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

Electronically Delivered
February 27, 2025

Licensee

Destiny Healthcare Services LLC
3207 Quarles Road

Brooklyn Center, MN 55429

RE: Project Number(s) SL40691015

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 January 9, 2025, 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.

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

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. 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 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

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



Destiny Healthcare Services LLC
February 27, 2025
Page 2

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 I|dentify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

e I|dentify how the area(s) of noncompliance was corrected for all of the
provider’s residents/employees that may be affected by the noncompliance.

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

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order 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.

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

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have

any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

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

If you have any questions, please contact me.

Sincerely,

Jess Schoenecker, Supervisor

State Evaluation Team

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

HHH
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0 000] Initial Comments 0 000
ASSISTED LIVING PROVIDER LICENSING Minnesota Department of Health is
CORRECTION ORDER(S) documenting the State Correction Orders
using federal software. Tag numbers have
In accordance with Minnesota Statutes, section been assigned to Minnesota State
144G.08 to 144G.95, these correction orders are Statutes for Assisted Living Facilities. The
Issued pursuant to a survey. assigned tag number appears in the
far-left column entitled "ID Prefix Tag." The
Determination of whether violations are corrected state Statute number and the
requires compliance with all requirements corresponding text of the state Statute out
provided at the Statute number indicated below. of compliance is listed in the "Summary
When Minnesota Statute contains several items, Statement of Deficiencies" column. This
failure to comply with any of the items will be column also includes the findings which
considered lack of compliance. are in violation of the state requirement
after the statement, "This Minnesota
INITIAL COMMENTS: requirement is not met as evidenced by."
Following the evaluators ' findings is the
SL40691015-0 Time Period for Correction.
On January 6, 2025, through January 9, 2025, the PLEASE DISREGARD THE HEADING OF
Minnesota Department of Health conducted a full THE FOURTH COLUMN WHICH
survey at the above provider. At the time of the STATES,"PROVIDER'S PLAN OF
survey, there were two (2) residents; 2 residents CORRECTION." THIS APPLIES TO
were receiving services under the Provisional FEDERAL DEFICIENCIES ONLY. THIS
Assisted Living Facility license. WILL APPEAR ON EACH PAGE.
THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
0 480 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services
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0480 | Continued From page 1 0 480

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

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

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

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

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

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are

Minnesota Department of Health
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allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement is not met as evidenced
by:

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

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated January 7, 2025, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

TIME PERIOD FOR CORRECTION: Please refer

Minnesota Department of Health
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to the FBEIR for any compliance dates.

0630| 144G.42 Subd. 6 (b) Compliance with 0 630
SS=D | requirements for reporting ma

(b) The facility must develop and implement an
individual abuse prevention plan for each
vulnerable adult. The plan shall contain an
individualized review or assessment of the
person's susceptibility to abuse by another
individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure an individual
abuse prevention plan (IAPP) was developed to
iInclude the required content for one of two
residents (R1).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at 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 was admitted on October 11, 2024, with

Minnesota Department of Health
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diagnoses of type two diabetes, muscle
weakness, chronic kidney disease stage 3,
suicidal ideation, and acquired absence of left leg
below the knee.

R1's Service Plan with effective date of January
8, 2025, indicated R1 received services including
medication administration, bathing assistance,
behavior management, mobility assistance,
dressing and grooming, assistance with
prosthetic device, blood glucose checks, toileting,
and transfer assistance.

On January 7, 2025, at 11:52 a.m., the surveyor
observed unlicensed personnel (ULP)-B check
R1's blood glucose and administer insulin.

R1's nursing assessment dated October 24,
2024, indicated under "Safety-Vulnerability," R1
was at risk to abuse other vulnerable adults, and
at risk to abuse themselves with measures to
minimize the risk. The assessment lacked an
assessment of the person's risk of being abused
by others.

During interview on January 8, 2025, at 1:28 p.m.,
clinical nurse supervisor/licensed assisted living
director (CNS/LALD)-A stated every resident
living in assisted living was considered a
vulnerable adult, so they had measures in place
to help prevent abuse. She was not sure why the
assessment did not include an assessment on
the risk to be abused by others and the measures
taken to reduce the risk.

The licensee's Vulnerable Adult Policy dated
November 25, 2022, indicated the licensee would
assess the vulnerability status of each resident
upon admission. Susceptibility of abuse included
self-abuse and neglect, risk of abuse by other
Minnesota Department of Health
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iIndividuals including other vulnerable adults, and
the risk of abusing other vulnerable adults within
the residence.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

06501 144G.42 Subd. 8 (a) Staff records 0 650
SS=F
(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each
individual contractor providing services. The
records must include the following infomation:

(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
by:
Based on observation, interview, and record

Minnesota Department of Health
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review, the licensee failed to ensure employee
records included all required content for three of
three employees (unlicensed personnel (ULP)-B,
ULP-F, registered nurse (RN)-D).

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

The findings include:

COMPETENCIES

Throughout the survey between January 6, 2025,
and January 8, 2025, at various times, the
surveyor observed ULP-B assist R1 with the
following: provide meals, check blood glucose,
administer medications, and assist ULP-F
complete a full body mechanical lift transfer from
bed to wheelchair.

ULP-B and ULP-F were hired on April 5, 2024,
and October 10, 2022, respectively, under the
licensee's sister facility to provide assisted living
services to residents. R1 was admitted to
licensee on October 11, 2024, so ULP-B and
ULP-F began providing services to R1 at this
facility.

ULP-B and ULP-F's employee files each included
training and competencies on April 8, 2024, and
October 6, 2023, respectively, which were
completed with the sister facility. ULP-B and
ULP-F's employee files lacked documentation of
return demonstration for R1's prosthetic leg,
Minnesota Department of Health
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blood glucose monitoring device, electric
mechanical lift (Hoyer), and sliding board (assists
with transfers from one location to another by
sliding on a board).

On January 8, 2025, at 10:13 a.m., ULP-F stated
he worked at both facilities, and when this facility
opened, he was retrained on medication
administration including insulin, blood glucose
monitoring, oxygen, and prosthetic leg care. He
stated the other facility had utilized a Hoyer
(brand name of full body mechanical lift) but R1's
Hoyer was not identical to the one he was trained
on but very similar.

On January 8, 2025, at 11:20 a.m., clinical nurse
supervisor/licensed assisted living director
(CNS/LALD)-A stated all staff had been trained
on the sliding board either by a physical therapist
(PT) or herself. The surveyor inquired whether
there was documentation of competencies on
Hoyer and sliding board use.

At 11:30 a.m., CNS/LALD-A provided the
following:

-HOYER-How to Use A Patient Lifter (A
Positioning and Transfer Guide) with an undated
signature page for Hoyer transfer that had nine
(9) signatures including signatures for ULP-B and
ULP-F;

-Coordination of Care Home Health and Assisted
Living dated December 17, 2024, with written
instructions from PT on how to use the sliding
board with R1 and attached undated signature
page for sliding board transfer showing 10
signatures including signatures by ULP-B and
ULP-F.

CNS/LALD-A stated the above documents were
the documentation of training and competencies
for each ULP listed. She understood the

Minnesota Department of Health
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documents she provided did not meet the
documentation requirements. CNS/LALD-A
stated she did train all staff on how to apply R1's
prosthetic leg and the care required, but did not
document that training for any staff.

DEMENTIA TRAINING
RN-D was hired on February 10, 2024, to be back
up on-call when needed for licensee.

RN-D's employee record included an undated
[Licensee] Orientation Checklist which was
signed by RN-D and clinical nurse
supervisor/licensed assisted living director
(CNS/LALD)-A, indicated a check mark next to
"Dementia (8 hours required within 160 hours for
direct caregivers)." The record lacked
documentation of dementia care topics covered.

On January 7, 2025, at 12:58 p.m., during phone
Interview, RN-D stated she was hired last
February and was hired to be on-call. She stated
she received training but could not go into detail
how the training was completed and what topics
were covered. When inquiring whether she
received dementia training, she stated, "| think |
did" and would need to check and get back to the
surveyor, which she never did.

After the phone call with RN-D, CNS/LALD-A
stated she provided training to RN-D from the list
of topics provided which included dementia, but
no further detail was available. CNS/LALD-A
stated RN-D did not complete any online training
with licensee but did complete online training for
a previous job (no further information was
available).

ULP-B, ULP-F, and RN-D's employee records
lacked documentation of training and/or

Minnesota Department of Health
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competencies as required under Minnesota Rules
Chapter 4659.0190 subpart 6.

Per Assisted Living Facilities: Minnesota Rules
Chapter 4659.0190, Subpart 6, effective October
2022, the licensee must maintain a record of staff
training and competency required under this part
and Minnesota Statutes, chapter 144G, that
documents the following information for each
competency evaluation, training, retraining, and
orientation topic:

(1) facility name, location, and license number
(2) name of the training topic or training program,
and the training methodology, such as classroom
style, web-based training, video, or one-to-one
training

(3) date of the training and competency
evaluation, and the total amount of time of the
training and competency evaluation

(4) name and title of the instructor and the
instructor's signature, and the name and title of
the competency evaluator, if different from the
instructor, and the evaluator's signature with a
statement attesting that the employee
successfully completed the training and
competency evaluation; and

(5) name and title of the staff person completing
the training, and the staff person's signature with
statement attesting that the staff person
successfully completed the training as described
In the training documentation.

The licensee's Staff Competency policy dated
November 25, 2022, indicated the documentation
of competencies would include the required
content per Minnesota Rules Chapter 4659.0190,
Subpart 6.

The licensee's Personnel Records policy dated
November 25, 2022, indicated documentation of
Minnesota Department of Health
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orientation and competency evaluations would be
kept in each personnel record.

No further information was provided.

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

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

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

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to maintain a
tuberculosis (TB) prevention and control program,
based on the most current guidelines issued by
the Centers for Disease Control and Prevention
(CDC), which included TB facility risk assessment
and TB screening for two of two employees
(registered nurse (RN)-D, unlicensed personnel
(ULP)-B).

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

The findings include:

On January 6, 2025, at approximately 12:30 p.m.,
clinical nurse supervisor/licensed assisted living
director (CNS/LALD)-A provided the surveyor
their licensee's facility TB risk assessment dated
August 6, 2024, for their sister facility located
approximately eight houses away from this
facility. The surveyor was not provided a current
TB risk assessment for this facility.

RN-D

RN-D was hired February 10, 2024, to be back up
on-call for CNS/LALD-A while ULPs provided
delegated nursing tasks.

RN-D's employee record included a completed
TB symptom and history form dated February 10,
2024, and a negative QuantiFERON TB Gold
Plus tests dated March 7, 2023, and May 31,
2024 (111 days after hire).

RN-D's record lacked documentation of TB
screening completed within 90 days of hire.

During phone interview on January 7, 2025, at
12:58 p.m., RN-D confirmed she was hired by the
licensee February 2024, to be on-call. She
thought the TB gold blood test was good for two
Minnesota Department of Health
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years and could be used for any job, but could not
explain why it was completed May 31, 2024,
approximately three months after hire.

ULP-B

On January 6, 2025, through January 8, 2025, the
surveyor observed ULP-B work each day on the
day shift helping R1 with activities of daily living
(prepare meals and transfer with full body
mechanical lift), medication administration, and
blood glucose monitoring.

ULP-B was hired April 5, 2024, to provide
assisted living services.

ULP-B's employee record included a completed
TB symptom and history form dated April 5, 2024,
and a negative chest x-ray dated March 15, 2024.

ULP-B's record lacked documentation of a
positive TB test prior to the chest x-ray or
documentation of refusal of either the two-step
skin test or TB blood test.

During interview on January 7, 2025, at 2:00 p.m.,
ULP-B stated she was required by the school to
obtain a chest x-ray for clinicals (certified nursing
assistant program unrelated to licensee).

During interview on January 7, 2025, at 2:08 p.m.,
CNS/LALD-A stated she thought the chest x-ray
was acceptable and was not aware of the
requirements. The surveyor showed CNS/LALD-A
the TB requirements on the Minnesota
Department of Health (MDH) website.

The licensee's Tuberculosis
Screening/Prevention policy dated November 25,
2022, indicated the licensee would observe the
recommended precautions related to TB
Minnesota Department of Health
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prevention as identified by the Centers for
Disease Control and Prevention (CDC) and the
Minnesota Department of Health (MDH).

The MDH guidelines, Regulations for
Tuberculosis Control in Minnesota Health Care
Settings, dated July 2013, and based on CDC
guidelines, indicated an employee may begin
working with patients after a negative TB history
and symptom screen (no symptoms of active TB
disease) and a negative IGRA (serum blood test)
or TST (first step) dated within 90 days before
hire. The second TST may be performed after the
HCW (health care worker) starts working with
patients. Baseline TB screening should be
documented in the employee's record.

No further information was provided.

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

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

(a) The facility must meet the following
requirements:

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

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

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

(5) have a written policy and procedure regarding

Minnesota Department of Health
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missing residents.

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

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to maintain a written
emergency preparedness plan (EPP) with all the
required content as defined in Appendix Z. The
licensee also failed to post emergency exit
diagrams on each floor. 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, 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 January 6, 2025, at 12:00 p.m., during facility
tour with clinical nurse supervisor/licensed
assisted living director (CNS/LALD)-A, the
surveyor noted a rambler style home with two
occupied and one unoccupied bedroom and full
bathroom on the main level and two unoccupied

Minnesota Department of Health
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bedrooms and bathroom on the lower level.
During the tour, the surveyor was unable to locate
posted emergency exit diagrams on each floor.

The licensee's emergency disaster preparedness
plan last reviewed/updated on November 3, 2024,
lacked evidence of the following required content:
- the development of policies/procedures to
address:

-subsistence needs for staff and residents
specific to the needs of the facility (general
template was used but not tailored to  facility);

-tracking of staff and patients;

-evacuation (transportation);

-medical documents; and

-use of volunteers.

On January 6, 2025, at 2:.00 p.m., CNS/LALD-A
stated the emergency exit diagrams were not
posted but located in the EPP binder.
CNS-LALD-A stated she was not aware of the
requirement.

During phone interview on January 9, 2025, at
1:28 p.m., CNS/LALD-A explained if they needed
to shelter in place, they had ample supply of food
located in the freezer and food pantry downstairs.
If the electronic health record was inaccessible,
they had a backup binder that included paper
forms to be able to continue providing services to
residents. The surveyor asked where the above
information would be found in the EPP along with
procedures to transport residents to another site
If evacuated or procedures for tracking residents
and staff would be found, CNS/LALD-A explained
they did their best to add information into the
EPP.

The licensee's Emergency Preparedness policy
dated November 25, 2022, indicated emergency
Minnesota Department of Health
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exit diagrams would be prominently posted on
each floor of the facility. The policy also indicated
the licensee would have an identified plan in
place to assure the safety and well-being of
residents and staff during periods of an
emergency or disaster that disrupts services.

No further information was provided.

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

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

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

(i) provide smoke alarms in each room used for
sleeping purposes;

(if) provide smoke alarms outside each separate
sleeping area in the immediate vicinity of
bedrooms;

(i) provide smoke alarms on each story within a
dwelling unit, including basements, but not
iIncluding crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

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

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

Based on observation and interview, the licensee
failed provide interconnected smoke alarms.
These deficient conditions had the ability to affect
all staff and residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, 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 January 7, 2025, at 1:00 p.m., the surveyor
toured the facility with clinical nurse supervisor/
licensed assisted living director (CNS/LALD)-A.
During the tour, the surveyor observed the
lower-level smoke detectors were not
interconnected with the remainder of the facility.

During the facility tour interview on January 7,
2025, CNS/LALD-A acknowledged the above
listed observations while accompanying on the
tour.

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

Minnesota Department of Health
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walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to maintain the 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. This deficient condition 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).

The findings include:

On January 7, 2025, at approximately 1:00 p.m.,
the surveyor toured with clinical nurse supervisor/

licensed assisted living director (CNS/LALD)-A.
The following was observed.

GENERAL MAINTENANCE:
The flooring in bedroom 3 was torn, and in
disrepair. This condition presented a trip hazard

Minnesota Department of Health
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for the residents and staff.

On January 7, 2025, CNS/LALD-A stated they
understood the condition and would get the
flooring replaced.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.

(c) Staff of assisted living facilities shall receive
training on the fire safety and evacuation plans
upon hiring and at least twice per year thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.

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

(f) Evacuation drills are required for staff twice
per year per shift with at least one evacuation drill

Minnesota Department of Health
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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 observation, interview, and record
review, the licensee failed to develop the fire
safety and evacuation plan with the required
content. This had the potential to directly affect all
residents, staff, and visitors.

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

The findings include:

On January 7, 2025, at approximately 1:30 p.m.,
survey staff observed the path of egress on the
fire evacuation diagrams did not match the path
of egress throughout the facility, and incorrectly
labeled the exits for the facility. Exit plan
diagrams must be correctly labeled to reduce
confusion and potential obstructions to egress in
a fire or similar emergency.

On January 7, 2025, at approximately 2:00 p.m.,
clinical nurse supervisor/ licensed assisted living
director (CNS/LALD)-A provided documents on
the fire safety and evacuation plan (FSEP), fire
safety and evacuation training, and evacuation
drills for the facility.

Minnesota Department of Health
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FIRE SAFETY AND EVACUATION PLAN
(FSEP):

The licensee's FSEP, failed to include the
following:

The FSEP included standard employee
procedures but failed to provide specific
employee actions to take in the event of a fire or
similar emergency relative to the facility's building
layout and environmental risks.

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

On January 7, 2025, CNS/LALD-A stated they
understood the areas of their policy that were
iIncomplete and would work on bringing them into
compliance.

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

0970 144G.50 Subd. 5 Waivers of liability prohibited 0 970
SS=C
The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
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iInclude any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the assisted living
contract did not include language waiving the
licensee's liability for health, safety, or personal
property for one of one resident (R1).

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:

R1 was admitted to the licensee and began

receiving assisted living services on October 11,
2024.

R1's record included a [Licensee] Assisted Living
Contract signed by R1 on October 10, 2024, on
page eight (8) under:

"Insurance:

a. Each resident should maintain his or her own
health, personal property, liability and other
applicable insurance policies.

b. [Licensee} does not provide insurance for you
or your property."

Page 12 under:

"Miscellaneous Provisions: Insurance Liability
and Release. The resident shall maintain at all
times his or her own health, personal property,
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liability, automobile (if applicable), and other
Insurance coverages and shall provide evidence
of same by copies of binders or policies provided
to [licensee] upon request. The resident
acknowledges that [licensee] is not an insurer of
the resident's person or property."

On January 6, 2025, at 3:45 p.m., clinical nurse
supervisor/licensed assisted living director
(CNS/LALD)-A stated R1's contract was the
current contract being used for all residents.
CNS/LALD-A stated the licensee was cited for the
same issue at a sister facility so they made a
change on the last page of the contract by putting
"may not" but did not realize other waivers of
liability remained.

The licensee's Notifications policy dated
November 25, 2022, indicated prior to providing
housing or assisted living services, the assisted
living contract would be presented and signed by
the resident, the resident's designated
representative and/or the resident's legal
representative.

No further information was provided.

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

01290| 144G.60 Subdivision 1 Background studies 01290
SS=D | required

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
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self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.

(c) Termination of a staff member in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a background study was
submitted and received in affiliation with the
assisted living license for one of sixteen
employees (unlicensed personnel (ULP)-C).

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

ULP-C began employment on December 27,
2024, to provide direct care for the licensee's
residents.

The licensee's staff schedule dated December 1,
2024, through January 11, 2025, indicated the
following:

-ULP-C was scheduled to December 28, 29, 30,
and 31, 2024, and January 1, 2, 3, 10, and 11,
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2025 on morning shift.

R1's medical record included progress notes
entered by ULP-C on December 30, 2024, at 1:55
p.m., December 31, 2024, at 2:09 p.m., January
1, 2025, at 2:22 p.m., and January 2, 2025, at
3:31 p.m.

The licensee's printed NETStudy 2.0 Roster did
not list ULP-C, which would indicate ULP-C was

not affiliated to Health Facility ldentification
(HFID) 40691.

On January 6, 2025, at 1:26 p.m., the surveyor's
supervisor provided a "Person
Summary-Affiliation" screenshot off the
Department of Human Services website
indicating ULP-C was affiliated under the
licensee's sister facility HFID 39214.

During interview on January 6, 2025, at 12:52
p.m., clinical nurse supervisor/licensed assisted
living director (CNS/LALD)-A stated she
completed all background studies for their new
hires.

During interview on January 6, 2025, at 2:00 p.m.,
CNS/LALD-A was not aware ULP-C was not
affiliated to this facility. CNS/LALD-A stated her
process was to complete the background study,
and once the new hire completed their
fingerprinting, she would affiliate the new hire to
both facilities. CNS/LALD-A stated she missed
affiliated ULP-C to both facilities, but she had
procedures in place.

The licensee's Recruitment and Hiring policy
dated November 25, 2022, indicated the
employment process included a criminal
background check would be submitted to
Minnesota Department of Health
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Minnesota Department of Human Services
(DHS). The policy lacked direction that the
background study must be affiliated with the
licensee, as required.

The Minnesota Department of Health (MDH)
document titled Resources & Frequently - Asked
Questions (FAQSs) last updated December 13,
2024, read, "If you have an existing background
study for someone at one facility, you can affiliate
the person's background study to another facility
If the Sensitive Information Person (SIP) is the
same.”

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

01640| 144G.70 Subd. 4 (a-e) Service plan, 01640
SS=D | implementation and revisions to

(a) No later than 14 calendar days after the date
that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
include a signature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, if needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident
about changes to the facility's fee for services
and how to contact the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabillities.
(c) The facility must implement and provide all
services required by the current service plan.

(d) The service plan and the revised service plan
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must be entered into the resident record,
including notice of a change in a resident's fees
when applicable.

(e) Staff providing services must be informed of
the current written service plan.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the current
service plan included a signature or other
authentication by the resident and the licensee to
document agreement on the services to be
provided for one of two residents (R1).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at 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 was admitted to the licensee and began
assisted living services on October 11, 2024.

On January 7, 2025, at 11:52 a.m., unlicensed
personnel (ULP)-B was observed checking R1's
blood glucose and administering insulin.

On January 8, 2025, at 11:00 a.m., ULP-B and
ULP-F were observed assisting R1 transfer out of
bed using a full body lift (Hoyer) into his
wheelchair.

R1's record included a Service Plan
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(Waiver)-Addendum to Contract signed by R1
and clinical nurse supervisor/licensed assisted
living director (CNS/LALD)-A on October 11,
2024, and a current service plan with print date of
January 8, 2025. The current service plan
indicated the following service were added since
the initial service plan:

-manage behavior (agitation, anxiety, physical
aggression, repetitive, self-injurious, and verbal
aggression) three times a day;

-orientation issues three times per day;
-position/re-position assistance three times per
day;

-record bowel movement three times per day;
-shopping assistance one day per week;
-socialization two times per day;

-toileting assistance two times per day; and
-transfer assistance two times per day.

The current service plan indicated medication
management was changed from four (4) times
per day to six (6) times per day.

On January 8, 2025, at 2:20 p.m., CNS/LALD-A
iIndicated it was her process to obtain signatures
when a change was made to the service plan.
CNS/LALD-A stated she indicated changes were
made to R1's service plan based on the 14-day
nursing assessment and forgot to have R1 sign it.

The licensee's Service Plan policy dated
November 25, 2022, indicated the initial service
plan and any revisions are signed by a
representative from [Licensee] and the resident
or resident's representative, indicating agreement
with the services to be provided.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975

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

iype bl Food and Beverage Establishment b

Date: 01/07/25 _

Time:  11:35:59 Inspection Report

Report: 1004251004

— Location: — Establishment Infe:
Destiny Healthcare Services LL ID #: 0042013
2013 Quarles Road Risk: |
Brooklyn Center, MN55429 Announced Inspection: No
Hennepin County, 27

— License Categories: — Operator:
Phone #:
Expires on: 12/31/23 oy

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

The following orders were 1ssued during this inspection.

4-300 Equipment Numbers and Capacities
4-302.128 ** Priority 2 **

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

FOOD THERMOMETER ON SITE DOES NOT HAVE A SMALL-DIAMETER PROBE. PROVIDE AT
LEAST ONE THERMOMETER WITH A SMALL DIAMETER PROBE IN ORDER TO ACCURATELY
MEASURE THE TEMPERATURE OF THIN FOODS.

Comply By: 01/07/25

Surface and Equipment Sanitizers

Utensil Surface Temp.: = at 160 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Food and Equipment Temperatures

Process/Item: CUT LETTUCE
Temperature: 39 Degrees Fahrenheit - Location: KITCHEN REFRIGERATOR
Violation Issued: No

Process/Item: AMBIENT TEMPERATURE
Temperature: <40 Degrees Fahrenheit - Location: KITCHEN REFRIGERATOR

Violation Issued: No




Type:  Full Food and Beverage Establishment Fage &
Date: 01/07/25

Time:  11:35:59 Inspection Report

Report: 1004251004
Destiny Healthcare Services LL

Total Orders In This Report Priority 1 Priority 2 Priority 3
0 1 0

INSPECTION WAS CONDUCTED BY MOLLY DOUGHERTY (FPLS) IN CONJUNCTION WITH A
HEALTH REGULATIONS DIVISION (HRD) SURVEY CONDUCTED BY ANNA BOHNEN.

DISCUSSED:

_EMPLOYEE ILLNESS POLICY AND LOG

"HANDWASHING

_SANITIZER USE

_CLEANING/SANITIZING FOOD CONTACT SURFACES AND UTENSILS

_HIGH TEMPERATURE SANITIZING DISH MACHINE TEMPERATURE VERIFICATION
_DATE MARKING PROCEDURES

".THERMOMETER USE AND CALIBRATION

_SERVING A HIGHLY SUSCEPTIBLE POPULATION (NO RAW/UNDERCOOKED ANIMAL FOODS,
NO UNPASTEURIZED JUICE, MILK, ETC)

_-VOMIT/FECAL INCIDENT CLEAN UP PROCEDURES

_FOOD SOURCE

_FOOD SERVICE PROCEDURES (SAME DAY SERVICE)

_PEST CONTROL

_PHYSICAL FACILITIES AND MAINTENANCE

*REPORT WAS DISCUSSED WITH THE OPERATOR ON SITE, EBELE, AND WITH THE NURSE
EVALUATOR, ANNA.

*FLOORS ARE LINOLEUM, WALLS AND CEILING ARE SMOOTH PAINTED DRYWALL.
COUNTERTOPS ARE LAMINATE AND CABINETS ARE VARNISHED WOOD WITH HALLOW BASE.
ALL ARE FOUND TO BE IN GOOD CONDITION AND WILL BE MONITORED AT FUTURE
INSPECTIONS. IF AT SUCH A TIME THEY ARE FOUND TO BE A CONCERN OR RISK OF
CONTAMINATION, THEY WILL BE ORDERED TO BE REPLACED AND BROUGHT UP TO CODE.

*KITCHEN HAS A 2-BASIN SINK. ONE BASIN IS DESIGNATED AS THE HANDWASHING SINK.
THIS BASIN MAY ONLY BE USED FOR HANDWASHING PURPOSES.

*IF ANY RESIDENT COMPLAINS OF ILLNESS, CONTACT THE MINNESOTA DEPARTMENT OF
HEALTH AND PROVIDE THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER TO THE
RESIDENT. THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER IS 1-877-366-3455.



Type:  Full Food and Beverage Establishment Fage 8
Date: 01/07/25

Time:  11:35:59 Inspection Report

Report: 1004251004
Destiny Healthcare Services LL

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

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1004251004 of 01/07/25.

Certified Food Protection ManagerEBELE ANAKO
Certification Number: _FM118025 Expires: _07/28/26

Inspection report reviewed with person in charge and emailed.

Signed: Signed: Hﬂéﬂ? Wﬁ%

EBELE ANAKO Molly Dougherty
OPERATOR Public Health Sanitarian
Metro District Oftice

651-201-3978
molly.dougherty(@state.mn.us



