m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
February 19, 2025

Licensee

H & H Group Home LLC
3541 Aquila Avenue South
Saint Louis Park, MN 55426

RE: Project Number(s) SL37884016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on January 10, 2025, 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 assighed 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
isted in the "Summary Statement of Deficiencies" column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . .."

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

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:
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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

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,

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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(5) provide a means for residents to request
assistance for health and safety needs 24 hours
per day, seven days per week;

(6) allow residents the ability to furnish and
decorate the resident's unit within the terms of the
assisted living contract;

(7) permit residents access to food at any time;
(8) allow residents to choose the resident's
visitors and times of visits:

(9) allow the resident the right to choose a
roommate if sharing a unit;

(10) notify the resident of the resident's right to
have and use a lockable door to the resident's
unit. The licensee shall provide the locks on the
unit. Only a staff member with a specific need to
enter the unit shall have keys, and advance
notice must be given to the resident before
entrance, when possible. An assisted living
facility must not lock a resident in the resident's
unit;

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide a means for residents to request
assistance for health and safety needs 24 hours a
day, seven days a week. This had the potential
to affect all current residents.

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

Minnesota Department of Health
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The findings include:

On January 6, 2025, at 10:02 a.m., during the
entrance conference, owner (O)-C stated the
licensee did provide a means for residents to
request assistance for health and safety needs 24
hours a day, seven days a week. O-C stated she
had previously purchased a system but had not
installed it and was going to return the system to
get one that was more appropriate for the
licensee's clientele.

On January 6, 2025, at 1:04 p.m., during the
facility tour, the surveyor observed the facility was
a rambler style home with a main floor and
basement. The surveyor did not observe a
means for residents to request assistance for
health and safety needs 24 hours a day, seven
days a week

On January 6, 2025, at 12:18 p.m., O-C stated
the licensee did not provide a means for residents
to request assistance for health and safety needs
24 hours per day, seven days per week. O-C
stated she believed the residents were able to
ambulate to an area that staff were located to ask
for assistance and therefore they did not need a
means for residents to request assistance. O-C
also stated each resident had their own cell
phone numbers and were given the phone
numbers to the staff working and if an incident
occurred where the resident needed to call for
assistance, they could use their cell phone.

No further information was provided.

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

Minnesota Department of Health
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(11) develop and implement a staffing plan for
determining its staffing level that:

(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;

(i) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents’ assessments and service plans
on a 24-hour per day basis; and

(i) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:

(i) awake;

(i) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time;

(i) capable of communicating with residents;

(iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to ensure a staffing plan was developed,
potentially affecting all licensee's current
residents, staff, and visitors.

This practice resulted in a level two violation (a

Minnesota Department of Health
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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:

During facility tour on January 6, 2025, at 10:30
a.m., the surveyor observed a posted staff
schedule indicating which staff member was
working on each shift.

During interview on January 6, 2025, at 10:50
a.m., the surveyor asked registered nurse (RN)-A
what her position with the licensee was. RN-A
stated she was the only RN for the licensee at the
time. The surveyor then asked RN-A if a staffing
plan had been developed by the clinical nurse
supervisor. RN-A stated she knew that
administration made the schedules for staff.
RN-A denied developing a staffing plan and
indicated she was not aware she needed to
develop a staffing plan.

No further information was provided.

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

0 480| 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter

Minnesota Department of Health
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(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
iInstall a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part

Minnesota Department of Health
STATE FORM 6899 170811 If continuation sheet 6 of 22



PRINTED: 02/19/2025

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:
37884 B. WING 01/10/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3541 AQUILA AVENUE SOUTH
H&HGROUP HOME LLC
SAINT LOUIS PARK, MN 55426
(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 6 0 480

4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and

(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

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, but was not likely to
cause serious injury, impairment, or death), and
IS 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:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated January 6, 2025, 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.

Minnesota Department of Health
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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
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 the required
information related to the grievance procedure.
This had the potential to affect all 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:

Minnesota Department of Health
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On January 6, 2025, at approximately 10:30 a.m.,
during a facility tour, the surveyor did not observe
a posting of the required grievance procedure
content in a conspicuous place.

On January 6, 2025, at approximately 12:05 p.m.,
owner (O)-C confirmed the required grievance
procedure content had not been posted but
explained to surveyor they did provide the
information on the licensee's grievance policy to
each resident when they were admitted.

The licensee's Complaint Policy and Procedure
dated March 15, 2024, did not indicate the
information would be posted in an area
accessible to residents, visitors, and employees.

No further information was provided.

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

0660 144G.42 Subd. 9 Tuberculosis prevention and 0 660
SS=F | control

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

Minnesota Department of Health
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the guidelines.
(b) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement is not met as evidenced
by:

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

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:

The licensee's TB risk assessment dated
November 17, 2024, indicated the licensee was a
low risk setting for TB transmission.

ULP-B had a hire date of November 13, 2023.

ULP-B provided direct care to residents of the
assisted living.

ULP-B's employee record contained a document
dated November 10, 2023, written by a physician
which indicated ULP-B had a chest x-ray
completed on November 10, 2023, to rule out TB.
ULP-B's chest x-ray was negative for any signs of
Minnesota Department of Health
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active TB.

ULP-B's employee record lacked documentation
of a two-step TST or other evidence of TB
screening such as a blood test pre-dating the
chest x-ray.

During an interview on January 6, 2025, at 11:30
a.m., owner(O)-C stated she was not aware
ULP-B needed to have documentation of a
two-step TST or other evidence of TB screening
such as a blood test. O-C stated she believed

that ULP-B's chest x-ray results were sufficient to
indicate whether ULP-B had TB.

The Regulations for Tuberculosis Control in
Minnesota Health Care Settings dated July 2013,
noted baseline screening for all health care
workers (HCW) included a history and symptom
screen, and testing for the presence of TB
Infection. The regulations noted a blood test
should include the date of the test.

The licensee's Tuberculosis Prevention and
Control policy dated April 1, 2023, indicated at the
time of hire, all staff will be screened for TB.

No further information was provided.

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

0 680| 144G.42 Subd. 10 Disaster planning and 0680
SS=F | emergency preparedness

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses

Minnesota Department of Health
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elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an
emergency;

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

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

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

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

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to complete a written
emergency disaster plan with all required content
and failed to post the emergency plan
prominently. This had the potential to affect all
current residents, staff, and visitors to the facility.

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).

Minnesota Department of Health
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The findings include:

On January 6, 2025, at 10:15 a.m., during the
facility tour, the surveyor observed the emergency
disaster plan was not posted.

On January 6, 2025, at approximately 1:50 p.m.,
the surveyor requested to review the licensee's
emergency disaster preparedness plan.

The licensee's plan dated April 22, 2022, lacked
evidence of the following required content:
- a comprehensive program to include infectious
diseases and pandemics;
- a description of the population served by the
licensee;
- process for emergency preparedness (EP)
cooperation with state and local EP
officials/organizations;
- procedure for tracking staff and residents;
- subsistence needs for staff and residents during
emergency situation;
- development of policies/procedures to address:

- evacuation plan (not customized for the
facility);

- fire (not customized for the facility);

- shelter in place;

- a tracking system used to document
locations or residents and staff;

- the medical record documentation system to
preserve resident information;

- emergency staff strategies;

- the facilities role in providing care and
treatment at alternative sites;
- a communication plan that included:

- arrangement with other facilities ;

- names and contact information for staff,
resident physicians, other facilities;

- contact information for federal, state, tribal,
Minnesota Department of Health
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local EP staff, ombudsman;

- primary and alternative means for
communicating with facility staff, federal, state,
regional and local emergency management
agencies;

- a method of sharing information and
medical documentation for residents:

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

-a method of sharing information from the
emergency plan with residents and their families;
- EP training and testing program;

- EP training program for staff (including
documentation of training provided); and
- EP testing/annual testing requirements.

On January 6, 2025, at 2:00 p.m., O-C
acknowledged the licensee was missing required
content in emergency disaster plan. O-C stated
she was not aware of the required information to
ensure the licensee had an acceptable
emergency management plan.

No additional information was provided.

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

0 770 144G.45 Subdivision 1 Minimum site 0770
SS=F | Requirements

The following are required for all assisted living
facilities:

(1) public utilities must be available, and working
or inspected and approved water and septic
systems must be in place;

(2) the location must be publicly accessible to fire

Minnesota Department of Health
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department services and emergency medical
Services;

(3) the location's topography must provide
sufficient natural drainage and is not subject to
flooding;

(4) all-weather roads and walks must be provided
within the lot lines to the primary entrance and the
service entrance, including employees' and
visitors' parking at the site; and

(5) the location must include space for outdoor
activities for residents.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide a space for outdoor activities for
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, but was not likely to
cause serious injury, impairment, or death), and
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 residents).

The findings include:

On a facility tour on January 8, 2025, from 10:30
a.m. to 1:30 p.m., with owner (O)-C. During the
facility tour, surveyor observed the outdoor space
that would be used by residents was unsuitable
for use by residents. The yard was uneven and
overgrown and was covered in fallen leaves.
There was no seating area provided outside, O-C
stated the furniture was put away for the winter
season. The driveway in front of the outdoor
Minnesota Department of Health
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space had areas that were heaved, broken, or
missing, and generally uneven enough to be
considered a tripping hazard. These items were
also noted on survey in 2022.

On January 8, at 1:00 p.m., O-C stated they
understood the requirements for outdoor spaces
and would get an area cleared and set up for
resident use.

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

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

(1) 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
iIncluding crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

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

This MN Requirement is not met as evidenced

Minnesota Department of Health
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by:

Based on observation and interview, the licensee
failed to provide facilities that were not a distinct
hazard to life and failed to keep the facility in
compliance with the Minnesota Fire Code. This
had the potential to directly affect all of the
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).

Findings include:

On a facility tour on January 8, 2025, from 10:30
a.m. to 1:30 p.m., with owner (O)-C. The
surveyor asked O-C to initiate a test of the smoke
alarms. Upon testing, it was found that the smoke
alarms in the facility were not interconnected. At
the bottom of the basement stairs there was a
hard-wired smoke alarm and also in resident
room 3. Hard-wired safety devices are required to
be maintained. Resident rooms, and other
battery alarms must interconnect with the
required 120-volt smoke alarm.

These deficient conditions were visually verified
by O-C accompanying on the tour.

TIME PERIOD FOR CORRECTION: Two (2) day.

0 790| 144G.45 Subd. 2 (a) (2-3) Fire protection and 0 790
SS=C | physical environment

Minnesota Department of Health
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(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 maintain the portable fire extinguishers.
This deficient condition had the potential to affect
all staff, residents, and visitors.

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

The findings include:

On a facility tour on January 8, 2025, from 10:30
a.m. to 1:30 p.m., owner (O)-C. The surveyor
observed that the two fire extinguishers lacked
documentation required to demonstrate fire
extinguishers have been inspected by facility
personnel monthly, and annually replaced with a
new extinguisher or serviced annually by a
certified technician. Main floor fire extinguisher
has the pressure gauge as needed a recharge.
Minnesota Department of Health
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No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 810| 144G.45 Subd. 2 (b-f) Fire protection and 0810
SS=F | physical environment

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

(1) location and number of resident sleeping
rooms;

(2) staff 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) Staff 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 staff 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.

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

Based on observation, interview, and record
review, the licensee failed to develop the fire
safety and evacuation plan with the required
content and provide the required training and
drills. This had the potential to directly affect all
residents, staff, and visitors.

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

The findings include:

On January 8, 2025, from approximately 10:30
a.m. to 1:30 p.m.; surveyor observed the posted
evacuation plans lacked identification of resident
rooms. There was no plan or diagram for the
lower level in fire safety and evacuation plan
(FSEP). The evacuation plan was not located in
a central location for all staff accessibility.

On January 8, 2025, owner (O)-C provided
documents on the FSEP, fire safety and
evacuation training, and evacuation drills for the
facility.

FIRE SAFETY AND EVACUATION PLAN:
The licensee's FSEP, titled "Home Care
Consultants”, dated 2022, failed to include the
Minnesota Department of Health
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following:
STAFF ACTIONS:

The FSEP 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 plan included
the acronym R.A.C.E. (Rescue, Alarm, Confine,
and Extinguish or Evacuate) but the plan was
designed for a building with life safety systems
such as fire doors and smoke compartments.

RESIDENT ACTIONS:

The FSEP did not identify specific fire protection
actions for residents. There was no section in the
policy that addressed the responsibilities or basic
evacuation procedures that residents should
follow in case of a fire or similar emergency.

Unique and unusual resident needs:

The FSEP included standard resident evacuation
procedures but failed to provide specific
procedures for resident movement and
evacuation or relocation during a fire or similar
emergency including individualized unique needs
of residents. The plan included instructions to
evacuate residents but did not include any
procedures for assisting residents during
evacuation nor did it include instructions for staff
to follow in case of relocation.

On January 8, 2025, at 12:30 p.m., O-C stated
they understood the areas of their policy that
were incomplete and would work on bringing
them into compliance. The policy reviewed was
an unedited policy purchased from a third-party
provider that was not specific to the facility.
Minnesota Department of Health
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TRAINING:

The licensee failed to provide evacuation training
to residents at least once per year. O-C lacked
documentation showing any training was offered
or training was scheduled for a future date for
residents on the fire safety and evacuation plan.

The licensee failed to provide training to
employees on the FSEP upon hire and at least
twice per year. O-C stated that all staff were new
and had done initial fire safety training on a
web-based third-party vendor. No documentation
or records were provided.

On January 8, 2028, at 12:30 p.m., O-C stated
they understood the requirements for training
residents and staff and would implement a
training program that was compliant with statute
requirements.

DRILLS:

The licensee failed to conduct evacuation drills
for employees twice per year, per shift with at
least one evacuation drill every other month.
Record review of licensee's evacuation drill log,
titled "Fire Drills H&H Group Home", undated,
indicated evacuation drills were conducted on
February 02, 2024, April 2, 2024, and June 6,
2024. No other documentation was provided.

On January 8, 2025, at 12:30 p.m., O-C stated
there were no additional documented drills for the

facility.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days.
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Minnesota Department of Health
Environmental Health, FPLS
P.O. Box 64975

DEPARTMENT St. Paul, MN 55164-0975
OF HEALTH 651-201-4500
iype A Food and Beverage Establishment rage
Date: 01/06/25 _
Time:  11:00:00 Inspection Report
Report: 1039251005
— Location: — Establishment Infe:
H & H Group Home Lic ID #: 0039243
3541 Aquilla Avenue South Risk:
St Louis Park, MN55426 Announced Inspection: No

Hennepin County, 27

— License Categories: — Operator:

. Phone #: 9526887713
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.

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

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

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

SHELL EGGS STORED ABOVE READY-TO-EAT FOODS IN REFRIGERATOR. PERSON-IN-CHARGE
MOVED EGGS TO BOTTOM DRAWER IN REFRIGERATOR. CORRECTED ON SITE.

Comply By: 01/06/25

3-500C Microbial Control: date marking
3-501.17B ** Priority 2 **

MN Rule 4626.0400B Mark the refrigerated, ready-to-eat, TCS food prepared and packaged 1n a processing
plant and opened and held for more than 24 hours in the food establishment using an effective method to indicate
the date by which the food must be consumed on the premises, sold, or discarded. The date must not exceed the
manufacturer's use-by-date.

OPEN PACKAGES OF ALMOND MILK, CHEESE LACK DATE MARKS. INSTRUCTED
PERSON-IN-CHARGE TO DATE MARK OPENED PACKAGES OF POTENTIALLY HAZARDOUS
FOODS, USE OR DISCARD WITHIN 7 DAYS.

Comply By: 01/06/25

4-200 Equipment Design and Construction
4-201.11GMN

MN Rule 4626.0506G Discontinue serving TCS foods that are held for more than same-day service in an adult
or child care center or boarding establishment or provide equipment that 1s certified or classified for sanitation
by an American National Standards Institute (ANSI) accredited certification program.

COOKED PASTA AND VEGETABLES PREPARED PREVIOUS DAY ARE BEING HELD IN



Type:  Full Food and Beverage Establishment Fage £
Date: 01/06/25

Time:  11:00:00 Inspection Report
Report: 1039251005
H & H Group Home Llc

REFRIGERATOR FOR SERVICE. FOODS DISCARDED. INSTRUCTED PERSON-IN-CHARGE ON
SAME-DAY SERVICE REQUIREMENT.

Comply By: 01/06/25

Surface and Equipment Sanitizers

Utensil Surface Temp: = at >160 Degrees Fahrenheit
Location: DISHWASHING MACHINE
Violation Issued: No

Food and Equipment Temperatures

Process/Item: ALMOND MILK
Temperature: 38 Degrees Fahrenheit - Location: COLD HOLD IN REFRIGERATOR
Violation Issued: No

Process/Item: FROZEN
Temperature: Degrees Fahrenheit - Location: FREEZER
Violation Issued: No

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

The inspection was completed with the person 1in charge and reviewed with MDH nurse evaluator Elyse Jones.
The kitchen 1s of residential build and should serve food for same-day service only.

The kitchen has wood cabinets with hollow base and laminate countertops, decorative tile backsplash, laminate
tile floor, painted walls and ceiling. These kitchen finishes and surfaces are clean and well maintained.

The kitchen refrigerator/freezer are of residential grade.

A 2-compartment sink 1s present in kitchen. 1 compartment 1s designated for handwashing only.

A residential dishwashing machine 1s present in the kitchen. During inspection, a run of the dish machine was
started with a color-change thermos test strip. Results of the run where shared by person-in-charge via email
showing a rinse temperature of >160 degrees F.

Probe-style irreversible waterproof thermometer 1s on-hand, as are alcohol wipes and Chlorox sanitizing wipes.

Discussed the following with the person-in-charge: minimum cook temps for animal proteins, food source,
foodborne illness symptoms and exclusion of 11l employees, handwashing, sanitizing., all orders on this report.



]TDYfei 1;‘1«%6/25 Food and Beverage Establishment Fage 9
alc. -

Time:  11:00:00 Inspection Report

Report: 1039251005

H & H Group Home Llc

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 1039251005 of 01/06/25.

Certified Food Protection ManagerNajma Al

Certification Number: _FM112794 Expires: _04/17/27

Inspection report reviewed with person in charge and emailed.

Signed: Signed: Q,»- z)——-/{‘\

Nayma Ali Aron Goodner

person-in-charge Public Health Sanitarian I
Freeman Building
aron.goodner(@state.mn.us




