DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
August 16, 2023

Licensee
EE And E Sisters Caring Home, LLC

81 117th Avenue Northeast
Blaine, MN 55434

RE: Project Number(s) SL38433015
Dear Licensee:

On August 9, 2023, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on May 24, 2023. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the May 24, 2023 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey completed on May 24, 2023, found not corrected at the time of the August 9, 2023,

follow-up survey and/or subject to penalty assessment are as follows:
0810-Fire Protection And Physical Environment-144g.45 Subd. 2 (b)-(f)

details of the violations noted at the time of this follow-up survey completed on August 9, 2023
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand

column, e.g., {2 ----} will identify the uncorrected tags.

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

IMPOSITION OF FINES:

Level 1: no fines or enforcement.

Level 2: a fine of S500 per violation, in addition to any enforcement mechanism authorized in
§144G.20 for widespread violations;

Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism
authorized in §144G.20.

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§144G.20.
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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
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

We urge you to review these orders carefully. If you have questions, please contact Rhylee Gilb at
218-232-8285.

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.

*”Mm SIS

Rhylee Gilb, Supervisor

State Rapid Response Team / State Evaluation Team
Email: rhylee.gilb@state.mn.us

Telephone: 218-232-8285 Fax: 651-215-6894 / 651-281-9796
PMVIB
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*****ATTE NTI O N******

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:
Project SL38433015-1

On August 09, 2023, the Minnesota Department
of Health conducted a revisit at the above
provider to follow-up on orders issued pursuant to
a survey completed on May 24, 2023. At the time
of the survey, there was 1 resident: 1 receiving
services under the Assisted Living license. As a
result of the revisit, the following orders were
reissued.

{%éﬁg} 144G.41 Subdivision 1 Minimum requirements {0 460}
(5) provide a means for residents to request
assistance for health and safety needs 24 hours
per day, seven days per week;

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

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

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

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

This MN Requirement Is not met as evidenced
by:
No additional action required.

144G .41 Subdivision 1 Minimum requirements

(11) develop and implement a staffing plan for
determining its staffing level that:

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

() 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;
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(1) 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:

(1) 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 additional action required.

{0495} 144G .41 Subd. 1 (14) Minimum Requirements {0 495}
SS=F

(14) provide staff access to an on-call registered

nurse 24 hours per day, seven days per week

This MN Requirement Is not met as evidenced
by:
No additional action required.

{0 570} 144G .42 Subdivision 1 Display of license {0570}
SS=C
The original current license must be displayed at
the main entrance of each assisted living facility.
The facility must provide a copy of the license to
any person who requests it.

This MN Requirement Is not met as evidenced
by:
No additional action required.

{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
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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:
No additional action required.

144G .42 Subd. 8 Employee records

(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
gualifications, 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
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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:
No additional action required.

{06380} 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 detalls 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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No additional action required.

{0 810} 144G .45 Subd. 2 (b)-(f) Fire protection and {0 810}
SS=C | 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.
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This MN Requirement Is not met as evidenced
by:

Based on a record review and interview, the
licensee failed to develop a fire safety and
evacuation plan with the required elements, failed
to provide required employee and resident
training on fire safety and evacuation, and failed
to conduct required evacuation drills. This had the
potential to affect all staff, residents, and visitors.

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

The findings include:

An interview was conducted on August 09, 2023,
at approximately 10:30 a.m. with the unlicensed
professional (ULP)-B on the fire safety and
evacuation plan, fire safety and evacuation
training, and evacuation drills for the facility.

ULP-B stated the licensee had not made any
updates to the fire safety and evacuation plans
since the time of the original survey. No training
had been completed for staff or residents, and no
evacuation drills had been completed.

No further information was provided.

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

144G .50 Subd. 2 (d-e; 1-4) Contract information
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(d) The contract must include a description of the
facility's complaint resolution process available to
residents, including the name and contact
Information of the person representing the facility
who Is desighated to handle and resolve
complaints.

(e) The contract must include a clear and
conspicuous notice of:

(1) the right under section 144G .54 to appeal the
termination of an assisted living contract;

(2) the facility's policy regarding transfer of
residents within the facility, under what
circumstances a transfer may occur, and the
circumstances under which resident consent is
required for a transfer;

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

(4) the resident's right to obtain services from an
unaffiliated service provider;

This MN Requirement Is not met as evidenced
by:
No additional action required.

{01530} 144G.64 TRAINING IN DEMENTIA CARE {01530}
SS=D | REQUIRED

(a) All assisted living facilities must meet the
following training requirements:

(1) supervisors of direct-care staff must have at
least eight hours of initial training on topics
specified under paragraph (b) within 120 working
hours of the employment start date, and must
have at least two hours of training on topics
related to dementia care for each 12 months of
employment thereafter;

Minnesota Department of Health
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(2) direct-care employees must have completed
at least eight hours of initial training on topics
specified under paragraph (b) within 160 working
hours of the employment start date. Until this
Initial training Is complete, an employee must not
provide direct care unless there Is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care and who can act as a resource
and assist If issues arise. A trainer of the
requirements under paragraph (b) or a supervisor
meeting the requirements in clause (1) must be
available for consultation with the new employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereatfter;

This MN Requirement Is not met as evidenced

by:
No additional action required.

144G.70 Subd. 4 (f) Service plan, implementation
and revisions to

(f) The service plan must include:

(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;

(2) the identification of staff or categories of staff
who will provide the services;

(3) the schedule and methods of monitoring
assessments of the resident;

(4) the schedule and methods of monitoring staff
providing services; and

(5) a contingency plan that includes:

(1) the action to be taken if the scheduled service
cannot be provided;
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(1) information and a method to contact the
facility;

(1) the names and contact information of persons
the resident wishes to have notified in an
emergency or If there Is a significant adverse
change in the resident's condition, including
Identification of and information as to who has
authority to sign for the resident in an emergency;
and

(iv) the circumstances in which emergency
medical services are not to be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.

This MN Requirement Is not met as evidenced
by:
No additional action required.

{01730} 144G.71 Subd. 5 Individualized medication {01730}
SS=F | management plan

(a) For each resident receiving medication
management services, the assisted living facility
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
Individualized medication management record for
each resident based on the resident's
assessment that must contain the following:

(1) a statement describing the medication
management services that will be provided;

(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;

(3) documentation of specific resident instructions
relating to the administration of medications;

Minnesota Department of Health
STATE FORM 6899 VBC112 If continuation sheet 10 of 11



Minnesota Department of Health

PRINTED: 08/16/2023

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

38433

FORMAPPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
R
B. WING 08/09/2023

NAME OF PROVIDER OR SUPPLIER

81 117TH AVENUE NE

EE AND E SISTERS CARING HOME LLC BLAINE, MN 55434

STREET ADDRESS, CITY, STATE, ZIP CODE

(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(9) Identification of medication management
tasks that may be delegated to unlicensed
personnel;

(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and

(7) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.

(b) The medication management record must be
current and updated when there are any
changes.

(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

This MN Requirement Is not met as evidenced

by:
No additional action required.
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m DEPARTMENT
| OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
June 21, 2023

Licensee

EE And E Sisters Caring Home LLC
81 117th Avenue Northeast
Blaine, MN 55434

RE: Project Number(s) SL38433015

Dear Licensee:

This is your official notice that you have 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.

The Minnesota Department of Health completed an initial survey on May 24, 2023, for the purpose
assessing compliance with state licensing statutes. At the time of the survey, the Minnesota Department
of Health noted violations of the laws pursuant to Minnesota Statute, Chapter 144G.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. The Department of Health documents
state correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Home Care Providers. 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 and enforcement actions 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

Per 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
residents/employees that may be affected by the noncompliance.

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



EE And E Sisters Caring Home LLC
June 21, 2023
Page 2

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 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 Department of Health
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
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

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.

If you have any questions, please contact me.

Sincerely,

fiRe

Rhylee Gilb, Supervisor
State Rapid Response Team / State Evaluation Team

Email: rhylee.gilb@state.mn.us
Telephone: 218-232-8285 Fax: 651-215-6894 / 651-281-9796

JMD
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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 Tag numbers have been assigned to
Minnesota State Statutes for Assisted
In accordance with Minnesota Statutes, section Living Facilities. The assigned tag
144G.08 to 144G.95, these correction orders are 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 a violation is 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 a Minnesota Statute contains several findings which are in violation of the state
items, failure to comply with any of the items will requirement after the statement, "This
be considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the evaluators'
INITIAL COMMENTS: findings is the Time Period for Correction.
#51.38433015-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On May 22, 2023 through May 24, 2023, the STATES,"PROVIDER'S PLAN OF
Minnesota Department of Health conducted a CORRECTION." THIS APPLIES TO
survey at the above provider, and the following FEDERAL DEFICIENCIES ONLY. THIS
correction orders are issued. At the time of the WILL APPEAR ON EACH PAGE.
complaint investigation, there was one resident
receiving services under the provider's provisional THERE IS NO REQUIREMENT TO
Assisted Living license. 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.
0 460| 144G.41 Subdivision 1 Minimum requirements 0 460
SS=F
(5) provide a means for residents to request

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 460 | Continued From page 1 0 460

assistance for health and safety needs 24 hours
per day, seven days per week;

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

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

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

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to meet minimum
requirements including having a system in place
for residents to request assistance, as well as
provide locks for resident rooms.

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:

During an interview on May 22, 2023, at 10:02

Minnesota Department of Health
STATE FORM 6899 VBC111 If continuation sheet 2 of 26
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a.m., unlicensed personnel (ULP)-B stated the
licensee did not have a system for residents to
summon staff 24 hours per day, seven days per
week. ULP-B stated a resident could just yell out
for help.

During an observation and interview on May 23,
2023 at 12:45 p.m., registered nurse (RN)-A
stated the door handles on resident rooms were
not able to lock and showed the surveyor.

The licensee's assisted living contract indicated
the licensee would provide security locks on all
resident doors.

TIME PERIOD FOR CORRECTION: Seven (7)
Days

0470/ 144G.41 Subdivision 1 Minimum requirements 0470
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
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

Minnesota Department of Health
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safety needs. Such persons must be:
(i) awake;

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

(i) capable of communicating with residents;
(iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure it employed awake
overnight staff to be available for one of one
residents (R1) 24 hours per day. Additionally, the
licensee failed to develop and implement a
staffing plan including all required content.

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:

R1 admitted to the licensee February 14, 2023.
R1's diagnoses included hypertension and bipolar
disorder. R1's care plan dated February 14, 2023
indicated R1 received services including mobility
assistance, monitoring R1 when ambulating.

R1's nursing assessment dated May 14, 2023,
identified R1 as a fall risk and indicated R1 had
an unsteady gait.

Minnesota Department of Health
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0470 | Continued From page 4 0470

AWAKE OVERNIGHT STAFF

During the entrance conference on May 22, 2023,
at 10:02 a.m., unlicensed personnel (ULP)-B
stated the resident did not have a call system but
yelled out for help when needed.

During an interview on May 23, 2023, at 8:50
a.m., registered nurse (RN)-A stated ULP-B lived
in one of the bedrooms at the licensee most of
the time. RN-A, the only other employee, worked
a full-time job elsewhere but worked at the
licensee three to four shifts per week.

During an interview on May 23, 2023, at 11:55
a.m. R1 stated staff slept at night, usually going
to bed around the same time he did.

The licensee's assisted living contract indicated
the licensee would be staffed with an awake
home health aide twenty-four hours per day.

STAFFING PLAN

During an interview on May 23, 2023, at 12:45
p.m., RN-A stated the licensee did not have a
written staffing plan or staffing policy.

The licensee lacked a staffing plan including all
required content.

TIME PERIOD FOR CORRECTION: Two (2)
Days

0495| 144G.41 Subd. 1 (14) Minimum Requirements 0495
SS=F

(14) provide staff access to an on-call registered

Minnesota Department of Health
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nurse 24 hours per day, seven days per week

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure staff had access to the
registered nurse (RN) 24 hours per day, seven
days per week. This had the potential to 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:

During an interview on May 23, 2023, at 8:50
a.m., registered nurse (RN)-A stated he worked a
full-time job elsewhere, as well as every once in a
while at a group home.

The licensee lacked a policy addressing this
requirement in accordance with Minnesota
Statutes (MN) 144G.

TIME PERIOD FOR CORRECTION: Two (2)
Days

0570| 144G.42 Subdivision 1 Display of license 0570
SS=C
The original current license must be displayed at
the main entrance of each assisted living facility.
The facility must provide a copy of the license to

Minnesota Department of Health
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0570 | Continued From page 6 0570

any person who requests it.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to post the original current license at its
main entrance.

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

The findings include:

During an observation on May 23, 2023, at 10:35
a.m., the licensee failed to post its current license
at main entrance of the building and instead
posted it at the opposite side of the living room.

During an interview on May 23, 2023, at 12:45
p.m., registered nurse (RN)-A stated he did not
know about the requirement of posting the license
at the main entrance.

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

0 580| 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
management activity" means evaluating the

Minnesota Department of Health
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0 580 | Continued From page 7 0 580

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 document its quality
management activities. This deficient practice
had the potential to affect all residents, staff and
visitors.

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

The findings include:

During the entrance conference on May 22, 2023,
at 10:02 a.m., unlicensed personnel (ULP)-B
stated they met monthly but did not document
qguality management activities.

The licensee's Quality Management Binder
contained a sample agenda. This binder lacked
documentation of the licensee's quality
management activities.

Minnesota Department of Health
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The licensee-provided policy titled Quality
Improvement dated September 6, 2022, indicated
documentation of the quality improvement
program would be maintained for at least two
years and provided to the commissioner at the
time of the survey.

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

0650, 144G.42 Subd. 8 Employee records 0 650
SS=E
(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.

This MN Requirement is not met as evidenced

Minnesota Department of Health
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by:

Based on interview and record review, the
licensee failed to ensure personnel records for
two of two employees (RN-A, ULP-B) contained
all required content.

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
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:

Registered nurse (RN)-A started working at the
licensee February 13, 2023. RN-A's personnel
record lacked evidence of a completed
orientation.

Unlicensed personnel (ULP)-B started working at
the licensee Feb 13, 2023. ULP-B's personnel
record included the Minnesota Nursing Assistant
Registry Verification of Registration with an
expiration date of May 11, 2023. Online
verification on the Minnesota Online Registry
Verification System indicated a current expiration
date of April 25, 2025.

During an interview on May 23, 2023, at 10:45
a.m., RN-A stated ULP-B did renew her

registration for her nursing assistant certification.

During an interview on May 23, 2023, at 12:45
p.m., RN-A stated he completed an orientation
but did not have the documentation.

Minnesota Department of Health
STATE FORM 6899 VBC111 If continuation sheet 10 of 26



PRINTED: 06/21/2023

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:
38433 B. WING 05/24/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
81 117TH AVENUE NE
EE AND E SISTERS CARING HOME LLC
BLAINE, MN 55434
(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)

0650 | Continued From page 10 0 650

The licensee-provided policy titled Staff
Orientation and Education dated September 6,
20233, indicated upon completion of orientation,
the signhed and dated Orientation Checklist would
be retained in the employee record.

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.

Minnesota Department of Health
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0680 | Continued From page 11 0 680
This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to develop and implement an
emergency preparedness plan including all
required content. This had the potential to affect
all residents, staff and visitors.

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

The findings include:

The licensee's emergency preparedness plan
lacked the following:

-a documented hazard vulnerability
assessment

-a completed communication plan including
all required content

-how the licensee would coordinate with other
health care facilities, as well as the community on
a whole during emergency or disaster

-a policy and procedure to address a system
of medical documentation that preserves resident
iInformation, protects confidentiality, and secures
and maintains availability of records.

-exercises to test the emergency plan at least
twice per year

During an interview on May 24, 2023, at 12:15
p.m., registered nurse (RN)-A stated they
determined which hazards could affect the
licensee by watching the news, weather channel,
and looking outside at the sky. Regarding a
Minnesota Department of Health
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system to securely preserve resident information,
RN-A stated they would make sure everything is
locked, so only staff could see the information.
Regarding the communication plan, RN-A stated
it has not been finished.

The licensee policy titled Emergency
Preparedness dated September 6, 2022,
indicated a disaster drill would be conducted at
least annually and results documented. This
policy did not address the requirement of a
documented hazard vulnerability assessment or
communication plan.

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

08101 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.
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(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.

(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
Include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.

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

This MN Requirement is not met as evidenced
by:

Based on a record review and interview, the
licensee failed to develop a fire safety and
evacuation plan with the required elements, failed
to provide required employee and resident
training on fire safety and evacuation, and failed
to conduct required evacuation drills. This had the
potential to affect all 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).

Findings include:

A record review and interview were conducted on
May 24, 2023, at approximately 12:00 p.m. with
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the registered nurse (RN)-A and the unlicensed
professional (ULP)-B on the fire safety and
evacuation plan, fire safety and evacuation
training, and evacuation drills for the facility.

Record review of the available documentation
iIndicated that the licensee did not have employee
actions to be taken in the event of a fire or similar
emergency. The facility plan indicated to use
RACE acronym but was very vague and did not
provide complete actions for employees to take in
the event of a fire or similar emergency. During
interview, RN-A verified that the fire safety and
evacuation plan for the facility lacked these
provisions.

Record review of the available documentation
indicated that the licensee did not have fire
protection procedures necessary for residents
iIncluded in the fire safety and evacuation plan.
During interview, RN-A verified that the fire safety
and evacuation plan for the facility lacked these
provisions.

Record review of the available documentation
iIndicated that the fire safety and evacuation plan
did not include 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. The facility plan did
iInclude some provisions for the relocation of
residents but did not specify how to move or
evacuate residents or identify the unique and
unusual needs of the residents. During interview,
RN-A verified that the fire safety and evacuation
plan for the facility lacked these provisions.

Record review of available documentation
indicated that the licensee did not provide
Minnesota Department of Health
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employee training on the fire safety and
evacuation plan twice per year after the training at
initial hire. During interview, RN-A stated the
licensee did not have any documented training or
a policy on training employees. RN-A stated that
they had their first resident move in on 2/14/2023
and had not done any training of staff prior to
having their first resident.

Record review of the available documentation
indicated that the licensee did not provide annual
training to residents who can assist in their own
evacuation on the proper actions to take in the
event of a fire including movement, evacuation, or
relocation as required by statute. During
iInterview, RN-A stated that the facility did not
have documentation or a policy on offering
resident training on the fire safety and evacuation
plan.

Record review of the available documentation
Indicated that the licensee did not conduct
evacuation drills twice per year per shift and
every other month as required by statute.
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