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

Electronically Delivered
May 15, 2024

Licensee

Nervana's Caring Hands Inc.
401 Harold Drive

Burnsville, MN 55337

RE: Project Number(s) SL35218015
Dear Licensee:

On April 18, 2024, 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 January 31, 2024. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the January 31, 2024 survey.

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.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on January 31, 2024, found not corrected at the time of the April 18, 2024,
follow-up survey and/or subject to penalty assessment are as follows:

0810 - Fire Protection And Physical Environment - 144g.45 Subd. 2 (b)-(f)

The details of the violations noted at the time of this follow-up survey completed on April 18, 2024
(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 based on the level and scope
of the violations; however, no immediate fines are assessed for this survey of your facility.

DOCUMENTATION OF ACTION TO COMPLY

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

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

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

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

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

We urge you to review these orders carefully. If you have questions, please contact Bob Dehler at
651-201-3710.

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

Sincerely,

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

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

JMD
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

NERVANA'S CARING HANDS INC

{0 000}| Initial Comments {0 000}

kkkkk ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144G.95 this correction order(s) has
been issued pursuant to a survey.
Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:

SL35218015-1

On April 17, 2024 through April 18, 2024, the
Minnesota Department of Health conducted a
revisit at the above provider to follow-up on
orders issued pursuant to a survey completed on
January 31, 2024. At the time of the survey,

there were 4 residents; 4 receiving services under
the Assisted Living license. As a result of the
revisit, the following orders were reissued.

{0 110}| 144G.10 Subdivision 1a Assisted living director {0 110}
SS=C | license required

Each assisted living facility must employ an
assisted living director licensed or permitted by
the Board of Executives for Long Term Services
and Supports.

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

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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{0470} Continued From page 1 {0470}
{0 470} 144G.41 Subdivision 1 Minimum requirements {0470}
SS=F

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

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

(if) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents’ assessments and service plans
on a 24-hour per day basis; and

(i) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:

(i) awake;

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

(i) capable of communicating with residents;

(iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

This MN Requirement is not met as evidenced

by:
No further action required.

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

(13) offer to provide or make available at least the

Minnesota Department of Health
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{0 480} | Continued From page 2 {0 480}

following services to residents:

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

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

{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
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 further action required.

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

(a) The facility must meet the following
requirements:

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

Minnesota Department of Health
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assignments in the event of a disaster or an
emergency;

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

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

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

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

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

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

{0 700}| 144G.43 Subdivision 1 Resident record {0 700}
SS=F
(b) Resident records, whether written or
electronic, must be protected against loss,
tampering, or unauthorized disclosure in
compliance with chapter 13 and other applicable
relevant federal and state laws. The facility shall
establish and implement written procedures to
control use, storage, and security of resident
records and establish criteria for release of
resident information.

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

Minnesota Department of Health
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{0 810}/ 144G.45 Subd. 2 (b)-(f) Fire protection and {0 810}
SS=E | physical environment

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
Include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.
(f) Evacuation drills are required for employees
twice per year per shift with at least one
evacuation drill every other month. Evacuation of
the residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to develop the fire
Minnesota Department of Health
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{0 810} | Continued From page 5 {0 810}

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, but was not likely to
cause serious injury, impairment, or death) and
was issued at a pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

On April 18, 2024, licensed assisted living director
(LALD)-A provided documents on the fire safety
and evacuation plan (FSEP) for the facility.

FIRE SAFETY AND EVACUATION PLAN
The licensee's FSEP, titled "Fire Safety", dated
March 01, 2023, 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 plan included
the acronym R.A.C.E. (Rescue, Alarm, Confine,
and Extinguish or Evacuate) but failed to include
procedures for how staff are to complete each
step. The provided FSEP was from a third-party
provider and had not been updated to the specific
facility.

The FSEP did not identify specific fire protection
actions for residents. There was no section in the
policy that addressed the responsibilities or basic
evacuation procedures that residents should
Minnesota Department of Health

STATE FORM 6899 7FOP12 If continuation sheet 6 of 8




PRINTED: 05/15/2024

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
R
35218 B. WING 04/18/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
401 HAROLD DRIVE
NERVANA'S CARING HANDS INC
BURNSVILLE, MN 55337
(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)

{0 810} | Continued From page 6 {0 810}

follow in case of a fire or similar emergency.

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.

During an interview on April 18, 2024, at 11:30
a.m., LALD-A stated they were still working on the

policy.

No further information was provided.

{0 950} 144G.50 Subd. 3 Designation of representative {0 950}
SS=F
(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney

Minnesota Department of Health
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("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

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

{01880} 144G.71 Subd. 19 Storage of medications {01880}
SS=F
An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

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

Minnesota Department of Health
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
February 22, 2024

Licensee

Nervana's Caring Hands Inc
401 Harold Drive
Burnsville, MN 55337

RE: Project Number(s) SL35218015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on January 31, 2024, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, MDH noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota
Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute
Chapter 260E.

STATE CORRECTION ORDERS

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

IMPOSITION OF FINES

In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed
based on the level and scope of the violations and may be imposed immediately with no opportunity
to correct the violation first as follows:

Level 1: no fines or enforcement.

Level 2: a fine of $500 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.

In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5), MDH may impose fine amounts of either

S1,000 or S5,000 to licensees who are found to be responsible for maltreatment.
MDH may impose a fine of $1,000 for each substantiated maltreatment violation that consists of

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021
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abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,9, 17. MDH also
may impose a fine of $5,000 for each substantiated maltreatment violation consisting of sexual

assault, death, or abuse resulting in serious injury.

In accordance with Minn. Stat. § 144G.31, Subd. 4 (b), when a fine is assessed against a facility for
substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.

St - 0 - 0820 - 144g.45 Subd. 2 (g) - Fire Protection And Physical Environment - $3,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $3,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:

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

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

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

CORRECTION ORDER RECONSIDERATION PROCESS

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

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

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has
been assessed a fine under this subdivision has a right to a reconsideration or a hearing under this
section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating
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factor. to submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

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

If you have any questions, please contact me.

Sincerely,
M

Jodi Johnson, Supervisor
State Evaluation Team

Email: jodi.johnson@state.mn.us
Telephone: 507-344-2730 Fax: 1-866-890-9290

HHH
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In accordance with Minnesota Statutes, section Providers. The assigned tag number
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Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
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INITIAL COMMENTS: findings is the Time Period for Correction.
SL35218015
PLEASE DISREGARD THE HEADING OF
On January 29, 2024, through January 31, 2024, THE FOURTH COLUMN WHICH
the Minnesota Department of Health conducted a STATES,"PROVIDER'S PLAN OF
full survey at the above provider, and the CORRECTION." THIS APPLIES TO
following correction orders are issued. At the time FEDERAL DEFICIENCIES ONLY. THIS
of the survey, there were four residents; all four WILL APPEAR ON EACH PAGE.
receiving services under the Assisted Living
license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
An immediate correction order was identified on STATUTES.
January 30, 2024, issued for SL35218015-0, tag
identification 0820. The letter in the left column is used for
tracking purposes and reflects the scope
On January 31, 2024, the immediacy of and level issued pursuant to 144G.31
correction order 0820 was removed, however subd. 1, 2, and 3.
non-compliance remained at a level 3/pattern (H).
0 110] 144G.10 Subdivision 1a Assisted living director 0 110
SS=C | license required
Minnesota Department of Health
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Each assisted living facility must employ an
assisted living director licensed or permitted by
the Board of Executives for Long Term Services
and Supports.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the licensed assisted
living director (LALD) was listed as the Director of
Record for the licensee. This had the potential to
affect all the licensee's residents, staff, 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 client/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:

On January 25, 2024, the Board of Executives for
Long-Term Services and Support (BELTSS)
website was reviewed. The BELTSS website
indicated LALD-A held a current assisted living
director license (issued July 14, 2021; and to
expire October 31, 2024). The website did not list
LALD-A as the Director of Record for the
licensee, this section was left blank.

On January 29, 2024, at 9:30 a.m. during a
phone call with LALD-A, the LALD-A stated she
had completed the training and was the primary
LALD for the licensee.

Minnesota Department of Health
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On January 30, 2024, at 11:00 a.m. The surveyor
and LALD-A reviewed the BELTSS website
together and LALD-A agreed the site did not show
her as the director of record and was not aware of
that requirement.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

0470 144G.41 Subdivision 1 Minimum requirements 0470
SS=F
(11) develop and implement a staffing plan for
determining its staffing level that:

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

(if) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents' assessments and service plans
on a 24-hour per day basis; and

(i) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:

(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

Minnesota Department of Health
STATE FORM 6899 7FOP11 If continuation sheet 3 of 20



PRINTED: 02/22/2024

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
35218 B. WING 01/31/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
401 HAROLD DRIVE
NERVANA'S CARING HANDS INC
BURNSVILLE, MN 55337
(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)

0470 | Continued From page 3 0470

appropriate assistance; and
(v) capable of following directions;

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to ensure the staffing plan was posted in a
central location of the facility, accessible to staff,
residents, and the public.

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

The findings include:

On January 29, 2024, at 10:00 a.m. during a tour
of the facility, the surveyor observed a weekly

posting of the staff schedule dated December 10,
2023.

On January 30, 2024, at 9:00 a.m. the licensed
assisted living director (LALD)-A stated the
posted staff schedule was outdated and should
be current.

No further information was provided.

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

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

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

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

This MN Requirement is not met as evidenced
by:

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

prepared and served according to the Minnesota
Food Code.

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report

(FBEIR) dated January 29, 2024, for the specific
Minnesota Food Code violations.

The Inspection Report was provided to the
licensee within 24 hours of the inspection.

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

0 580| 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

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to engage in and maintain
documentation of quality management activity
appropriate to the size and relevant to the type of
services provided by the assisted living. This had
the potential to affect all residents receiving
assisted living services.

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

The findings include:

On January 30, 2024, at 10:15 a.m., during the
entrance conference with the licensed assisted
living director (LALD)-A, a request was made to
review documentation of the licensee's quality
management activities. The LALD-A stated she
was unaware of the requirement.

Minnesota Department of Health
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LALD-A provided a binder labeled the quality
management program. The binder contained
written resident complaints. The quality
management binder failed to include a review or
evaluation of the complaint or services provided.

The licensee's undated, Quality Management
Program policy indicated the licensee shall
provide a system in which facility performance is
systematically measured, assessed, and
improved. This is to improve the quality of care
provided, resident health outcomes and to insure
proper utilization of services.

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
missing residents.

(b) The facility must provide emergency and

Minnesota Department of Health
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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 interview and record review the
licensee failed to develop an all-hazards risk
assessment emergency preparedness program
and plan to include Appendix Z required
elements. 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
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 the residents).

The findings include:

On January 29, 2024, at 9:30 a.m. during the
entrance conference, the surveyor asked for the
licensee's emergency preparedness plan (EPP),
which was provided and later reviewed by the
surveyor.

The licensee's emergency preparedness plan
lacked an all-hazards vulnerability assessment in
addition to the following required content:
Minnesota Department of Health
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- subsistence needs for staff and patients

- procedure for tracking staff and residents.

- policy and procedures addressing volunteers

- policies and procedures to address role of
facility under a waiver declared by the Secretary
In accordance with section 1135 of the Act

- development of a communication plan including
reviewed/updated annually

- a communication plan to include names and
contact information

- methods for sharing information

- sharing information on occupancy needs

- LTC family notifications

- EP testing/annual testing requirements.

On January 30, 2024, at 9:00 a.m. the EPP
manual was reviewed with licensed assisted living
director (LALD)-A. LALD-A stated some of the
tables in the manual we blank and would check to
see if she provided the wrong manual. LALD-A
stated she would provide a new manual for
review if the wrong one was provided.

The licensee's Emergency Preparedness policy
dated January 2024, indicated the licensee will
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. The policy reference CMS State
Operations Manual Appendix Z but did not include
reference to an all-hazards approach risk
assessment.

No further information was provided.

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

Minnesota Department of Health
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0 700, 144G.43 Subdivision 1 Resident record 0 700
SS=F

(b) Resident records, whether written or
electronic, must be protected against loss,
tampering, or unauthorized disclosure in
compliance with chapter 13 and other applicable
relevant federal and state laws. The facility shall
establish and implement written procedures to
control use, storage, and security of resident
records and establish criteria for release of
resident information.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure resident's
personal health and medical information was kept
private. This had the potential to affect all four
residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at 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 30, 2024, at 8:09 a.m. the surveyor
observed unlicensed personnel (ULP)-C
administer morning medications to all residents.
ULP-C was observed reviewing the electronic
medical record (EMAR) on an open laptop
computer sitting on the kitchen counter and then
going downstairs to administer medications to R4,
leaving the EMAR open on the computer screen.
The computer screen displayed R4's name and

Minnesota Department of Health
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medication information.

On January 30, 2024, at 8:45 a.m. ULP-D stated
she "forgot" to close the computer screen and
should have prior to walking away.

On January 30, 2024, at 3:30 p.m. licensed
assisted living director (LALD)-A stated it is the
expectation to keep all patient information secure.

The licensee's undated, Resident Records Policy
noted all resident information shall be regarded
as confidential and available only to authorized
users.

No further information was provided.

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

0810| 144G.45 Subd. 2 (b)-(f) Fire protection and 0810
SS=F | physical environment

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation

Minnesota Department of Health
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plans upon hiring and at least twice per year
thereatfter.

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

(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
Include movement, evacuation, or relocation. The
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 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 29, 2024, licensed assisted living
director (LALD)-A provided documents on the fire
safety and evacuation plan (FSEP), fire safety

Minnesota Department of Health
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0810 | Continued From page 12 0810
and evacuation training, and evacuation drills for
the facility.

FIRE SAFETY AND EVACUATION PLAN

The licensee's FSEP, titled "Emergency Exit
Plan"”, dated December 2023, 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 plan included
the acronym R.A.C.E. (Rescue, Alarm, Confine,
and Extinguish or Evacuate) but failed to include
procedures for how staff are to complete each
step.

The FSEP did not identify specific fire protection
actions for residents. There was no section in the
policy that addressed the responsibilities or basic
evacuation procedures that residents should
follow In case of a fire or similar emergency.

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.

During an interview on January 31, 2024, at 11:30
a.m., LALD-A stated she understood the areas of
her policy that were incomplete and would work
on bringing them into compliance.
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No further information was provided.

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

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

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

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee This immediate correction order identified
failed to ensure physical facility elements did not on January 30, 2024, has had the
constitute a distinct hazard to life. The licensee Immediacy lifted as of January 31, 2024,
failed to provide resident bedrooms with the however non-compliance remained a
minimum window opening meeting the minimum scope and level of H.

state standard for egress. This had the potential
to affect some residents, staff, and visitors.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
Issued at a pattern scope (when more than a

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

The findings include:

On January 30, 2024, from 10:00 a.m. to 11:00
a.m., survey staff toured the facility with licensed
assisted living director (LALD)-A. During the tour,
survey staff asked LALD-A to open the windows
in the resident bedrooms for measurement. The
noncompliant measurements were as follows:

Occupied Sleeping Rooms:

Bedroom #1 occupied by R1: two (2) windows
measuring 29.25 inches clear width, 18.25 inches
clear height, and 534 square inches total open
area per window.

Bedroom #3 occupied by R3: one (1) window
measuring 29.25 inches clear width, 14.25 inches
clear height, and 417 square inches total open
area, and one (1) window measuring 29.25
iInches clear width, 18.25 inches clear height, and
534 square inches total open area.

The windows Iin bedrooms #1 and #3 did not
meet the minimum requirements for opening
height and did not meet the minimum
requirements for total openable area.

Survey staff explained to LALD-A that at least one
window in each bedroom in a state-licensed
facility must meet the minimum state fire code
standard for an egress window to be a complying
bedroom for resident occupancy. LALD-A verbally
confirmed the findings.

Egress windows in existing sleeping rooms must
have a minimum openable width of 20 inches and
minimum openable height of 20 inches with no
less than 648 square inches total of openable
Minnesota Department of Health
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area (4.5 square feet) for the window.

On January 30, 2024, survey staff explained to
LALD-A that an immediate correction order was
iIssued for the above finding. LALD-A
acknowledged the above finding.

No Further information was provided.

TIME PERIOD FOR CORRECTION: Immediate.

0 950/ 144G.50 Subd. 3 Designation of representative 0 950
SS=F
(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding

Minnesota Department of Health
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subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure one of one resident's
(R3) assisted living contract included a notice
with the required verbiage for the residents to
identify a designated representative. This had the
potential to affect all residents at the facility.

This practice resulted in a level two violation (a
violation that did not harm a client'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 clients).

The findings include:

R3's diagnoses included spina bifida, paraplegia,
and hypertension.

R3's service plan dated October 23, 2023,
iIndicated the resident received the following
services: medication administration, assistance
with activities of daily living (ADLs), and wound
care.

R3's Resident Agreement dated October 23,
2023, included a Designated Representative form
which listed a name and phone number of R3's
designated representative. The Designated
Representative form did not contain the language
Minnesota Department of Health
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required as written in the statute regarding the
resident's right to designate a representative.

On January 31, 2024, at 9:13 a.m. the surveyor
and licensed assisted living director (LALD)-A
reviewed the required contract language and
LALD-A agreed R3's file did not contain the
language as required and was unaware of the
requirement.

The licensee's undated, Assisted Living Contract
policy noted clients have the right to designate a
representative before they sign a contract. The
facility must offer the resident the opportunity to
identify a representative in writing on the contract
and must provide the following notice on a
document separate from the constraint. RIGHT
TO DESIGNATE A REPRESENTATIVE FOR
CERTAIN PURPOSES.

No further information was provided.

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

01880| 144G.71 Subd. 19 Storage of medications 01880
SS=F
An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the
medication refrigerators maintained an
acceptable temperature to ensure the

Minnesota Department of Health
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medications were stored according to
manufacturer's recommendations.

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

The findings include:

On January 29, 2024, at 10:00 a.m. the surveyor
reviewed the locked medication refrigerator with
unlicensed personal (ULP)-D. The refrigerator
contained an internal thermostat that read 56
degrees.

Inside the refrigerator contained a box of four
Enbrel injectable 50 mg (milligrams) pens (used
for rneumatoid arthritis).

The medication refrigerator failed to contain a
temperature log for monitoring temperatures.

The manufacturer's instructions for Enbrel
revised June 2022, indicated Enbrel should be
stored in the refrigerator at 36 - 46 degrees.

On January 29, 2024, at 11:38 a.m. licensed
assisted living director (LALD)-A stated she forgot
to set up checking refrigerator temperatures and
had not trained staff.

The licensee's undated, Medication Management
Services policy indicated the nurse will review
each resident's medication record to verify that
staff are administering the medications as

Minnesota Department of Health
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prescribed.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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m Minnesota Department of Health
625 Robert Street North

DEPARTMENT 2@?%‘1 4500
OF HEALTH e

iype A Food and Beverage Establishment rage

Date: 01/29/24 _

Time:  12:00:21 Inspection Report

Report: 7994241013

— Location: — Establishment Infe:
Nervana's Caring Hands Inc ID #: 0038156
401 Harold Drive Risk:
Bumsville, MN55337 Announced Inspection: No
Dakota County, 19

— License Categories: — Operator:

. Phone #: 6122207511
Expireson: / / D #-

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

The following orders were 1ssued during this inspection.

3-S00B Microbial Control: hot and cold holding

3-501.16A2 ** Priority 1 **
MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical
refrigeration.

FRIDGE FOUND HOLDING FOODS AT 48 F AND HIGHER. DISCARDED ALL TCS FOODS AND
STAFF WILL CALL TO GET THE FRIDGE REPAIRED.

Comply By: 01/29/24

2-100 Supervision

2-102.12AMN

MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.
NO CURRENT CFPM FOUND POSTED ON SITE. POST ORIGINAL CFPM CERTIFICATE.

Comply By: 01/29/24

4-100 Equipment Construction Materials

4-101.19

MN Rule 4626.0495 Remove non-food-contact surfaces of equipment that are exposed to splash, spillage, or
other food soiling, or that require frequent cleaning, that are not constructed of a corrosion-resistant,
non-absorbent, and smooth materal.

FRIDGE FOUND WITH PLASTIC PACKING FILM STILL IN PLACE ON THE INSIDE SURFACES.
REMOVE THESE AND CLEAN THE SURFACES.

Comply By: 01/29/24




Type:  Full Food and Beverage Establishment Fage £
Date: 01/29/24

Time:  12:00:21 Inspection Report

Report: 7994241013
Nervana's Caring Hands Inc

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

INSPECTION CONDUCTED IN THE PRESENCE OF HRD STAFF AND FINDINGS SHARED AT THE
END OF INSPECTION.

WILL EMAIL SUPPORTING DOCUMENTS AND LINKS TO HRD STAFF AT THE END OF THE DAY .
KITCHEN IS RESIDENTIAL AND FOOD IS PREPARED FOR SAME DAY SERVICE

FLOOR IS WOOD LAMINATE, CABINETS ARE WOOD WITH HALLOWED ENCLOSED BASES,
GRANITE COUNTER TOPS AND POPCORN TEXTURED CEILING. ALL ARE FOUND TO BE IN GOOD
CONDITION AND WILL BE MONITORED AT FUTURE INSPECTIONS. IF AT ANY TIME THERE IS
FOUND TO BE A RISK OF CONTAMINATION OR CONCERN THE PHYSICAL FACILITIES WILL BE

REQUIRED TO BE BROUGHT UP TO CODE.

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 7994241013 of 01/29/24.

Certified Food Protection Manager:

Certification Number: Expires: __/ /
Signed: Signedzw %/1/
Establishment Representative Crystal Elva
Public Health Sanitarian 3
St Paul

651-201-3981
Crystal Elva(@state.mn.us



