laws, regulations, standards,
ordinances, and codes related to smoking for one
of one resident (R2).

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
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 the potential to affect a large
portion or all of the residents).
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The findings include:

On July 22, 2024, at 12:00 p.m., during a facility
tour, the surveyor observed a split-level home
with three occupied bedrooms on the upper level
and one occupied bedroom on the lower level.

On July 22, 2024, at 2:30 p.m., environmental
engineer (EE) with the Minnesota Department of
Health (MDH) inspected R2's bedroom and noted
used cigarette butts and ashes on the bedroom
floor in multiple places. At 3:03 p.m., EE informed
the surveyor of what she observed. The surveyor
went to R2's bedroom and observed the same as
EE and noted the smoke detector was taken off
the ceiling bracket and missing.

On July 22, 2024, at 3:09 p.m., R2 stated he
smoked daily, multiple times a day, "a pack a
day." The surveyor asked if R2 smoked while
lying in bed and R2 stated "yes."

R2 admitted to the licensee on January 22, 2021,
and began receiving assisted living services on
August 1, 2021.

R2's diagnoses included autism spectrum
disorder (ASD-characterized by delays in
development of social and communication skills),
attention deficit hyperactivity disorder
(ADHD-inattention, hyperactivity, and impulsivity),
adjustment disorder (excessive reactions to
stress that involve negative thoughts, strong
emotions and changes in behavior), oppositional
defiant disorder (ODD-pattern of anger, irritability,
arguing and defiance toward authority figures),
and major depressive disorder (persistent
sadness and loss of interest).
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R2's Clinical Update Assessment dated April 23,
2024, read under "General Safety," that R2 was
Independent with smoking, staff will monitor
intermittently while R2 smoked outside in a
designated area due to history of igniting fire. It
also read R2 smoked in room and that the
licensee did not allow R2 to smoke in his room.
The assessment also read that R2 smoked at a
designated place, and in his room, which was not
permitted. R2 exhibited safe smoking but is
monitored due to mental illness. The assessment
also indicated "yes" for signs of mishandled
cigarettes such as burns in carpet or furniture. It
also indicated "yes" that R2 was able to smoke
safely, independently, without intervention. The
same assessment indicated R2's memory was
okay but R2's decision making status was
moderately impaired (decisions poor;
cues/supervision required).

R2's Service Plan Waiver- Addendum to Contract
effective date July 23, 2024, indicated R2
received assistance with activities, bathing
reminder, behavior management for verbal
aggression, repetitive behavior, self-injurious
behavior, anxiety, and physical aggression,
weekly deep room clean, dressing and grooming,
housekeeping, laundry, manage property
destruction, manage depression, safety checks
13 times per day, and wasting of food.

R2's record included notes dated May 13, 2024,
May 31, 2024, June 14, 2024, June 28, 2024, and
July 5, 2024, which documented by staff
reminding R2 to smoke outside and not indoors
due to safety hazard.

R2's record included a note dated July 19, 2024,
2:16 p.m., reminding R2 that it was important he
was responsive and listened to staff and
Minnesota Department of Health
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requested he make sure he smoked outside
because smoking was not allowed indoors and
was a safety hazard. The note also indicated R2
said he smoked in his room sometimes when he
forgot and was reminded there was zero
tolerance for indoor smoking.

R2's record included a note dated July 19, 2024,
at 9:26 p.m., which indicated R2 was smoking in
his room, which staff member reminded R2 to go
outside and smoke which he did.

R2's record included safety checks dated July 1,
2024, through July 22, 2024, all documented 13
times per day by unlicensed personnel (ULP)
except for 2:00 p.m., on July 2, 2024.

R2's Behavior Plan as of date July 23, 2024,
lacked interventions for R2's indoor smoking
behaviors.

On July 22, 2024, at 3:20 p.m., clinical nurse
supervisor (CNS)-D stated the first year R2 lived
at the facility, he followed the smoking policy, but
then after a year, staff redirected R2 to smoke
outside either at the front door or on the deck.
CNS-D stated R2 was assessed to smoke
independently but staff hold on to R2's cigarettes
and lighter to help prevent R2 from smoking in his
room. R2 will go out and purchase cigarettes and
lighter. CNS-D stated staff have been trained to
provide redirection if they smell smoke in the
home and perform safety checks. CNS-D stated
R2's county case manager had been informed of
this risk, but the licensee had not made attempts
to terminate services.

On July 22, 2024, at 3:26 p.m., owner and
administrator (O/A)-E stated R2 had an issue with
smoking compliance and required redirection.
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O/A-E said staff would be able to smell the
smoke at the lower level through the vent (where
management worked) if he smoked in his room.
O/A-E stated R2 would go outside to smoke and
sometimes would bring back cigarette butts.
O/A-E said they cleaned R2's room the Friday
prior and there wasn't any cigarette butts or
ashes present. Resident and staff interactions
coordinator (RSIC)-C stated R2 did not always
provide accurate information but that R2 typically
smoked 2-3 times per day. She also stated they
posted "No Smoking" signs around the house to
provide reminders to smoke outside.

On July 22, 2024, at 3:44 p.m., ULP-B stated she
typically found R2 smoking in his room 1-3 times
per week, but before it was more often. ULP-B
stated R2 was redirectable and would ask R2 to
smoke outside. ULP-B stated would document
observations of smoking inside on the behavior

log.

The licensee's undated "Resident
landbook/Guidelines," read the following
statements:

-"[Licensee] retains the right to perform random
and for-cause room/apartment searches. These
searches will be carried out by the [licensee]
Management Team;"

-"No smoking in the facility;"

-"An individual is deemed inappropriate for
[licensee] when: the Resident and/or his/her
guests/family becomes' a threat to the health or
safety of his/herself, another Resident, staff, or
visitor;"

-Under Smoke Detectors, "Smoke detectors are
provided in all resident rooms/apartments.
Maintenance of the detectors is the responsibility
of [licensee] staff. Under no circumstances
should a resident tamper with a smoke detector;"
Minnesota Department of Health

STATE FORM 6899 7Z4\/E11 If continuation sheet 19 of 34




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:
35673 B. WING 07/26/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9271 LAKE ROAD
SOTAM HOME CARE LLC LLC
WOODBURY, MN 55125
(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)
0 830 | Continued From page 19 0 830
and

-Under Smoking, "Smoking is NOT allowed in
rooms/apartments, bathrooms, or any common
living areas within the houses. There is a smoking
designated area. Do not throw cigarette butts in
the garbage or ground outside."

The licensee's undated assisted living contract
read on page four (4) the following: "There is no
smoking inside [licensee] except the designated
areas."

The Minnesota Department of Health's Minnesota
Clean Indoor Air Act (MCIAA) amendment
updated on September 7, 2023, noted smoking
was prohibited in all indoor public places and
iIndoor places of employment including health
care facilities and clinics.

Minnesota State Statute 144.414 Prohibitions;
Subdivision 3 dated 2023, indicated under a
section titled Health care facilities and clinics. (a)
Smoking is prohibited in any area of a hospital,
health care clinic, doctor's office, licensed
residential facility for children, or other health
care-related facility, except that a patient or
resident in a nursing home, boarding care facility,
or licensed residential facility for adults may
smoke in a designated separate, enclosed room
maintained in accordance with applicable state
and federal laws.

No further information was provided.
TIME PERIOD FOR CORRECTION: IMMEDIATE
The immediacy of order 0830 was removed

based on supervisory review effective July 26,
2024.
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0 950| 144G.50 Subd. 3 Designation of representative 0 950
SS=C
(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to include the required verbatim
notice to designate a representative in the
assisted living contract for one of one resident
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(R2).

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:

R2's Assisted Living Contract for Housing and
Services signed September 9, 2023, had a spot
to identify the resident's designated
representative (if applicable) on the last page of
the contract, but lacked the required statutory
notice.

On July 24, 2024, at 9:13 a.m., licensed assisted
living director (LALD)-A and owner/administrator
(O/A)-E stated R2's contract reviewed was the
current contract in use for all residents. LALD-A
and O/A-E both acknowledged the required
statutory notice was not included and would
update the contract to meet that requirement.

The licensee's 1.3 Notifications policy dated
August 1, 2021, read prior to providing housing or
assisted living services, the assisted living
contract will be presented and signed by the
resident, the resident's designated representative
and/or the resident's legal representative.

No further information provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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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
property of a resident. The contract must not
iInclude any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
include any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

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
licensee'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:

On July 23, 2024, at 11:43 a.m.,
owner/administrator (O/A)-E stated the contract
located in their survey binder was the current
contract being used for all residents.

The licensee's undated Assisted Living Contract
included the following sections that indicated a
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waiver of liability:

"Miscellaneous Provisions:

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

"Indemnification:

[Licensee] shall not be liable for any damage or
iInjury to theresident [sic], or any other person, or
to any property, occurring on the premises, or any
partthereof [sic], or in common areas thereof, and
the resident agrees to hold [licensee] harmless
from any claims or damages unless caused
solely by negligence of [licensee]. It is
recommended that renter's insurance be
purchased at the resident's expense. Nothing
contained herein is intended to create a waiver of
facility liability for the health and safety or
personal property of a resident."

On July 24, 2024, at 1:45 p.m., resident and staff
interactions coordinator (RSIC)-C stated the
language under "Miscellaneous Provisions,"
Minnesota Department of Health
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explained the licensee was not accountable for
resident's personal, medical need, or property.

The licensee's 1.3 Notifications policy dated
August 1, 2021, read prior to providing housing or
assisted living services, the assisted living
contract will be presented and signed by the
resident, the resident's designated representative
and/or the resident's legal representative.

No further information was provided.

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

01640) 144G.70 Subd. 4 (a-e) Service plan, 01640
SS=D | implementation and revisions to

(a) No later than 14 calendar days after the date
that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
include a signature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, if needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident
about changes to the facility's fee for services
and how to contact the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabillities.
(c) The facility must implement and provide all
services required by the current service plan.

(d) The service plan and the revised service plan
must be entered into the resident record,
iIncluding notice of a change in a resident's fees
when applicable.

(e) Staff providing services must be informed of

Minnesota Department of Health
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the current written service plan.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the service
plan included a signature or other authentication
by the resident or resident's designated
representative to document agreement on the
services to be provided for one of three residents
(R1).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at 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:

On July 23, 2024, at 9:25 a.m., the surveyor
observed lead unlicensed personnel (LULP)-B
and owner/administrator (O/A)-E perform the
following cares: bed bath, perineum care,
removal and application of palm grips and foam
heel protectors (helps prevent pressure ulcers),
grooming, and positioning.

R1 was admitted to licensee for services on
August 14, 2020, and began receiving assisted
living services on August 1, 2021. R1 began end
of life hospice services on October 30, 2023.

R1's diagnoses included vascular dementia,
severe protein-calorie malnutrition, and
hemiplegia and hemiparesis following a stroke
Minnesota Department of Health
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affecting left dominant side.

R1's unsigned Service Plan (Wavier)-Addendum
to Contract printed July 24, 2024, indicated R1
received assistance with bathing, dressing, meal
assistance, deep room clean, exercise, grooming,
housekeeping, incontinent care, laundry, behavior
management, meals, medication administration,
vital signs, safety checks, toileting, transfer
assistance, wheelchair use, and repositioning.
R1's service plan lacked a signature or other
authentication by the resident or resident's
designated representative indicating agreement
on services to be provided when revisions
occurred.

On July 25, 2024, at 3:43 p.m., R1's guardian
(G)-G stated he received a call the day before
and received a new service plan (during survey)
but didn't recall receiving an updated service plan
within the past year.

On July 26, 2024, at 10:15 a.m., clinical nurse
supervisor (CNS)-D stated she updated the
service plan June 2024 to put more emphasis on
resident comfort because R1 was on hospice
care. CNS-D stated she contacted R1's guardian
to notify him of the change in service plan but
didn't recall if it was faxed to him for signatures.

The licensee's 1.7 Service Plan policy dated
August 1, 2021, indicated the initial service plan
and any revisions were signed by a
representative from the licensee and the resident
or resident's representative, indicating agreement
with the services to be provided.

No further information provided.

TIME PERIOD FOR CORRECTION: Twenty-one
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01920 144G.71 Subd. 23 Loss or spillage 01920
SS=D

(a) Assisted living facilities providing medication
management must develop and implement
procedures for loss or spillage of all controlled
substances defined in Minnesota Rules, part
6800.4220. These procedures must require that
when a spillage of a controlled substance occurs,
a notation must be made in the resident's record
explaining the spillage and the actions taken. The
notation must be signed by the person
responsible for the spillage and include
verification that any contaminated substance was
disposed of according to state or federal
regulations.

(b) The procedures must require that the facility
providing medication management investigate
any known loss or unaccounted for prescription
drugs and take appropriate action required under
state or federal regulations and document the
investigation in required records.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to follow procedure for
loss and spillage of a controlled substance that
was managed by the licensee for one of one
resident (R1).

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

The findings include:

On July 22, 2024, at 11:00 a.m., during entrance
conference, clinical nurse supervisor (CNS)-D
stated controlled medications were double locked
iIn the medication cabinet located within the
kitchen and there was only one key to access the
cabinet. CNS-D stated on every shift, the
unlicensed personnel (ULP) would count with the
on-coming shift and document the count results
on the narcotic count log. For any loss/spillage of
medications, staff have been instructed to contact
the registered nurse (RN).

On July 24, 2024, at 11:53 a.m., CNS-D checked
RTasks (electronic health record) for current
lorazepam concentrate (2 milligrams
(mg)/milliliter (ml)) count which was 12.75 ml.

On July 24, 2024, at 1:00 p.m., during medication
administration observation, the surveyor
observed lead unlicensed personnel (LULP)-B
pull out a bottle of as needed (PRN) liquid
morphine 20 mg/ml and document on RTasks
remaining amount of "1.5" from "1.75." LULP-B
explained since the dose is 0.25 ml, it brings the
remaining amount to 1.5 ml. LULP-B explained
she checked the bottle against the count on
RTasks. The surveyor did not observe the count
check against the bottle. LULP-B brought the
morphine bottle and syringe downstairs to R1's
room and drew up 0.25 ml via syringe and
iInserted the medication into R1's right cheek.
Surveyor asked to check the remaining amount of
morphine and the liquid line was between 7-8 ml.
Resident and staff interaction coordinator
(RSIC)-C came into the room and checked the
Minnesota Department of Health
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bottle and she said it was between 7-8 ml and
would need to check on RTasks if the count
matches. At 1:19 p.m., the surveyor, LULP-B, and
RSIC-C looked at the lorazepam concentrate (2
mg/ml) bottle and the remaining amount was
approximately 8 ml.

R1 was admitted to licensee for services on
August 14, 2020, and began receiving assisted
living services on August 1, 2021. R1 began end
of life hospice services on October 30, 2023.

R1's Assessment as of Date signed by CNS-D on
June 19, 2024, indicated R1 received medication
management services.

R1's Medication Administration Record (MAR)
dated July 2024, indicated R1 received the
following:

-morphine concentrate 20 mg/ml-give 0.25 ml (5
mg) by mouth every one-hour PRN for pain or
shortness of breath. It was documented R1
received 13 PRN doses between July 1-23, 2024,
and

-lorazepam concentrate 2 mg/mi-give 0.25 ml
(0.5 mg) by mouth three times a day. It was

documented R1 received all three doses between
July 1-23, 2024.

R1's medication discrepancies were as follows:
-current morphine on hand 7-8 ml, documented
remaining amount on RTasks was 1.5 ml; and
-current lorazepam on hand approximately 8 ml,
documented remaining amount on RTasks was
12.75 ml.

On July 24, 2024, at 2:15 p.m., CNS-D stated her
process for monitoring narcotics was to check
RTasks for the remaining quantity amount and
check that against the current amount in the
Minnesota Department of Health
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bottle on every shift she worked (worked
full-time). Regarding the differences in the
amounts, CNS-D explained that the syringe and
bottle gave an approximate amount of fluid, so it
may not be accurate. CNS-D trained staff to
check the medication bottle when doing the count
to ensure they are the same on every shift.
CNS-D would observe ULPs drawing up the
medication once in a while to ensure they are
doing it properly.

On July 24, 2024, around 2:30 p.m., the surveyor
requested documentation of any incidents,
accidents and/or medication errors for the past
siX (6) months, which owner/administrator
(O/A)-E provided one medication documentation
error for R2 and stated that was the only incident
that occurred.

The licensee's 3.6 Store/Control of Medications
policy dated August 1, 2021, indicated when
controlled substances are being managed,
stored, and secured by [licensee], the RN will
provide for security and accountability for the
overall management, control, and disposition of
those substances in compliance with state and
federal regulations. The policy also indicated
schedule |l controlled substances (such as
morphine) are stored in a separately locked
compartment. The RN was responsible for
establishing the protocol related to
monitoring/securing controlled medications based
on the initial assessment and risk for diversion.

The licensee's 3.11 Disposition and Disposal of
Medications policy dated August 1, 2021,
indicated when a loss or spillage of a schedule |l
controlled substance occurs, an explanatory note
IS made in the clinical record explaining the
spillage and actions taken. The licensee will
Minnesota Department of Health
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conduct an investigation of any known loss or
unaccounted for prescription drugs and will take
action as required under state or federal
regulations. The investigation will be documented
as part of the Performance Improvement
program.

The licensee's undated Position
Description-Clinical Nurse Supervisor, read the
job responsibility of the CNS was to establish and
assure the implementation of the medication
management program for residents based on
assessed data and according to agency policy
and state statute.

No further information was provided.

TIME PERIOD TO CORRECT: 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 was posted at the main entry way of the
establishment to display statutory language to
disclose electronic monitoring activity, potentially
affecting all current residents in the assisted living
facility, staff, and any visitors to the facility.

Minnesota Department of Health
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This practice resulted in a level one violation (a
violation that has not 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:

On July 22, 2024, at 11:00 a.m., upon entering
the facility, the surveyor observed one entrance
accessible by visitors to the facility and it lacked
the required notice for electronic monitoring.
Surveyor did observe a sign stated, "\Warning
Security Cameras In Use" on the siding of the
house next to the front door.

On July 24, 2024, at approximately 12:00 p.m.
during a facility tour, multiple cameras were noted
throughout the facility.

On July 24, 2024, at 12:15 p.m., the surveyor
asked owner/administrator (O/A)-E where the
electronic monitoring sign was located and she
stated it was right outside the front door. O/A-E
stated they did not have statutory language to
disclose electronic monitoring activity displayed.

The licensee's 1.13 Electronic Monitoring policy
dated August 1, 2021, indicated the licensee
would 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."

No further information provided.
Minnesota Department of Health
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DEPARTMENT
OF HEALTH

IT)Ylfei 1;‘;}123/24 Food and Beverage Establishment rage
ate: .

Time:  11:18:42 Inspection Report

Report: 1036241138

— Location: — Establishment Info:
Sotam Home Care Lic Llc ID #: 0039091
9271 Lake Road Risk:
Woodbury, MN55125 Announced Inspection: No
Washington County, 82

— License Categories: — Operator:
. Phone #: 6512781244
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.

The following orders were 1ssued during this inspection.

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.

NO CHLORINE TEST STRIPS WERE ON SITE FOR TESTING THE CHLORINE SANITIZER SPRAY
BOTTLE CONCENTRATION. MDH PROVIDED A FEW STRIPS UNTIL SOME CAN BE OBTAINED.

Comply By: 08/13/24

6-200 Physical Facility Design and Construction
6-202.11A4

MN Rule 4626.1375A Provide effective shielding, coated or shatter-resistant light bulbs for all light fixtures
where there 1s exposed food, clean equipment, utensils and linens, or unwrapped single-service or single-use
articles.

OBSERVED DAMAGED LIGHT SHIELDS ABOVE THE COUNTERS THROUGFHOUT KITCHEN
AREA. REPLACE AND MAINTAIN.

Comply By: 08/13/24

Surface and Equipment Sanitizers

Chlorine: = 100PPM at Degrees Fahrenheit
Location: UPSTAIRS SANI SPRAY BOTTLE
Violation Issued: No

Chlorine: = 100PPM at Degrees Fahrenheit
Location: BASEMENT SANI SPRAY BOTTLE
Violation Issued: No




Type:  Full Food and Beverage Establishment Fage £
Date: 07/23/24

Time:  11:18:42 Inspection Report

Report: 1036241138
Sotam Home Care Lilc Llc

UTENSIL SURFACE TEMP: = at 180 Degrees Fahrenheit
Location: DISH MACHINE

Violation Issued: No

Food and Equipment Temperatures

Process/Item: Ambient Temp
Temperature: 39 Degrees Fahrenheit - Location: SAMSUNG FRIDGE
Violation Issued: No

Process/Item: Ambient Temp
Temperature: 8 Degrees Fahrenheit - Location: SANSUNG FREEZER
Violation Issued: No

Process/Item: Ambient Temp
Temperature: 0 Degrees Fahrenheit - Location: FRIDGIDAIRE FREEZER
Violation Issued: No

Process/Item: Ambient Temp
Temperature: O Degrees Fahrenheit - Location: INSIGNIA FREEZER
Violation Issued: No

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

THIS INSPECTION WAS CONDUCTED IN CONJUNCTION WITH MDH HEALTH REGULATORY
DIVISION (HRD) SURVEY. SURVEYOR FROM HRD WAS ANNA BOHNEN. INSPECTION
CONDUCTED IN PRESENCE OF OLUFUNMILAYO OKUBANJO AND DESTINA BROWN-WEST, THE
PERSON IN CHARGE. ALL VIOLATIONS WERE DISCUSSED WITH PERSON IN CHARGE AND HRD
EVALUATOR DURING INSPECTION.

THIS FACILITY DOES NOT HAVE COMMERCIAL GRADE ANSI EQUIPMENT. ALL FOOD MUST BE
SERVED THE SAME DAY IT IS PREPARED, AND LEFTOVERS CAN NEVER BE SAVED.

FOOD SERVICE AREA FLOORS, WALLS, CEILINGS, COUNTERTOPS, AND FINISH MATERIALS
MUST BE NON-ABSORBANT, SMOOTH, DURABLE, AND EASILY CLEANABLE. CEILINGS
CANNOT HAVE POPCORN TEXTURE. CABINETS CANNOT HAVE HOLLOW BASES. EXPOSED
WOOD IS NOT APPROVED FOR FOOD SERVICE AREAS. WOOD IS NOT AN APPROVED FOOD
CONTACT SURFACE.

THESE ADDITIONAL TOPICS WERE DISCUSSED WITH THE PERSON IN CHARGE:
- EMPLOYEE ILLNESS EXCLUSION

- HAND WASHING PROCEDURE

- NO BARE HAND CONTACT WITH RTE FOOD

- SANITIZER USE/TEST KITS

- THERMOMETER USE AND CALIBRATION

- PEST CONTROL

- DATE MARKING

- FULLY COOKING FOOD FOR HIGH RISK POPULATIONS

- ANSI 184 STANDARD FOR RESIDENTIAL DISH WASHER
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Sotam Home Care Llc Llc

**IF ANY RESIDENTS COMPLAIN OF ILLNESS, CONTACT THE MINNESOTA DEPARTMENT OF
HEALTH AND PROVIDE THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER TO THE
CUSTOMER. THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER IS 1-877-366-3455.

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

I acknowledge receipt of the 1nspection report number 1036241138 of 07/23/24.

Certified Food Protection ManagerADEKUNKLE M. ADIGUN

Certification Number: _FM101429 Expires: _ 11/01/25

Inspection report reviewed with person in charge and emailed.

Signed: Signed: \‘\b"\"‘

DESTINA BROWN-WEST Jeft Johanson
PERSON IN CHARGE




