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

Electronically Delivered
May 1, 2024

Licensee

New Brighton Home Healthcare Services LLC
1534 19th Avenue Northwest

New Brighton, MN 55112

RE: Project Number(s) SL39738015

Dear Licensee:

On April 19, 2024, the Minnesota Department of Health completed a follow-up survey of your facility
to determine if orders from the March 20, 2024, survey were corrected. This follow-up survey verified
that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

Bob Dehler, P.E.
Engineering Manager
Engineering Services Section
Health Regulation Division

Email: Robert.Dehler@state.mn.us
Telephone: 651-201-3710

JMD
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NEW BRIGHTON HOME HEALTHCARE SERVIC

{0 000}| Initial Comments {0 000}

kkkkk ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, this correction order(s) has
been issued pursuant to a survey.

Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:

SL39738015-1

On April 16, 2024, through April 19, 2024, the
Minnesota Department of Health conducted a
revisit at the above provider to follow-up on
orders issued pursuant to a survey completed on
March 20, 2024. At the time of the survey, there
were 0 residents; 0 receiving services under the
Assisted Living license. As a result of the revisit,
the licensee is in substantial compliance.

{0470} 144G.41 Subdivision 1 Minimum requirements {0 470}
SS=F
(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
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{0470} | Continued From page 1 {0 470}

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:
No further action needed.

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

(13) offer to provide or make available at least the
following services to residents:

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

This MN Requirement is not met as evidenced
by:
No further action needed.

{0 680} 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

Minnesota Department of Health
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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:
No further action needed.

{01060} 144G.52 Subd. 9 Emergency relocation {01060}
SS=D
(a) A facility may remove a resident from the
facility in an emergency if necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.
(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:
(1) the reason for the relocation;

Minnesota Department of Health
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(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;

(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;

(4) if known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and

(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G.54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.

(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:

(1) the resident, legal representative, and
designated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not
returned to the facility within four days.

(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process
In this section.currently known; and

This MN Requirement is not met as evidenced
by:
No further action needed.

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

Minnesota Department of Health
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{01790} | Continued From page 4 {01790}

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

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

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

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

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

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

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

(iv) how the unlicensed staff must document in
the resident's record that medications have been
provided, including documenting the date the

Minnesota Department of Health
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medications were provided and who received the
medications, the person who provided the
medications to the resident, the number of
medications that were provided to the resident,
and other required information;

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

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

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

This MN Requirement is not met as evidenced
by:
No further action needed.
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m DEPARTMENT
| OF HEALTH
Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
April 18, 2024

Licensee

New Brighton Home Healthcare Services LLC
1534 19th Avenue Northwest

New Brighton, MN 55112

RE: Project Number(s) SL39738015

Dear Licensee:

The Minnesota Department of Health (MDH) completed an initial survey on March 20, 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.

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 were assessed in connection to the March 20, 2024,
survey of your facility.

On April 16, 2024, the Minnesota Department of Health (MDH) received an email confirming tag cited
at 0820, related to a key-only lock installed on the front door, had been removed resulting in
correction of tag 0820. Based on our findings, this is your official notice that you have now been
granted your assisted living facility license. Your license effective and expiration dates remain the
same as on your provisional license. Your updated status will be listed on the license certificate at
renewal and this letter serves as proof in the meantime. If you have not received a letter from us
with information regarding renewing your license within 60 days prior to your expiration date, please
contact us at (651) 201-5273 or by email at Health.assistedliving@state.mn.us.

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.

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.

An equal opportunity employer. Letter ID: 9GIX Revised 04/20/2023



New Brighton Home Healthcare Services LLC
April 18, 2024
Page 2

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.

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

We urge you to review these orders carefully. If you have questions, please contact Casey DeVries at
651-201-5917.

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

Sincerely,

W\&&m

Casey DeVries, Supervisor
State Evaluation Team

Email: casey.devries@state.mn.us
Telephone: 651-201-5917 Fax: 1-866-890-9290

HHH
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0 000] Initial Comments 0 000
AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assigned tag number
144G.08 to 144G.95, these correction orders are appears in the far-left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings is the Time Period for Correction.
SL39738015-0
PLEASE DISREGARD THE HEADING OF
On March 18, 2024, through March 20, 2024, the THE FOURTH COLUMN WHICH
Minnesota Department of Health conducted a full 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 was no resident receiving services WILL APPEAR ON EACH PAGE.
under the Assisted Living license.
THERE IS NO REQUIREMENT TO
An immediate correction order was identified on SUBMIT A PLAN OF CORRECTION FOR
March 19, 2024, issued for SL39738015-0, tag VIOLATIONS OF MINNESOTA STATE
identification 0470. STATUTES.
On March 20, 2024, the immediacy of correction The letter in the left column is used for
order 0470 was removed, however tracking purposes and reflects the scope
non-compliance remained, and the scope and and level issued pursuant to 144G.31
level remained unchanged. subd. 1, 2, and 3.
0470 144G.41 Subdivision 1 Minimum requirements 0470
SS=F
(11) develop and implement a staffing plan for
determining its staffing level that:
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0470 | Continued From page 1 0470

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

(if) 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:

(1) 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 interview and record review, the
licensee failed to ensure sufficient staffing to
meet the needs of one of one resident (R1) who

required two person transfers with a mechanical
lift.

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
Minnesota Department of Health
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or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

This resulted in an immediate correction order on
March 19, 2024.

The findings include:

The licensee lacked sufficient staffing to meet
R1's needs on a 24-hour basis as required by the
resident's service plan.

The licensee's current staffing plan undated,
indicated the licensee had one staff present for all
three shifts: morning, evening, and night.

R1's diagnosis included quadriplegia, pressure
ulcer of unspecified buttock, unstageable, chronic
obstructive pulmonary disease, borderline
personality disorder.

R1's signed service plan, dated January 6, 2024,
noted R1 required a two-person assist for
transfers with a Hoyer (brand of mechanical
patient lift).

R1's emergency preparedness evacuation plan
undated, noted R1 was a level two priority
indicating R1 was dependent on medical
equipment whose mobility status prevents them
from exiting the building without assistance.

R1 was hospitalized on February 18, 2024, and
had not returned to the licensee at the time of the
survey.

The licensee's employee schedule for the week
of February 11, 2024, and the week of February
18, 2024, indicated one ULP was scheduled for
Minnesota Department of Health
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every shift with one on call staff person.

On March 18, 2024, at 10:30 a.m., during the
entrance conference clinical nurse supervisor/
licensed assisted living director (CNS/LALD)-D
stated one unlicensed personnel (ULP) was
scheduled from 7:00 a.m., to 3:15 p.m., one ULP
was scheduled from 3:00 p.m., to 11:15 p.m., and
one ULP was scheduled from 11:00 p.m., to
7:15a.m., with additional on call support staff if
needed.

On March 18, 2024, 1:26 p.m., CNS/LALD-D,
stated the licensee's policy for Hoyer transfer is
always a two person assist. CNS/LALD-D, also
stated they only schedule one staff per shift but
they have on call person who comes in to help
with transfers, and the on-call person lives five to
ten minutes away.

On March 19, 2024, 10:16 a.m. ULP-B stated
they did transfers for R1 mostly during shift
changes. ULP-B stated in case of emergency
they would reach out to the on-call staff or call
911 to evacuate R1 who needs a two-person
transfer assist.

On March 19, 2024, 10:27 a.m., ULP-C stated in
case of emergency they would call the on-call
person to help them transfer R1, or they would do
a one-person transfer to evacuate the resident if
needed.

The manufacturer recommendation for Invacare
Reliant 450 Hoyer lift read: "Although Invacare
recommends that two assistants be used for all
lifting preparation, transferring from and
transferring to procedures, our equipment will
permit proper operation by one assistant. The use
of one assistant is based on the evaluation of the
Minnesota Department of Health
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health care professional for each individual case."

The licensees Staffing policy dated June 2, 2023,
read, "At least two (2) home health aides will be
scheduled and available for residents requiring
the assistance of two home health aides for
scheduled and reasonably foreseeable
unscheduled needs as reflected in the
assessment and service plan."

No further information was provided.

TIME PERIOD FOR CORRECTION: Immediate

On March 20, 2024, the immediacy of correction
order 0470 was removed, however
non-compliance remained, and the scope and
level remained unchanged.

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

(13) offer to provide or make available at least the
following services to residents:

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

This MN Requirement is not met as evidenced
by:

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

prepared and served according to the Minnesota
Food Code.

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

resident's health or safety) and was issued at a
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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 March 18, 2024, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates

0 680| 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

Minnesota Department of Health
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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 develop a written
emergency preparedness plan (EPP) with all the
required content and to post it prominently in a
conspicuous place for staff, residents, 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:

The licensee's Emergency Preparedness Manual,
revised July 7, 2021, was developed through
utilization of a template provided by a home care
consultant. The EPP was not tailored to the
facility's specific information or needs, and lacked
the following:

- establish and maintain a comprehensive EP,
reviewed/updated annually;

- how they would coordinate with other health
care facilities and community during an
emergency or disaster (natural, man-made,
facility, etc.), reviewed/updated annually;

Minnesota Department of Health
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- documented date of reviews and updates;

- risk assessment with documentation;

- consider duration of interruptions;

- arrangements/contracts to re-establish utility
Services;

- take an all-hazards approach;

- categorize the various probable risks/hazards by
likelihood of occurrence;

- develop strategies for addressing
community-based risks (evacuation plans,
staffing/shortage, back-up plans);

- missing resident plan;

- must identify which staff would assume specific
roles in another's absence through succession
planning and delegation of authority;

- a qualified person who is authorized, in writing,
to act in the absence of the administrator:;

- develop and implement EP policies/procedures
and review/update annually;

- develop/implement EP policies and procedures
to address evacuation and shelter in place for
staff and residents which must include:

- alternate sources of energy to maintain
temperature, safety and sanitary storage of
provisions;

- alternate sources of energy to fire detection,
extinguishing, alarms systems;

- sewage and waste disposal;

- a tracking system used to document locations of
residents, staff, and relocation of staff:

- develop policy and procedures for shelter in
place for residents, staff and volunteers who
remain at the facility;

- develop policy and procedures to address:

- systems of medical documentation that
preserve resident information;

- protects confidentiality;

- secures/maintains availability of records;

- develop policy and procedures must address
use of volunteers including process and role for
Minnesota Department of Health

STATE FORM 6899 IMS611 If continuation sheet 8 of 24




PRINTED: 04/18/2024

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
39738 B. WING 03/20/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1534 19TH AVENUE NW
NEW BRIGHTON HOME HEALTHCARE SERVIC
NEW BRIGHTON, MN 55112
(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)
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integration;

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

- communication plan must include all the
following names/contact information:

- staff;

- entities providing services under agreement;

- residents’ physicians;

- other facilities:

- volunteers:

- communication plan must include;

- method for sharing information and medical
documentation for residence;

- means, in event of evacuation, to release
resident information:

- means of providing information about
general condition and location of residents under
[licensee's] care;

- communication plan must include:

- means to provide information about facility
occupancy;

- needs;

- and ability to provide assistance;

- authority having jurisdiction;

- incident Command Center:;

- or designee;

- communication plan must include A method for
sharing information from emergency plan;

- must develop and maintain EP training and
testing program, review/update annually;

- training program must include initial EP training
to policies and procedures to all new and existing
staff and volunteers;

- must conduct exercises to test the EP plan at
least twice per year including unannounced staff
drills using the EP; and

- must implement emergency and standby power
systems based on their EP; and

On March 20, 2024, at 11:54 a.m., clinical nurse
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supervisor/licensed assisted living director
(CNS/LALD)-D, stated they did not know the EPP
was not tailored to the facility. CNS/LALD-D
acknowledged the EPP needs to be updated,
they made some corrections to the EPP on site,
and stated they will update it further with the
required information.

No further information provided.

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

0 790| 144G .45 Subd. 2 (a) (2)-(3) Fire protection and 0790
SS=F | physical environment

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

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

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to perform the required annual
maintenance on fire extinguishers as required.
This had the potential to affect all 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:

On March 20, 2024, at 10:00 a.m., survey staff
toured the facility with the clinical nurse
supervisor/licensed assisted living director
(CNS/LALD)-D. It was observed the fire
extinguishers on all levels had record showing the
required monthly visual inspections were
performed but did not have a service tag showing
it had been inspected annually.

On March 20, 2024, at 10:10 a.m., CNS/LALD-D
stated that he purchased the fire extinguisher less
than a year ago and the purchase receipt would
be provided via email as a follow-up. However, no
follow-up email has been received from the
facility.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

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

Minnesota Department of Health
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repair program.

This MN Requirement is not met as evidenced
by:

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

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

The findings include:

On March 20, 2024, at 10:00 a.m., survey staff
toured the facility with the clinical nurse
supervisor/licensed assisted living director
(CNS/LALD)-D. During the facility tour, survey
staff observed the following items:

In the laundry room on the lower level, multiple
plug strips were daisy-chained with an extension
cord, providing power to the washing machine,
and creating a fire hazard. The door was also
badly damaged, and the wood veneer on the
room side was removed.

In the bathroom on the lower level, it was
observed there was a hole in the ceiling at the
perimeter of the exhaust fan.

In the living room on the lower level, it was
observed there was a large hole in the ceiling with
Minnesota Department of Health
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a vertical pipe, and the hole was open to the roof.

During the interview, CNS/LALD-D stated that
there was a fireplace in the room, and the
previous owner removed it before the licensee
moved into the facility. CNS/LALD-D visually
verified this deficient finding at the time of
discovery.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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
thereatfter.
(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
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training shall be made available to residents at
least once per year.

(f) Evacuation drills are required for employees
twice per year per shift with at least one
evacuation drill every other month. Evacuation of
the residents is not required. Fire alarm system

activation is not required to initiate the evacuation
drill.

This MN Requirement is not met as evidenced
by:

Based on the interview and record review, the
licensee failed to develop the fire safety and
evacuation plan with the required content, failed
to provide the required training, and failed to
provide the required 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, 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 March 20, 2024, at 11:00 a.m., the clinical
nurse supervisor/licensed assisted living director
(CNS/LALD)-D provided documentation on the
fire safety and evacuation plan (FSEP), fire safety
and evacuation training for the facility, and fire
safety and evacuation drills for the facility.

FIRE SAFETY AND EVACUATION PLAN
The posted emergency evacuation plan did not
show the number of resident rooms.

Minnesota Department of Health
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Record review of the available documentation
iIndicated that the licensee did not have fire

protection procedures necessary for residents
iIncluded in the fire safety and evacuation plan.

During the interview on March 20, 2024, at 12:30
p.m., CNS/LALD-D verified the facility needed to
update the fire safety and evacuation plan with
the number of resident rooms. CNS/LALD-D also
confirmed that the facility has a fire safety policy
for staff but has not developed the necessary fire
protection procedures for residents.

TRAINING

Record review of the available documentation
iIndicated employees did not receive the fire
safety and evacuation training twice per year after
initial hire.

During the interview on March 20, 2024, at 11:00
a.m., CNS/LALD-D stated the licensee provided
annual training on the fire safety and evacuation
plan to employees, but not twice per year after
the initial hire, as required by statute.
CNS/LALD-D confirmed there was no further
documented training for the staff on the fire safety
and evacuation plan as required by statute.

DRILLS

Record review of the available documentation
iIndicated that the licensee did not conduct
evacuation drills twice per year per shift and
every other month as required by statute.
Provided documentation indicated that the drills
were conducted on 7/15/23 at 2:30 p.m. and
1/25/24 at 2:30 p.m., with no further drills being
documented.

During the interview on March 20, 2024, at 11:00
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a.m., CNS/LALD-D confirmed that only two drills
were conducted and verified there were no further
documented drills for the facility.

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

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

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

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee No Further Action Required.
failed to provide facilities that were not a distinct
hazard to life. The licensee had lock hardware On March 16, 2024, Facility verified this
that required a key to exit the home on the egress tag was corrected via email w/photo that
side of the front door. This had the potential to key-only lock on front door had been
affect all occupied residents, staff, and visitors removed.

because timely evacuation would not be possible
In the event of a fire or other life-threatening
emergencies.

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

The findings include:

On March 20, 2024, at 10:00 a.m., survey staff
toured the facility with the clinical nurse
supervisor/licensed assisted living director
(CNS/LALD)-D. During the facility tour, it was
observed that key-only lock installed on the front
door. The front door was marked as an
emergency egress exit on the posted evacuation
plan and an exit sign was posted over the door.

During the interview on March 20, 2024, at 10:10
a.m., survey staff explained to CNS/LALD-D that
the door with key-only lock constituted an
obstruction of egress and a distinct hazard to life.
CNS/LALD-D stated he understood the deficiency
and would get the lock removed when the
building maintenance person is available.

TIME PERIOD FOR CORRECTION: Two (2)
days

01060| 144G.52 Subd. 9 Emergency relocation 01060
SS=D
(a) A facility may remove a resident from the
facility in an emergency if necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.

(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
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STATE FORM 6899 IMS611 If continuation sheet 17 of 24



PRINTED: 04/18/2024

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
39738 B. WING 03/20/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1534 19TH AVENUE NW
NEW BRIGHTON HOME HEALTHCARE SERVIC
NEW BRIGHTON, MN 55112
(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)

01060 | Continued From page 17 01060

at a minimum:

(1) the reason for the relocation;

(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;

(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;

(4) if known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and

(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G.54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.

(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:

(1) the resident, legal representative, and
designated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not
returned to the facility within four days.

(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process
in this section.currently known; and

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide a written notice with
required content for an emergency relocation for
Minnesota Department of Health

STATE FORM 6899 IMS611 If continuation sheet 18 of 24




PRINTED: 04/18/2024

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
39738 B. WING 03/20/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1534 19TH AVENUE NW
NEW BRIGHTON HOME HEALTHCARE SERVIC
NEW BRIGHTON, MN 55112
(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)

01060 | Continued From page 18 01060

one of one resident (R1) with records reviewed.

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

The findings include:

R1's diagnosis included quadriplegia, pressure
ulcer of unspecified buttock, unstageable, chronic
obstructive pulmonary disease, borderline
personality disorder.

R1's signed service plan, dated January 6, 2024,
iIndicated R1 received assistance with medication
administration, dressing, grooming,
housekeeping, laundry, meals assistant, transfer,
mobility, and personal hygiene.

R1 was hospitalized on February 18, 2024, and
had not returned to the licensee at the time of the
survey.

R1's record lacked evidence a written notice was
provided that contained, at a minimum:

- the reason for the relocation;

- the name and contact information for the
location to which the resident has been relocated
and any new service provider;

- contact information for the Office of
Ombudsman for Long-Term Care;

- if known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
Minnesota Department of Health
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that a return date is not currently known;

- a statement that, if the facility refuses to provide
housing or services after a relocation, the
resident has the right to appeal under section
144G.54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.

- a notice to the Office of Ombudsman for
Long-Term Care if the resident has been
relocated and has not returned to the facility
within four days.

On March 18, 2024, at 10:50 a.m., clinical nurse
supervisor/licensed assisted living director
(CNS/LALD)-D, stated they were not aware of the
requirement to provide a written notice with
required contents for an emergency relocation.

No further information was provided.

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

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

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

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

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

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

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

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

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

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

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

(vi) a review by the reqgistered nurse of the
completion of this task to verify that this task was
completed accurately by the unlicensed
personnel; and
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(vi) how the unlicensed personnel must
document in the resident's record any unused
medications that are returned to the facility,
including the name of each medication and the
doses of each returned medication.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) documented training and/or competencies
for one of one unlicensed personnel ((ULP)-C)
who would provide medications for residents with
unplanned time away from home when a licensed
nurse was not available.

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

The findings include:

ULP-C was hired on July 10, 2023, to provide
direct services to residents.

ULP-C's employee record lacked evidence of
training and competency in preparing medications
for unplanned times away when the licensed
nurse is not available.

On March 20, 2024, at 8:30 a.m., clinical nurse
supervisor/licensed assisted living director
CNS/LALD-D stated the ULPs were not trained
on preparing medication for unplanned times
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