m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
May 2, 2024

Licensee

Healthpoint Hws @ Morgan
5419 Morgan Avenue North
Brooklyn Center, MN 55430

RE: Project Number(s) SL35694016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on April 18, 2024, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

MDH concludes the licensee is in substantial compliance. State law requires the facility must take
action to correct the state correction orders and document the actions taken to comply in the
facility's records. The Department reserves the right to return to the facility at any time should the
Department receive a complaint or deem it necessary to ensure the health, safety, and welfare of
residents in your care.

STATE CORRECTION ORDERS

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

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

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:
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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 I|dentify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.

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

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by MDH within 15 calendar
days of the correction order receipt date.

To submit a reconsideration request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

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,

| e —- - -
lllI r ..
| '-.

Jess Schoenecker, Supervisor

State Evaluation Team

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

JMD
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0 000] Initial Comments 0 000
AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assigned tag number
144G.08 to 144G.95, these correction orders are appears in the far-left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings is the Time Period for Correction.
SL#35694016
PLEASE DISREGARD THE HEADING OF
On April 15, 2024, through April 18, 2024, the THE FOURTH COLUMN WHICH
Minnesota Department of Health conducted a STATES,"PROVIDER'S PLAN OF
survey at the above provider, and the following CORRECTION." THIS APPLIES TO
correction orders are issued. At the time of the FEDERAL DEFICIENCIES ONLY. THIS
survey, there were 4 active residents; 4 receiving WILL APPEAR ON EACH PAGE.
services under the Assisted Living license.
THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
0480 144G.41 Subd 1 (13) (i) (B) Minimum 0 480
SS=F | requirements

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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(13) offer to provide or make available at least the
following services to residents:

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was

prepared and served according to the Minnesota
Food Code.

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated April 15, 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.

0580 144G.42 Subd. 2 Quality management 0 580
SS=F
The facility shall engage in quality management
appropriate to the size of the facility and relevant
to the type of services provided. "Quality

Minnesota Department of Health
STATE FORM 6899 NU7011 If continuation sheet 2 of 11
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management activity" means evaluating the
quality of care by periodically reviewing resident
services, complaints made, and other issues that
have occurred and determining whether changes
In services, staffing, or other procedures need to
be made in order to ensure safe and competent
services to residents. Documentation about
quality management activity must be available for
two years. Information about quality management
must be available to the commissioner at the time
of the survey, investigation, or renewal.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to implement and maintain a
quality management program (QMP) appropriate
to the size of the facility and relevant to the type
of services provided. This had the potential to
affect all 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 April 15, 2024, at approximately 10:20 a.m.,
during the entrance conference, assisted living
director in residency/clinical nurse supervisor
(ALDIR/CNS)-A stated the licensee was not
aware of the QMP requirement and one had not
been developed or implemented. ALDIR/CNS-A
stated the licensee provided ongoing
Improvement as areas were identified, but no

Minnesota Department of Health
STATE FORM 6899 NU7011 If continuation sheet 3 of 11
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meeting minutes, tracking, or specific
Improvement projects would be documented.

The licensee's undated 2.31 Quality Management
Project policy indicated a QMP would be
implemented, and documentation would be
provided upon request.

No further information 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;

(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.

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

Based on interview and record review, the
licensee failed to document a completed TB
baseline screening at time of hire for one of one
employee (unlicensed personnel (ULP)-C).

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).

The findings include:

ULP-C was hired on February 2, 2022.

ULP-C's employee record lacked documentation
of a completed TB baseline screening at time of
ULP-C's hire.

On April 15, 2024, at 12:10 p.m., assisted living
director in residency/clinical nurse supervisor
(ALDIR/CNS)-A stated ULP-C received TB
baseline screening at time of hire but has no
record of a completed TB screening for ULP-C at
time of hire.

The licensee's undated 8.16 Tuberculosis
Screening policy indicated baseline screening is
completed at time of hire for all direct care
providers and testing results will be kept in each
employee medical file.

The Minnesota Department of Health (MDRH)
guidelines, Regulations for Tuberculosis Control

Minnesota Department of Health
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iIn Minnesota Health Care Settings, dated July
2013, and the Centers for Disease Control and
Prevention (CDC) guidelines, indicated a TB
Infection control program should include a facility
TB risk assessment. The guidelines also
indicated an employee may begin working with
patients after a negative TB history and symptom
screen (no symptoms of active TB disease) and a
negative IGRA (serum blood test) or TST (first
step) dated within 90 days before hire. The
second TST may be performed after the HCW
(health care worker) starts working with patients.
Baseline TB screening should be documented in
the employee's record.

No further information 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
include 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
the guidelines.

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

Minnesota Department of Health
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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 and control program
based on the most current guidelines issued by
the Centers for Disease Control and Prevention
(CDC) when the licensee failed to complete a
facility TB risk assessment.

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

The findings include:

On April 15, 2024, at approximately 10:30 a.m.
during the entrance conference, assisted living
director in residency/clinical nurse supervisor
(ALDIR/CNS)-A acknowledged the licensee had
not completed a facility TB risk assessment.
ALDIR/CNS-A stated the licensee was not aware
of the facility TB risk assessment and one was
not completed.

The licensee's undated 8.16 Tuberculosis
Screening policy indicated a facility TB risk
assessment would be completed annually.

The Minnesota Department of Health (MDH)
guidelines, Regulations for Tuberculosis Control
iIn Minnesota Health Care Settings, dated July
2013, and the CDC guidelines, indicated a TB
Minnesota Department of Health
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infection control program should include a facility
TB risk assessment.

No further information provided.

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

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

(a) The facility must meet the following
requirements:

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

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

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

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

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

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

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
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Based on observation, interview, and record
review, the licensee failed to have a written
emergency preparedness plan with all the
required content and failed to post an emergency
preparedness plan prominently. This had the
potential to impact all 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) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

The findings include:

On April 15, 2024, at approximately 10:45 a.m.
during a tour of the facility, the surveyor did not
observe any signage or information regarding the
licensee's emergency preparedness plan posted
In a prominent location.

On April 15, 2024, at approximately 11:00 a.m.,
the surveyor requested the licensee's emergency
preparedness plan. Assisted living director in
residency/clinical nurse supervisor
(ALDIR/CNS)-A stated an emergency
preparedness plan for the licensee had not been
created. ALDIR/CNS-A also stated since one had
not been created, it would not be posted
anywhere in the facility.

The licensee's undated 9.01 Emergency
Preparedness Plan - Appendix Z Compliance
policy indicated the licensee would create and
post an emergency preparedness plan with all
required content related to Appendix Z.
Minnesota Department of Health
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No additional information provided.

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

01620, 144G.70 Subd. 2 (c-e) Initial reviews, 01620
SS=D | assessments, and monitoring

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.

(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.

(e) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, 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.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) conducted ongoing resident monitoring and

Minnesota Department of Health
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reassessment no more than 90 days after the
previous assessment for one resident (R2).

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

The findings include:
R2 was admitted on August 19, 2020.

R2's 90-day Assessment was completed on
November 21, 2023, with the next assessment
due within 90 days or by February 19, 2024. R2's
record included a subsequent 90-day assessment
on April 8, 2024, which is 49 days past due.

On April 15, 2024, at 2:45 p.m., registered nurse
(RN)-B acknowledged R2's 90-day assessment
due by February 19, 2024, was not performed in
a timely manner. RN-B stated weekly
assessments were performed on residents but
not documented.

The licensee's undated 6.01 Assessments,
Reviews & Monitoring policy indicated licensee
would complete ongoing resident assessment not
to exceed 90 calendar days from the resident's
last date of the assessment.

No further information provided.

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

Minnesota Department of Health
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975

DEPARTMENT Saint Paul, MN 55164-0975
OF HEALTH 651-201-4500

iype A Food and Beverage Establishment rage

Date: 04/15/24 _

Time:  13:50:00 Inspection Report

Report: 1043241087

— Location: — Establishment Infeo:
Healthpoint Hws (@ Morgan ID #: 0038545
5419 Morgan Avenue North Risk: |
Brooklyn Center, MN55430 Announced Inspection: No
Hennepin County, 27

— License Categories: — Operator:
. Phone #: 6122728118
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.

RAW SHELL EGGS STORED OVER READY TO EAT FOODS (BREAD, VEGETABLES, ETC) IN
KITCHEN COOLER. ADVISED STAFF TO STORE EGGS AT BOTTOM OF COOLER OR IN A PLASTIC
CONTAINER TO PREVENT CROSS CONTAMINATION. COMPLY WITH ABOVE RULE.

Comply By: 04/15/24

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 1n 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.

OPENED PACKAGES OF DELI MEAT, LETTUCE, ETC. OBSERVED WITH NO DATE MARK.
ADVISED STAFF TO PROVIDE. DAY 1 STARTS WHEN PACKAGES ARE OPENED AND LEFTOVERS
SHOULD BE DISCARDED AFTER 7 DAYS. FACT SHEET PROVIDED WITH REPORT. COMPLY WITH
ABOVE RULE.

Comply By: 04/15/24



Type:  Full Food and Beverage Establishment Fage £
Date: 04/15/24

Time:  13:50:00 Inspection Report

Report: 1043241087
Healthpoint Hws (@ Morgan

4-300 Equipment Numbers and Capacities

4-301.12A4 ** Priority 2 **

MN Rule 4626.0680A Provide a 3 compartment sink with integrally attached drainboards at each end for
manually washing, rinsing and sanitizing equipment and utensils.

SEE COMMENT.

Comply By: 04/15/24

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 in thin foods such as meat patties and fish fillets.

REPEAT FROM 9/6/22. NO THIN PROBE THERMOMETER AVAILABLE. ADVISED STAFF TO
PROVIDE AND MAINTAIN. COMPLY WITH ABOVE RULE.

Comply By: 04/15/24

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.

NO TEST KIT AVAILABLE TO VERIFY THE UTENSIL SURFACE TEMPERATURE. ADVISED STAFF
TO PROVIDE DISPOSABLE TEMPERATURE STRIPS/LABELS OR A MAXIMUM REGISTERING
THERMOMETER TO ENSURE TEMPERATURE REACHES 160F OR ABOVE. COMPLY WITH ABOVE

RULE.
Comply By: 04/15/24

2-100 Supervision
2-102.12AMN
MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.

NO CFPM EMPLOYED. CFPM SHOULD NOT BE USED ACROSS MULTIPLE FACILITIES. FACT
SHEET PROVIDED WITH REPORT. COMPLY WITH ABOVE RULE.

Comply By: 10/15/24

Surface and Equipment Sanitizers

Quaternary Ammonia: = 400 PPM at Degrees Fahrenheit
Location: RED SANI BUCKET
Violation Issued: No

Hot Water: = at 160 Degrees Fahrenheit

Location: DISH MACHINE
Violation Issued: No

Food and Equipment Temperatures
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Process/Item: MILK
Temperature: 41 Degrees Fahrenheit - Location: KITCHEN COOLER
Violation Issued: No

Process/Item: DELI MEAT
Temperature: 41 Degrees Fahrenheit - Location: KITCHEN COOLER
Violation Issued: No

Process/Item: CHEESE
Temperature: 41 Degrees Fahrenheit - Location: KITCHEN COOLER

Violation Issued: No

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

Discussed highly susceptible populations, date marking, illness policy, sanitizer use, ware washing, temperature
control, cleaning, pest control, vomit/fecal procedures, test kits, food storage, and food handling procedures.

Inspection was completed with Gamada Butta among others. Carl Samrock was the lead Health Regulation
Division Nurse Evaluator completing the site survey.

*#%4.301.12A

*#%4-300 Equipment Numbers and Capacities

*#*MN Rule 4626.0680A Provide a 3 compartment sink with integrally attached drainboards at each end for
manually washing, rinsing and sanitizing equipment and utensils.

FACILITY HAS A 2 COMP SINK AND WORKING DISH MACHINE. PER STAFF, EQUIPMENT AND
UTENSILS ARE MANUALLY WASHED, RINSED, AND SANITIZED WITH ITEMS SANITIZED IN A
RECEPTACLE. ADVISED STAFF TO DISCONTINUE PRACTICE. OPTIONS PROVIDED DURING
INSPECTION: REPLACE 2 COMP SINK WITH 3 COMP SINK OR USE A DISH MACHINE WHERE THE
SURFACE UTENSIL TEMPERATURE REACHES AT LEAST 160F. COMPLY WITH ABOVE RULE.

**Foods cooked by the facility statt should be fully cooked and prepared for same day service only with
leftovers discarded.

**This facility has a residential kitchen with residential equipment and wooden cabinetry. The kitchen finishes
and surfaces are well maintained. Contact Health Regulation Division for plan review when facility undergoes
remodeling.
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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 1043241087 of 04/15/24.

Certified Food Protection Manager:

Certification Number: Expires: _ / /

Inspection report reviewed with person in charge and emailed.

(/S
Signed: Signed: J%{X?‘V
(Gamada Butta Blia Lor
PIC Public Health Sanitarian I

651-355-0641
blia.lor(@state.mn.us



