m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
November 21, 2023

Licensee

Greatercare Facilities LLC
2087 Woodbridge Way
Woodbury, MN 55125

RE: Project Number(s) SL37104015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on November 3, 2023, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, the MDH noted violations of the laws pursuant to Minnesota Statute, Chapter 144G,
Minnesota Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or
Minnesota Statute Chapter 260E.

STATE CORRECTION ORDERS

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

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

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:

e |dentify how the area(s) of noncompliance was corrected related to the
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 I|dentify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).
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CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration

process. The request for reconsideration must be in writing and received by the MDH within 15
calendar days of the correction order receipt date.

A state correction order under Minn. Stat. § 144G.91, Subd. 8§, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is

substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.

Please email reconsideration requests to: Health.HRD.Appeals@state.mn.us. Please attach this letter

as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and
submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit

Health Regulation Division
Minnesota Department of Health
HRD 3A, 3rd Floor

P.O. Box 64900

625 Robert Street North

St. Paul, MN 55164

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,

-

iyl » -’{..

,.f: Py Ko
/
Jonathan Hill, Supervisor
State Evaluation Team
Email: jonathan.hill@state.mn.us
Telephone: 651-201-3993 Fax: 1-866-890-9290

HHH
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0 000] Initial Comments 0 000
AT TENTION* **** Minnesota Department of Health is
documenting the State Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER(S) Tag numbers have been assigned to
Minnesota State Statutes for Assisted
In accordance with Minnesota Statutes, section Living licensed providers. The assigned
144G.08 to 144G.95, these correction orders are tag number appears in the far left column
Issued pursuant to a survey. entitled "ID Prefix Tag." The state Statute
number and the corresponding text of the
Determination of whether violations are corrected state Statute out of compliance is listed in
requires compliance with all requirements the "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings is the Time Period for Correction.

SL37104015-0
PLEASE DISREGARD THE HEADING OF

On October 30th , 2023, through November 2nd, THE FOURTH COLUMN WHICH

2023, the Minnesota Department of Health STATES,"PROVIDER'S PLAN OF
conducted a full survey at the above provider, and CORRECTION." THIS APPLIES TO
the following correction orders are issued. At the FEDERAL DEFICIENCIES ONLY. THIS
time of the survey, there were three (3) residents, WILL APPEAR ON EACH PAGE.

all of whom received services under the

provider's Assisted Living license. THERE IS NO REQUIREMENT TO

SUBMIT APLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES. The letter in the left column is
used for tracking purposes and reflects
the scope and level pursuant to 144G.31
Subd. 1, 2 and 3.

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

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:

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

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated October 30, 2023, 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.

0 550/ 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.

Minnesota Department of Health
STATE FORM 6899 ZRFO11 If continuation sheet 2 of 21
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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 Disabillities
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 and interview the licensee
failed to post in a conspicuous place, information
about the licensee's grievance procedure, and the
name, telephone number, and e-mail contact
information for the individuals who were
responsible for handling resident grievances.

This had the potential to affect all three (3) of 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) 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 October 31, 2023, at 2:00 p.m., the surveyor
observed a "complaint sample form" posted on a
wall near the entryway. The form lacked
Information about the licensee's grievance
procedure, and the name, telephone number and

Minnesota Department of Health
STATE FORM 6899 ZRFO11 If continuation sheet 3 of 21
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e-mail contact information of the individuals
handling resident grievances.

On November 1, 2023, at 10:30 a.m., reqgistered
nurse (RN)-A stated the licensee's posted
grievance form was lacking the information to
include the grievance procedure, and required
contact information of the individuals handling
grievances.

The licensee's 2.10 Complaint/Grievance Posting
policy dated August 1, 2021, indicated the
licensee would post in a conspicuous place,
Information about the licensee's grievance
procedure, and include all the required content as
stated above.

No further information was provided.

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

0650| 144G.42 Subd. 8 Employee records 0 650
SS=D
(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual
contractor providing services. The records must
include the following information:

(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

(2) records of orientation, required annual training
and infection control training, and competency
evaluations;

(3) current job description, including
qgualifications, responsibilities, and identification of
staff persons providing supervision;

Minnesota Department of Health
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(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and

(6) documentation of the background study as
required under section 144.057.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure the
employee record contained the required content
for one of two employees (unlicensed personnel
(ULP)-D).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at an
iIsolated 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).

Findings include:

ULP-D was hired on December 22, 2022, their
employee record lacked documentation of
medication competency evaluation.

On November 1, 2023, at 8:30 a.m., ULP-D was
observed to provide medication administration to
R1 and stated they had been trained and tested

by the RN on passing medications.

On November 1, 2023, at 1:00 p.m., registered
nurse (RN)-A stated the medication competency

Minnesota Department of Health
STATE FORM 6899 ZRFO11 If continuation sheet 5 of 21
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evaluations had been done for ULP-D but had not
been documented.

The licensee's 4.05 Employee Records policy
dated August 1, 2021, indicated the employee
record would contain documentation of all training
and include record of competency testing.

No further information was provided.

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

06801 144G.42 Subd. 10 Disaster planning and 0 680
SS=F | emergency preparedness

(a) The facility must meet the following
requirements:

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

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

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

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

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

Minnesota Department of Health
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(c) The facility must meet any additional
requirements adopted in rule.

This MN Requirement is not met as evidenced
by:

Based on interview and record review the
licensee failed to have a written emergency
preparedness plan (EPP) with all the required
content. This had the potential to affect all
residents receiving services under the assisted
living with dementia license.

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:

The licensee's Assisted Living Emergency
Preparedness Manual (EPP), updated August 1,
2021, lacked the following required content:

- EP policies/procedures review/updated
annually;

- develop policy and procedures to address:

- use of volunteers, including the process/role for
integration;

- systems of medical documentation that
preserve resident information;

- protects confidentiality; and

- secures/maintains availability of records;

- role of the [licensee] under a waiver declared by
the secretary in accordance with section 1135;

- develop a written communication plan and
review/update annually;

Minnesota Department of Health
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- Communication plan must include all the
following:

- names/contact information: staff, entities
providing services under agreement, residents’
physicians, other facilities, volunteers

-means to providing information about the
facility's occupancy, needs, and its ability to
provide assistance, to the authority having
jurisdiction, the Incident Command Center, or
designee;

-EP testing requirements including an annual
full-scale exercise or individual facility-pased
functional exercise.

On November 1, 2023, at 11:00 a.m., registered
nurse (RN)-A, stated the licensee was working on
completing the missing items from appendix Z,
and did not have documented evidence of a plan
for completion.

The licensee's 9.01 Emergency Preparedness
Plan-Appendix Z Compliance dated August 1,
2021, indicated the emergency preparedness
plan would include all required element of
appendix Z and reviewed annually.

No further information was provided.

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

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

Minnesota Department of Health
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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
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 outside and in the
immediate vicinity of all sleeping rooms
throughout the facility. This deficient condition
had the ability to affect a limited number of staff,
visitors and residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at an
iIsolated 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).

Findings include:
Minnesota Department of Health
STATE FORM 6899 ZRFO11 If continuation sheet 9 of 21
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On a facility tour on October 31, 2023, at 11:15
a.m. with registered nurse (RN)-A it was observed
that a smoke alarm was not provided and
interconnected inside resident sleeping room #5.
Smoke alarms are required to be installed and
interconnected inside all sleeping rooms
throughout the facility.

During an interview on October 31, 2023, at 11:15
a.m., RN-A confirmed the deficient practice.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

0 800| 144G.45 Subd. 2 (a) (4) Fire protection and 0 800
SS=E | physical environment

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

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to maintain the facility's physical
environment in a continuous state of good repair
and operation regarding the health, safety, and
well-being of the residents. This had the potential
to affect a limited number residents, staff, and
visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or

Minnesota Department of Health
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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 pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

On a facility tour on October 31, 2023, at 11:15
a.m. with registered nurse (RN)-A it was observed
the emergency escape and rescue opening
window crank hardware used to open the window
was removed in resident room #1. Emergency
escape and rescue opening window crank
hardware is required to be maintained and
installed in order to allow full and immediate use
of the window in the case of an emergency.

The window well in resident room #5 was not
provided with a ladder and instead had three
concrete blocks in place for use as a ladder to
exit the window well. The window well measured
58 1/2 inches from the floor surface of the
window well to the top of the window well at grade
level. Window wells are required to be provided
with a ladder for use as an exit if the vertical
height of the window well exceeds 44 inches.
Window wells are required to be maintained with
a ladder in accordance with the MN Fire Code.

On October 31, 2023, at 11:15 a.m., RN-A
verified these deficient conditions while
accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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0810| 144G.45 Subd. 2 (b)-(f) Fire protection and 0810

SS=F | physical environment

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
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:

Minnesota Department of Health
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Based on record review and interview, the
licensee failed to maintain the facility's fire safety
and evacuation plan with required elements. 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 October 31, 2023, registered nurse (RN)-A
provided documents on the fire safety and
evacuation plan, fire safety and evacuation
training, and evacuation drills for the facility.

Record review of the available documentation
indicated that the licensee did not provide room
numbers identifying the resident rooms on the fire
safety and evacuation floor plan but did provide
them on or adjacent to the door of each resident
room. Resident sleeping room numbers are
required to be included on the fire safety and
evacuation floor plan and used with the numbers
iInstalled on the resident sleeping room doors in
order to provide efficient communication for
exiting in the event of a fire or similar emergency.

Record review of the available documentation
iIndicated the facility included basic employee
actions required in the event of a fire or similar
emergency within the plan but had not updated
the language to include detailed specific language
for this facility. Fire safety and evacuation plans

Minnesota Department of Health
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are required to be updated to include detailed
specific employee actions for this facility.

Record review of the available documentation
indicated that the licensee did not include detailed
fire protection procedures necessary in the event
of a fire or similar emergency for resident
instruction of this specific facility.

Record review of the available documentation
iIndicated the licensee did not have unique and
unusual needs for individual resident movement
or evacuation during a fire or similar emergency.
Documentation of unique and unusual needs for
evacuation of each resident in the facility is
required to be kept with the fire safety and
evacuation plan for reference in the event of a fire
or similar emergency.

Record review of the available documentation
iIndicated that employees did not receive training
based on the fire safety and evacuation plan for
the specific facility. Training of employees is
required at hire and twice per year thereafter on
the facility fire safety and evacuation plan and
procedures of this facility. Employee training
based on the facility fire safety and evacuation
plan is required to be completed and documented
separately from drills.

Record review of the available documentation
Indicated that the facility did not offer specific
training based on the facility fire safety and
evacuation plan to the residents. Resident
training based on the facility fire safety and
evacuation plan is required to offered to the
residents at least annually.

Record review of the available documentation
Indicated that evacuation drills had been
Minnesota Department of Health
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conducted but not in the required sequence.
Documentation for three fire drills were provided
iIn February, August and October 2023.
Evacuation drills are required to be completed
and documented every other month and twice per
shift per year and separately from employee
training records.

On October 31, 2023, at 11:15 a.m., RN-A verfied
the decifiencies of the documents during the
interview.

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

01610] 144G.70 Subd. 2 (a-b) Initial reviews, 01610
SS=F | assessments, and monitoring

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
Initial nursing assessment.

(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
prior to the date on which a prospective resident
executes a contract with a facility or the date on
which a prospective resident moves in, whichever
IS earlier. If necessitated by either the geographic
distance between the prospective resident and
the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident's needs and reflect person-centered
planning and care delivery.

This MN Requirement is not met as evidenced
by:
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Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) conducted a pre-admission assessment
prior to, or on the day of, move in 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 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:

R1 was admitted February 10, 2022, and
received services to include assistance with
medication administration.

R1's record contained an admission assessment
dated February 11, 2022, but lacked an RN
assessment completed at admission or prior to
the initiation of services.

On October 31, 2023, at 2:30 p.m., RN-A stated
the pre-assessment gets started prior to the
resident admitting to the facility and the resident
was considered a prospect in the computer
system. RN-A further stated once the resident
admits to the facility the assessment was
completed and the resident's status was changed
to admitted. RN-A stated the process did not
capture documentation of a pre-admission
assessment

The licensee's 6.01 Assessments, Reviews &
Monitoring policy dated August 1, 2021, indicated

Minnesota Department of Health
STATE FORM 6899 ZRFO11 If continuation sheet 16 of 21




PRINTED: 11/21/2023

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:
37104 B. WING 11/03/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2087 WOODBRIDGE WAY
GREATERCARE FACILITIES 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)

01610 | Continued From page 16 01610

an RN would conduct a nursing assessment prior
to, or on the day of, move in for all prospective
residents.

No further information was provided.

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

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

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure medications
was administered per physician orders for one of
one resident (R1).

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

The findings include:

R1's diagnoses included depression and
schizoaffective disorder.

R1's service plan dated February 13th, 2022,
indicated R1 received services to include
medication management.

R1's provider orders dated February 6, 2023,
indicated R1 received Risperidone 1 milligram
dissolvable tablet every morning (used to treat
schizophrenia). The instructions indicated the
Risperidone was to be placed on the tongue and
dissolved.

On November 1, 2023, at 9:00 a.m., unlicensed
personnel (ULP)-D was observed to take R1's
Risperidone out of a foil bubble pack and place it
iInto a medication cup with two oral medications.
ULP-D handed the medication cup to R1 to take.
The surveyor asked ULP-D to pause and read the
iInstructions for Risperidone again before R1 took
his medications. ULP-D retrieved the medication
cup and read the instructions for Risperidone,
which were located on R1's MAR. ULP-D stated
he had missed that the Risperidone was to be
dissolved on the tongue. ULP-D then separated
the two oral medication from the Risperidone
dissolvable tablet and brought the medications
back to R1. ULP-D instructed R1 to take the oral
medications and then to let the Risperidone tablet
dissolve on his tongue. R1 followed the
instructions.

On November 1, 2023, at 9:45 a.m., ULP-D
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stated during orientation he had been trained by
the registered nurse (RN) on how to deliver
medications. ULP-D further stated he knew how
to deliver dissolvable tablets.

On November 1, 2023, at 2:30 p.m., RN-A stated
all unlicensed personnel were trained during
orientation on how to administer medication,
iIncluding dissolvable medications.

The licensee's 7.15 Medication &
Treatment-Administration & Delegation policy,
dated August 1, 2021, indicated the ULP would
have competently demonstrated the ability to
follow the procedure for administering
medications.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02430 144G.91 Subd. 15 Confidentiality of records 02430
SS=F
(a) Residents have the right to have personal,
financial, health, and medical information kept
private, to approve or refuse release of
information to any outside party, and to be
advised of the assisted living facility's policies and
procedures regarding disclosure of the
information. Residents must be notified when
personal records are requested by any outside
party.

(b) Residents have the right to access their own
records.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
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review, the licensee failed to ensure resident's
personal health and medical information was kept
private for two of two residents (R1, R3).

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 the potential to
affect a large portion or all of the residents).

The findings include:

R1 was admitted to the licensee's facility on
February 10, 2022, and had diagnoses to include
depression and schizoaffective disorder.

R3 was admitted to the licensee's facility on June
15, 2022, and had diagnoses to include bipolar
disorder. R3 discharged from the facility on
October 9, 2023.

On October 31, 2023, at 9:00 a.m., the surveyor
observed three of the licensee's residents sitting
at the dining room table eating breakfast. The
surveyor further observed an outdated document
titled "Referral Appointments-Upcoming” from
November 16, 2022, to November 30, 2022,
which included medical information for R1 and
R3. The document was pinned to a corkboard
visibly located on the wall to the left of the dining
room table. The information included residents'’
names, the reason for appointments, the date
and time of the appointments, and who the
appointments were with.

On November 1, 2023, at 9:50 a.m., housing
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manager (HM)-E stated he wasn't sure if the
visible document containing medical information
would be considered a violation "because only
employees come over to this area.”

On November 1, 2023, at 10:30 a.m., registered
nurse (RN)-A stated the visible document was
"probably" a privacy violation and they would
change their process for alerting the unlicensed
personnel (ULP) of residents upcoming
appointments.

The licensee's 2.36 Resident
Record-Confidentiality policy, dated August 1,
2021, indicated resident records would be kept
confidential in a secure area where only
authorized staff have access.

No further information provided.

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

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

DEPARTMENT 2;-1'3;8'1' -
OF HEALTH e

Type  Fall Food and Beverage Establishment rage 1

Date: 10/30/23 _

Time:  12:00:00 Inspection Report

Report: 1031231293

— Location: — Establishment Infe:
Greater Care Facilites Llc ID #: 0038580
2087 Woodbridge Way Risk:
Woodbury, MN55125 Announced Inspection: No
Washington County, 82

— License Categories: — Operator:

. Phone #: 6513431472
Expireson: / / D #-

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

The following orders were 1ssued during this inspection.

3-S00B Microbial Control: hot and cold holding
3-501.16A2 ** Priority 1 **

MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical
refrigeration.

MULTIPLE ITEMS IN REFRIGERATOR MEASURED 48F. ***ALL TCS FOODS DISCARDED. ***
DISCONTINUE USE OF REFRIGERATOR UNTIL REPAIRED RO REPLACED. MONITOR
TEMPERATURES.

Comply By: 10/30/23

4-300 Equipment Numbers and Capacities
4-302.12B ** Priority 2 **

MN Rule 4626.0705B Provide a readily accessible food temperature measuring device with a small diameter
probe to measure the temperature 1in thin foods such as meat patties and fish fillets.

ESTABLISHMENT MISSING THIN PROBE THERMOMETER.
Comply By: 11/02/23

4-300 Equipment Numbers and Capacities
4-302.13B ** Priority 2 **

MN Rule 4626.0710B Provide a readily accessible, irreversible registering temperature indicator for measuring
the utensil surface temperature in mechanical hot water warewashing operations.

ESTABLISHMENT MISSING IRREVERSIBLE MEASURING DEVICE. PROVIDE IRREVERSIBLE
MEASURING DEVICE AND MEASURE UTENSIL TEMPERATURE (160F REQUIRED) AT REGULAR
INTERVALS.

Comply By: 11/02/23



Type:  Full Food and Beverage Establishment rage 2
Date: 10/30/23

Time:  12:00:00 Inspection Report

Report: 1031231293
Greater Care Facilites Llc

4-500 Equipment Maintenance and Operation
4-501.11AB

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

1. REFRIGERATOR NOT KEEPING FOODS AT 41F OR BELOW. REPAIR OR REPLACE
REFRIGERATOR.

2. LIGHTS ON STOVE HOOD ARE BURNT OUT. REPLACE LIGHTS.
Comply By: 11/13/23

6-5S00 Physical Facility Maintenance/Operation and Pest Control
6-501.11
MN Rule 4626.1515 Maintain the physical facilities in good repair.

CONTACT PAPER IN SHELVES DAMAGED OR PEELING UP. REPLACE ANY DAMAGED OR
PEELING CONTACT PAPER IN KITCHEN.

Comply By: 11/13/23

Surface and Equipment Sanitizers

Quaternary Ammonia: = 200 at Degrees Fahrenheit
LLocation: Sanitizer Bucket
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Cold Hold/Butter
Temperature: 48 Degrees Fahrenheit - Location: Refrigerator

Violation Issued: Yes

Process/Item: Cold Hold/Japs
Temperature: 48 Degrees Fahrenheit - Location: Refrigerator
Violation Issued: Yes

Process/Item: Cold Hold/Grapes
Temperature: 37 Degrees Fahrenheit - Location: Downstairs Refrigerator
Violation Issued: No

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

Inspection conducted by Chris F.
All violations discussed with Miriam during the inspection.
NOTES:

***DISHWASHER BROKEN. FACILITY USING DISPOSABLE ITEMS UNTIL DISHWASHER IS
REPLACED ON 11/1.

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

- Make sure to datemark any prepared cold items that are kept 1n refrigerator.

- Employee food needs to be labeled and separated from residents food.

- Staft and residents should be washing hands every time they prepare foods 1n kitchen.

- Extra care needs to be taken when cleaning behind cabinet hardware so debris does not build up.

- - Establishment needs to check dish washer utensil temperature weekly (160F required). If utensil temp not
reaching 160F, use washer to wash/rinse and sink basin with sanitizer solution to sanitize dishes then air dry, as
discussed during inspection.

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

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

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

I acknowledge receipt of the Environmental Health inspection report number
1031231293 of 10/30/23.

Certified Food Protection ManagerMiriam A Egbudom

Certification Number: _FM114565 Expires: _12/21/25

Inspection report reviewed with person in charge and emailed.

Signed: Signed: Q_,/>{3

Miriam A Egbudom Chris Foster

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




Report #: 1031231293 Food Establishment Inspection Report

m Environmental Health No. of RF/PHI Categories Out 1 Date  10/30/23

F00d; 008, anc.L-onging No. of Repeat RF/PHI Categories Out 0 Time In 12:00:00
DEPARTMENT 625 Robert St. N
OF HEALTH St. Paul Legal Authority MN Rules Chapter 4626 Time Out
Greater Care Facilites Llc Address City/State Zip Code Telephone

2087 Woodbridge \Way Woodbury, MN 95125 6513431472

License/Permit # Permit Holder Purpose of Inspection Est Type Risk Category
0038580 Full

FOODBORNE ILLNESS RISK FACTORS AND PUBLIC HEALTH INTERVENTIONS

Circle designated compliance status (IN, OUT, N/O, N/A) for each numbered item Mark "X" in appropriate box for COS and/or R
IN=in compliance OUT= not in compliance N/O= not observed N/A= not applicable COS=corrected on-site during inspection R=repeat violation
Compliance Status co# R Compliance Status cos‘ R
Surpervision Time/Temperature Control for Safety
1/C IN)ouT PIC knowledgeable; duties & oversight 18 IN OUT N/,BCFJT@'& Proper cooking time & temperature
2|/ IN)ouT N/A Certified food protection manager, duties 19 IN OUT N/A) N/O| Proper reheating procedures for hot holding
Employee Health 20 IN OUT(N/A) N/O| Proper cooling time & temperature
i IN) OUT Mgmt/Staff;knowledge,responsibilities&reporting 21 Proper hot holding temperatures
4 J_l*:lf oOuT Proper use of reporting, restriction & exclusion 57 Proper cold holding temperatures
5 @ ouUT Z;‘e’ﬁfsu"es Ior Iespondng 16 vomiing:& diaudeal 23( IN)OUT N/A /O] Proper date marking & disposition
Good Hygenic Practices 24 IN OU'Q\UA N/O| Time as a public health control: procedures & records

o

IN ouT (NI

Proper eating, tasting, drinking, or tobacco use Consumer Advisory

7 m OuUT 17/6‘ No discharge from eyes, nose, & mouth 25‘ IN OQUT N/A Consumer advisory provided for raw/undercooked food
T Preventing Contamination by Hands | - u Highly Susceptible Populations

8| IN OUT @@I Hands clean & properly washed 26'! IN)OUT N/A Pasteurized foods used; prohibited foods not offered

8| IN BT — | No bare hand contact with RTE foods or pre-approved _ Food anc.i .CO|OT Additives and Toxic Substances

alternate pprocedure properly followed 27/ IN OUT N/A Food additives: approved & properly used

1C_K IN ) OUT Adequate handwashing sinks supplied/accessible 28( IN)OUT Toxic substances properly identified, stored, & used
. 3 Approved Source Conformance with Approved Procedures

1114:_.'__'\_9 ouT raad abidingd Irsmiapproved Source 29‘ IN OUT N/A Compliance with variance/specialized process/HACCP

12 IN OUT N/ N/(E)/; Food received at proper temperature o

13( INYOUT o Food in good condition, safe, & unadulterated

14 ‘I'; ) — Requi_red records_ available; shellstock tags,

@ parasite destruction Risk factors (RF) are improper practices or proceedures identified as the most
Protection from Contamination prevalent contributing factors of foodborne illness or injury. public Health Interventions

" IN) OUT N/A N/Q

PHI) are control measures to prevent foodborne illness or injury.
) Food separated and protected (FEID P L

IN)OUT N/A

Food contact surfaces: cleaned & sanitized

17 — Proper disposition of returned, previously served,
@ OuUT reconditioned, & unsafe food
GOOD RETAIL PRACTICES
Good Retail Practices are preventative measures to control the addition of pathogens, chemicals, and physical objects into foods.
Mark "X" in box if numbered item is not in compliance Mark "X" in appropriate box for COS and/or R COS=corrected on-site during inspection  R= repeatViO|aFi0ﬂ
0051 R cos R
Safe Food and Water Proper Use of Utensils
30 [ IN) OUT N/A ‘ Pasteurized eggs used where required 43 In-use utensils: properly stored
31 ‘ WaISES 66 ablEiiad ot &f ARpoTed snlice 44 Utensils, equipment & linens: properly stored, dried, & handled
_ _ . _ 45 Single-use/single service articles: properly stored & used
32 IN ou‘ Variance obtained for specialized processing methods
46 Gloves used properly
Food Temperature Control Utensil Equipment and Vending
33 Proper cooling methods used; adequate equipment for Food & non-food contact surfaces cleanable, properly
temperature control 47 X designed, constructed, & used
34 | IN OUT N/ Plant food properly cooked for hot holding 48 | X | Warewashing facilities: installed, maintained, & used; test strips
35 | IN OUT N/AN/Q| Approved thawing methods used 49 Non-food contact surfaces clean
36| X ‘ Thermometers provided & accurate Physical Facilities
Food Identification o0 Hot & cold water available; adequate pressure
37 Food properly labled; original container 51 Plumbing installed; proper backflow devices
Prevention of Food Contamination 52 Sewage & waste water properly disposed
ki nsects; redems; Sammalsnplprasent 53 Toilet facilities: properly constructed, supplied, & cleaned
39 Cantamination prevented during 1ogd prap, slorage &idisplay 54 Garbage & refuse properly disposed; facilities maintained
40 Personal cleanliness 55 X | Physical facilities installed, maintained, & clean
41 Yiping clothis: properyuset.s siored 56 Adequate ventilation & lighting; designated areas used
42 Washing fruits & vegetables 57 Compliance with MCIAA
28 Compliance with licensing & plan review
Food Recalls:
Person in Charge (Signature) Date: 10/30/23

Inspector (Signature)




