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NOTICE OF REMOVAL OF PROVISIONAL CONDITIONAL LICENSE

Electronic Delivery

January 8, 2025

Licensee
Personal Care Solutions LLC
6307 Indiana Avenue North
Brooklyn Center, MN  55429

RE:  Initial License Number 412502
  Health Facility Identification Number (HFID) 39780
  Project Number(s) SL39780015

Dear Licensee:

On December 12, 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 September 11, 2024.   
The follow-up survey found the facility to be in substantial compliance.   Based on these findings, the
condition(s) on the license were removed effective January 8, 2025.     

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.

Effective January 8, 2025, MDH is granting your Assisted Living Facility License.  Your extended
provisional license expired on January 2, 2025.  A notice with instructions for renewing the license will
follow this email.  If you have not received your renewal notice within 15 days of the date of this
letter, please contact us at (651) 201-5273 or by email at:
Health.assistedliving@state.mn.us.

Furthermore, the follow-up survey determined your facility had not corrected all of the state
correction orders issued pursuant to the survey initial survey.

In accordance with Minn. Stat. § 144G.31, Subd. 4 (a), state correction orders issued pursuant to the
last survey completed on September 11, 2024, found not corrected at the time of the follow-up
survey follow-up survey and/or subject to a penalty assessment are as follows:

0680-Disaster Planning And Emergency Preparedness-144g.42 Subd. 10 - $500.00
    
The details of the violations noted at the time of this follow-up survey completed on December 12,
2024 (listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
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column, e.g., {2 ----} will identify the uncorrected tags.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999,  the total amount you are
assessed is $500.00. You will be invoiced approximately 30 days after receipt of this notice, subject to
appeal.    

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

The correction order documentation should include the following:

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

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

� Identify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).  

IMPOSITION OF FINES:
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.

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
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matter or issue contested and any new information you believe constitutes a defense or mitigating
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.
     
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,

    
Rick Michals, J.D.
Executive Regional Operations Manager

Minnesota Department of Health
Health Regulation Division

HHH
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*****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:

SL39780015-1

On December 11, 2024, through December 12,
2024, the Minnesota Department of Health
conducted a follow-up survey at the above
provider to follow-up on orders issued pursuant to
a survey completed on September 11, 2024. At
the time of the survey, there were three residents;
all of whom were receiving services under the
Assisted Living license. As a result of the
follow-up survey, the following orders were
reissued.

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
assigned tag number appears in the
far-left column entitled "ID Prefix Tag." The
state Statute number and the
corresponding text of the state Statute out
of compliance is listed in the "Summary
Statement of Deficiencies" column. This
column also includes the findings which
are in violation of the state requirement
after the statement, "This Minnesota
requirement is not met as evidenced by."
Following the evaluators' findings is the
Time Period for Correction.

PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
STATES,"PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
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

(a) Except as provided in paragraph (b), food
must be prepared and served according to the

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 BO3H12 If continuation sheet 1 of 5
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{0 480} Continued From page 1 {0 480}

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
allowed provided the facility keeps them clean
and in good condition;

Minnesota Department of Health
STATE FORM 6899 BO3H12 If continuation sheet 2 of 5
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(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.

{0 480}

This MN Requirement is not met as evidenced
by:

Not reviewed during this survey.

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

{0 680}

(a) The facility must meet the following
requirements:
(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an
emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;
(4) post emergency exit diagrams on each floor;
and
(5) have a written policy and procedure regarding
missing residents.
(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are

Minnesota Department of Health
STATE FORM 6899 BO3H12 If continuation sheet 3 of 5



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

39780

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

B. WING _____________________________

PRINTED: 01/08/2025
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

R
12/12/2024

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

PERSONAL CARE SOLUTIONS LLC 6307 INDIANA AVENUE NORTH
BROOKLYN CENTER, MN 55429

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

{0 680} Continued From page 3

allowed to work only when trained staff are also
working on site.
(c) The facility must meet any additional
requirements adopted in rule.

{0 680}

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to have a written emergency
preparedness (EP) plan with all the required
content. This had the potential to affect all
residents receiving services under the Provisional
Assisted Living license.

Not reviewed during this survey.

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 December 11, 2024, at 3:00 p.m., clinical
nurse supervisor/licensed assisted living director
(CNS/LALD)-C provided the licensee's undated
emergency disaster preparedness plan which
lacked evidence of the following required content:
- conduct an additional annual exercise that may
include: a second full-scale exercise that is
community-based or an individual, facility based
functional exercise OR mock disaster drill OR
table-top exercise; and
-quarterly review of missing resident policy.

On December 11, 2024, at 3:37 p.m.,
CNS/LALD-C indicated they were registered to

Minnesota Department of Health
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{0 680} Continued From page 4

attend a table-top drill class in March 2025 but
had not yet completed one.

{0 680}

On December 11, 2024, at 4:00 p.m.,
CNS/LALD-C stated a second facility drill would
be done as soon as the class was completed,
and review of the missing person policy was
missed because "I have been busy."

No further information was provided.

Minnesota Department of Health
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NOTICE OF PROVISIONAL EXTENSION AND CONDITIONAL LICENSE

Electronically Delivered

October 4, 2024

Licensee
Personal Care Solutions LLC
6307 Indiana Avenue North
Brooklyn Center, MN  55429

RE:    Provisional Conditional License Number 412502
  Health Facility Identification Number (HFID) 39780
  Project Number(s) SL39780015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on September 11, 2024, for the
purpose of assessing compliance with state licensing statutes. Based on the survey results you were
found not to be in substantial compliance with the laws pursuant to Minnesota Statutes, Chapter
144G.     
  
As a result, pursuant to Minn. Stat. § 144G.16, Subd. 3(b)(2), MDH is extending the provisional license
for 90-days and applying conditions necessary to bring the facility into substantial compliance. The
provisional license extension and conditions are due to expire  January 2, 2025.

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

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    

An equal opportunity employer.                                                            Letter ID: 175O
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        authorized in § 144G.20.
Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in

          § 144G.20.        
        
MDH may assess fines based on the level and scope of the orders outlined below. The total amount of
potential  fines that may be assessed related to these correction orders is $6,000.00.  MDH is not
imposing these fines against your provisional license at this time.

St - 0 - 0470 - 144g.41 Subdivision 1 - Minimum Requirements - $3,000.00
St - 0 - 2310 - 144g.91 Subd. 4 (a) - Appropriate Care And Services - $3,000.00

   
DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c),  the provisional licensee must document actions
taken to comply with the correction orders and immediately correct any reissued orders outlined on
the state form; however, plans of correction are not required to be submitted for approval.  If
corrections are not made, MDH may impose fines as described above and in accordance with
Minnesota Statutes 144G.

The correction order documentation should include the following:

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

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

� Identify 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.     

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

CONDITIONAL LICENSE ISSUED:
MDH will issue Personal Care Solutions LLC  a conditional provisional assisted living facility license for
90 calendar days from the date of this notice. At an unannounced point in time, within the 90
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calendar days, MDH will conduct a follow-up survey, as defined in Minn. Stat. § 144G.30, Subd. 6.
Based on the results of the follow-up survey, MDH will determine if Personal Care Solutions LLC  is in
substantial compliance.

The following conditions apply on the conditional provisional assisted living facility license:

a. No new substantiated maltreatment allegations:  If any new investigations
begin in the conditional provisional license period, and the allegations are
substantiated, MDH may pursue additional enforcement actions up to and
including immediate temporary suspension and revocation of the provisional
license.

b. No new admissions:  Personal Care Solutions LLC  will not admit any new
residents under its conditional provisional assisted living facility license until
MDH removes the “no new admissions” condition. Personal Care Solutions LLC
must provide the Department:

i. A list of the names and birthdates of any individuals Personal Care
Solutions LLC  is currently in the process of admitting. These individuals
will be able to continue the admittance process.

ii. A list of all current residents by location including:
1. Name and birthdate of each resident
2. Physical location of each resident
3. Current payment source for services
4. If Elderly Waiver, the name and contact information of the care

coordinator/case manager
5. If the resident is not able to make informed decisions, the name

of their representative and how to contact the representative

c. Consultant:  Personal Care Solutions LLC  will contract with an RN to provide
consultation concerning all resident(s) to whom Personal Care Solutions LLC
provides provisional licensed assisted living services under the conditional
license.  The consultant must have access to all resident(s) receiving services
from Personal Care Solutions LLC. The consultant will conduct initial and
ongoing evaluations of the provider. Direct resident observation may be
required based on the consultant’s judgement or at the discretion of MDH.   
The RN must not have any affiliation with Personal Care Solutions LLC  and
MDH must review the RN’s credentials and approve the selection. Personal
Care Solutions LLC is responsible for the expense of the contract with the RN.
The main purpose of the consultant is to provide guidance to Personal Care
Solutions LLC  in an effort to help Personal Care Solutions LLC  align their
practices with the requirements of Minn. Stat. §§ 144G.01 – 144G.9999 and to
provide oral and written reports to MDH noting progress toward substantial
compliance and/or concerns about observations. Personal Care Solutions LLC
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will develop and implement policies, procedures, and processes specific to the
offered services in accordance with the guidance provided by the consultant
to ensure ongoing monitoring and substantial compliance with statutory
requirements.

d. Reports:  The RN consultant will provide MDH with regular reports at intervals
specified by MDH. Reports will begin on a weekly basis until MDH notifies
Personal Care Solutions LLC  and the RN consultant about a change. Each report
will be electronically submitted to Casey DeVries, Surveyor Supervisor, State
Evaluation Team, Health Regulation Division, at Casey.DeVries@state.mn.us.
Casey DeVries can be reached at 651-201-5917 (office) with questions about
reports. The content of the reports will include information such as:

i. Progress towards correction of orders;
ii. Observations of staff delivering assisted living services and the level of

competency observed;
iii. Conversations with residents and family members about satisfaction with

assisted living services;
iv. Conversations with staff about their level of knowledge about the tasks they

perform, the people they serve and the health professionals who delegate to
them;

v. Overall impressions about the quality of the assisted living services delivered;
vi. Overall impressions about the dignity with which the residents and their family

members are treated;
vii. Concerns; and
viii.  Any other information requested by the Department or considered important      

 by the RN consultant(s).

e. Monitoring visits:  MDH may make unannounced monitoring visits to assess the
progress of Personal Care Solutions LLC  to correct the violations cited during the
survey as well as to determine the overall practice of Personal Care Solutions LLC
in meeting the needs of the people it serves. In addition, the Office of
Ombudsman for Long-Term Care (OOLTC) may also make unannounced
monitoring visits to determine the level of satisfaction of those people who
receive provisional licensed assisted living services. The OOLTC will share their
findings with MDH.

f. Follow-up survey:  At the time of the follow-up survey, MDH may pursue
additional enforcement actions, up to and including immediate temporary
suspension or revocation of the provisional license if MDH identifies any level
3 or 4 violations or widespread care related violations.

g. Corrective Action Plan:  Personal Care Solutions LLC  will develop and work
within a corrective action plan (CAP). The CAP is a working document that
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includes at least the following information:
i.  A statement of the concern
ii.  A description of what will happen to correct the concern
iii. A target date for when each correction will be complete
iv. Who is responsible to make sure it happens
v.  Current status of correction work
vi. Description of a plan to monitor and ensure ongoing substantial compliance for each
corrected order

RESULTS OF FOLLOW-UP EVALUATION DURING THE CONDITIONAL PROVISIONAL LICENSE PERIOD:
MDH will determine if Personal Care Solutions LLC  is in substantial compliance based on the results of
the follow up survey. MDH will make this determination within the 90-day conditional provisional
license period. If MDH determines Personal Care Solutions LLC  is in substantial compliance on the
follow up survey, MDH will remove the conditions and grant the assisted living facility license to
Personal Care Solutions LLC. If MDH determines Personal Care Solutions LLC  is not in substantial
compliance, MDH may deny the license pursuant to Minn. Stat. § 144G.16, Subd. 3 (b) (2).    

REQUEST FOR RECONSIDERATION:
Pursuant to Minn. Stat. §144G.16, Subd. 4, if a provisional licensee whose assisted living facility
license has been denied, or extended with conditions, disagrees with the action taken against the
provisional license under this section, the provisional licensee may request a reconsideration no later
than 15 calendar days after provisional licensee receives notice of the action.   This is your only ability
to request a reconsideration under this enforcement action.

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

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 Casey DeVries directly at: 651-201-5917.

Sincerely,

    
Rick Michals, J.D.
Executive Regional Operations Manager

Minnesota Department of Health
Health Regulation Division

HHH
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0 000 Initial Comments 0 000

******ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, these correction orders are
issued pursuant to a survey.

Determination of whether violations are 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:

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
assigned tag number appears in the far
left column entitled "ID Prefix Tag." The
state Statute number and the
corresponding text of the state Statute out
of compliance is listed in the "Summary
Statement of Deficiencies" column. This
column also includes the findings which
are in violation of the state requirement
after the statement, "This Minnesota
requirement is not met as evidenced by."
Following the evaluators ' findings is the
Time Period for Correction.

SL39780015-0

On September 9, 2024, through September 11,
2024, the Minnesota Department of Health
conducted a full survey at the above provider. At
the time of the survey, there were three residents;
all of whom were receiving services under the
Assisted Living license.

The licensee took action to mitigate the risks of
immediate orders 0470 and 2310 during the
survey, but noncompliance remained at a scope
and level of G for both orders, respectively.

PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
STATES,"PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
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.

0 470 144G.41 Subdivision 1 Minimum requirements
SS=G

0 470

(11) develop and implement a staffing plan for
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 470 Continued From page 1

determining its staffing level that:
(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;
(ii) 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
(iii) 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;
(ii) 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;
(iii) capable of communicating with residents;
(iv) capable of providing or summoning the
appropriate assistance; and
(v) capable of following directions;

0 470

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure they had
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 to meet the needs of
one of one resident (R2), who required
two-person transfers with a mechanical lift,
toileting cares, and bed repositioning.

Minnesota Department of Health
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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 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:

R2 admitted to the licensee and began receiving
services on February 19, 2024.

R2 had diagnoses to include Type 2 diabetes,
hypertension, schizoaffective disorder, and
generalized weakness.

R2's signed Care Plan dated February 19, 2024,
indicated R2 received assistance as needed with
dressing, grooming, catheter cares, two-person
lift, meals, medication administration, weekly
blood pressure, blood glucose monitoring,
laundry, and housekeeping.

R2's [Licensee's] Resident Evaluation reviewed
June 5, 2024, 2024, indicated R2 needed a
two-person assist with turning and repositioning,
two-person assisted transfers using a Hoyer Lift
(type of mechanical lift), and two-person assist
with changing incontinence products.

On September 9, 2024, at 10:35 a.m., during the
entrance conference, clinical nurse
supervisor/licensed assisted living director
(CNS/LALD)-C stated they had 12-hour shifts and
from 7:00 a.m., to 7:00 p.m., there would be two
staff working, and from 7:00 p.m. to 7:00 a.m.,

Minnesota Department of Health
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there would be one staff working. CNS/LALD-C
stated they had one resident that was a two
person assist that required a full mechanical lift
for transfers. The surveyor asked how the
resident was transferred at night and
CNS/LALD-C stated they would only be turned
and repositioned and changed every two hours in
bed during the overnight shift. The surveyor
inquired how they would evacuate the building if
there were a fire and staff needed to get the
residents out of the facility quickly when only one
staff member was present. CNS/LALD-C stated,
"If there was an issue on the overnight, the staff
would need to call me and I would come in and
help transfer her (R2), it would take me about ten
minutes to get here."

0 470

On September 10, 2024, at 8:45 a.m., when the
surveyor asked how staff transferred R2, R2
stated, "Staff always assist with two or three
people, last time the nurse was there at the
wheelchair and the others were helping the lift or
my legs, now we do it with two people and they
have gotten better, but oh no we never use one
person, you can't use just one person."

On September 10, 2024, at 9:37 a.m.,
CNS/LALD-C stated, "One person cannot do it,
it's not safe. You always need two people to use
the lift."

On September 10, 2024, at 11:20 a.m., house
manager (HM)-A stated, "[R2] rarely gets up into
the wheelchair, only if she has an appointment.
We always have to use two people, it's always
two people. I was trained this way by
[CNS/LALD]."

The licensee provided Competencies 2.19
Mechanical lifts forms for the staff that read,

Minnesota Department of Health
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"Require two staff to safely operate lift."

0 470

Minnesota Administrative Rule 4659.0180,
Subpart 5 dated August 11, 2021, indicated "A
minimum of two direct-care staff must be
scheduled and available to assist at all times
whenever a resident requires the assistance of
two direct-care staff for scheduled reasonably
foreseeable and unscheduled needs, as reflected
in the resident's assessments and service plan."

The licensee's Staffing policy, dated August 1,
2021, read, "At least two (2) home health aides
will be scheduled and available for residents
requiring the assistance of two home health aides
for scheduled and reasonably foreseeable
unscheduled needs as reflected in the
assessment and service plan."

No further information was provided.

TIME PERIOD FOR CORRECTION: Immediate

The licensee took action to mitigate the risk
during the survey, but noncompliance remained
at a scope and level of G.

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

0 480

(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

Minnesota Department of Health
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review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.

0 480

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 September 10, 2024, for the
specific Minnesota Food Code violations. The
Inspection Report was provided to the licensee
within 24 hours of the inspection.

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

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

0 680

(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;

Minnesota Department of Health
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(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.

0 680

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to have a written emergency
preparedness (EP) plan with all the required
content. This had the potential to affect all
residents receiving services under the Provisional
Assisted Living license.

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

The findings include:

The licensee's undated emergency disaster
preparedness plan lacked evidence of the
following required content:
- participate in an annual full-scale exercise that

Minnesota Department of Health
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is community based OR conduct an annual,
individual, facility-based functional exercise OR if
the facility experiences an actual emergency
requiring activation of plan, facility is exempt from
engaging in its next required full-scale exercise;
- conduct an additional annual exercise that may
include: a second full-scale exercise that is
community-based or an individual, facility based
functional exercise OR mock disaster drill OR
table-top exercise; and
-analyze the facility's response to and maintain
documentation of all drills, tabletop exercises and
emergency events & revise plan as needed.

0 680

On September 9, 2024, at 1:17 p.m., clinical
nurse supervisor/licensed assisted living director
(CNS/LALD)-C stated, "No, we have only done
fire drills no other drills."

The licensee's Emergency Preparedness policy
dated July 21, 2024, read, "[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 referenced Centers for
Medicaid and Medicare Services State
Operations Manual Appendix Z; Minnesota Rules
4659.0100.

No further information was provided.

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

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

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

Minnesota Department of Health
STATE FORM
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Code;

0 790

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

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to provide documentation of monthly
inspections of all the fire extinguishers. This
deficient condition 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).

Findings include:

On September 10, 2024, at approximately 11:20
a.m., survey staff conducted a facility tour with
clinical nurse supervisor/licensed assisted living
director (CNS/LALD)-C, survey staff observed
that the fire extinguishers throughout the facility
did not have documentation of a yearly
inspection. Annual inspections of the fire
extinguishers are required to ensure that all

Minnesota Department of Health
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systems are maintained and remain in working
order.

0 790

TIME PERIOD FOR CORRECTION: Seven (7)
days.

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

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

0 800

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).
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The findings include:

0 800

On September 10, 2024, from approximately
11:05 a.m. to 11:30 a.m., survey staff toured the
facility with clinical nurse supervisor/licensed
assisted living director (CNS/LALD)-C. The
following was observed:

GENERAL MAINTENANCE:

The main-floor hallway was missing wall trim
around the bathroom door and between the
hallway floor and wall.

The living room window was broken.

The lounge carpet was heavily soiled and had a
few holes in it.

SMOKING AREAS:

Cigarette butts were laying on the ground
underneath the deck in the backyard. There was
no cigarette receptacle provided to discard the
butts.

EGRESS Emergency Exits:

It was observed that the one emergency exit door
goes out to the attached garage and another one
into a porch which has the door boarded up and a
couch in front of it. This removes a safe means
of egress during a fire or similar emergency.
These emergency exit doors were identified with
overhead exit signs and are included in the
facility's evacuation plan.

On September 10, 2024, at 11:30 a.m., CNS/
LALD-C stated they understood the above-listed
deficiencies.
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TIME PERIOD FOR CORRECTION: Seven (7)
days.

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

0 810

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.
(f) Evacuation drills are required for employees
twice per year per shift with at least one
evacuation drill every other month. Evacuation of
the residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.
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This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to develop the fire
safety and evacuation plan with the required
content and provide the required training and
drills. This had the potential to directly affect all
residents, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) 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 September 10, 2024, at 11:45 a.m., clinical
nurse supervisor/licensed assisted living director
(CNS/LALD)-C provided documents on the fire
safety and evacuation plan (FSEP), fire safety
and evacuation training, and evacuation drills for
the facility.

FIRE SAFETY AND EVACUATION PLAN:

The FSEP (fire safety and evacuation plan)
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). The policy had not been updated to
provide complete actions for employees to take in
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0 810 Continued From page 13

the event of a fire or similar emergency at the
licensed facility which did not have life safety
systems or a fire-resistant construction type.

0 810

Emergency evacuation map showed three
bedrooms in the basement, one of the bedrooms
had been turned into an office.

TRAINING:

The licensee failed to provide fire safety and
evacuation training to employees and residents
as required. CNS/LALD-C provided documents of
training for some of the employees but it only
showed training had been done once. No
documentation was provided for the residents
training. Employee shall receive training upon
hire and twice per year. Residents who can assist
in their own evacuation shall be trained at least
once per year.

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

0 830 144G.45 Subd. 3 Local laws apply
SS=D

Assisted living facilities shall comply with all
applicable state and local governing laws,
regulations, standards, ordinances, and codes for
fire safety, building, and zoning requirements.

0 830

This MN Requirement is not met as evidenced
by:
Based on observation, record review and
interview, the licensee failed to comply with all
state and local governing laws, and codes for fire
safety, building, and zoning requirements. This
had the potential to affect all staff, residents, and
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visitors.

0 830

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at an
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:

On September 10, 2024, from approximately
11:15 a.m. to 11:30 a.m., survey staff toured the
facility with clinical nurse supervisor/ licensed
assisted living director (CNS/LALD)-C. At the time
of the survey, the main-floor bathroom tub and
shower had been removed and left with only the
bare studs and plywood for walls and floor.
CNS/LALD-C stated that they do not have a
building permit and that the plumber is
responsible for that.

Facilities undergoing construction and renovation
must get proper approvals from MDH and MN
DLI or local building authority prior to starting
construction or renovation.

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

0 950 144G.50 Subd. 3 Designation of representative
SS=C

(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

0 950
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0 950 Continued From page 15

contract and must provide the following verbatim
notice on a document separate from the contract:

0 950

"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
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 offer one of one resident (R2)
the opportunity to identify a designated
representative in writing with the required
statutory language.

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

0 950

The findings include:

On September 9, 2024, at 11:36 a.m., clinical
nurse supervisor/licensed assisted living director
(CNS/LALD)-C provided the surveyor with a blank
facility contract dated May 3, 2021, and indicated
the same contract was used for all residents. The
contract had a spot to identify the resident's
designated representative on the last page of the
contract but lacked the required statutory
language for the designated representative.

On September 9, 2024, at 12:51 p.m.,
CNS/LALD-C provided the surveyor with R2's
medical file that included R2's designated
representative form signed February 19, 2024,
that lacked the required statutory language for the
designated representative.

On September 11, 2024, at 12:31 p.m.,
CNS/LALD-C indicated they had the correct form,
and pulled up a blank form on the computer that
had the required statutory language for the
designated representative. The surveyor asked if
the residents had been given that form to fill out
and CNS/LALD-C stated, "I'm not sure. I would
need some time to look into that." The surveyor
asked if it had been completed where would we
find the form and house manager (HM)-A stated,
"It would have been in the charts if it had been
filled out."

The licensee's 1.08 Designated Representative
policy dated October 11, 2021, indicated each
resident would fill out and sign a designated
representative form that had the required
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statutory language.

0 950

No further information provided.

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

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

01730

(a) For each resident receiving medication
management services, the assisted living facility
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
individualized medication management record for
each resident based on the resident's
assessment that must contain the following:
(1) a statement describing the medication
management services that will be provided;
(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;
(3) documentation of specific resident instructions
relating to the administration of medications;
(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;
(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and
(7) any resident-specific requirements relating to
documenting medication administration,
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verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.
(b) The medication management record must be
current and updated when there are any
changes.
(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

01730

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to develop and maintain a current
individualized medication management record for
each resident to include all required content for
one of one resident (R2).

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

R2 admitted to the licensee and began receiving
services on February 19, 2024.

R2 had diagnoses to include type 2 diabetes,
hypertension, schizoaffective disorder, and
generalized weakness.

R2's signed Care Plan dated February 19, 2024,
indicated R2 received assistance as needed with
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dressing, grooming, catheter cares, two-person
lift, meals, medication administration, weekly
blood pressure, blood glucose monitoring,
laundry, and housekeeping.

01730

R2's Medication Management Services -
addendum to Service Plan, dated February 19,
2024, lacked a description of storage of
medications based on the resident's needs and
preferences, risk of diversion, and consistent with
the manufacturer's directions.

On July 23, 2024, at 11:48 a.m., clinical nurse
supervisor/licensed assisted living director
(CNS/LALD)-C acknowledged the missing
content and stated all medication management
services - addendum to service plans would be
missing the same information. CNS/LALD-C
stated, "I thought we had it in their forms where
we store the medications, but you saw we store
them in a locked cabinet, won't that do?"

The licensee's Assessment of Medications policy
dated August 1, 2021, read, "Based on the results
of the assessment, the RN (registered nurse) will
document an individualized medication
management plan, including the following
elements
i. Description of medication management
services to be provided
ii. Description of medication storage based on
resident need,
preference, risk of diversion and per
manufacturer's direction
iii. Documentation procedures".

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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01820 144G.71 Subd. 13 Prescriptions
SS=D

There must be a current written or electronically
recorded prescription as defined in section
151.01, subdivision 16a, for all prescribed
medications that the assisted living facility is
managing for the resident.

01820

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure written or electronically
recorded prescriptions were obtained for one of
two residents (R2).

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

R2 admitted to the licensee and began receiving
services on February 19, 2024.

R2 had diagnoses to include type 2 diabetes,
hypertension, schizoaffective disorder, and
generalized weakness.

R2's signed Care Plan dated February 19, 2024,
indicated R2 received assistance as needed with
dressing, grooming, catheter cares, two-person
lift, meals, medication administration, weekly
blood pressure, blood glucose monitoring,
laundry, and housekeeping.
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01820 Continued From page 21 01820

R2's Medication Administration Record (MAR)
dated September 1, 2023, through September 30,
2023, listed the medications, times to administer,
and staff initials to indicate the medications had
been administered. The MAR indicated that R2
received Novolog FlexPen 100 units (u) per
milliliter (ml) inject 0-10 units per sliding scale:
below 70: hypoglycemia protocol, 70-199: 0u,
200-249: 3u, 250-299: 5u, 300-349: 6u, 359-399:
8u, 400: 10u and call MD.

R2's records lacked signed orders for Novolog
FlexPen 100 units (u) per milliliter (ml) inject 0-10
units per sliding scale: below 70: hypoglycemia
protocol, 70-199: 0u, 200-249: 3u, 250-299: 5u,
300-349: 6u, 359-399: 8u, 400: 10u and call MD.

On September 10, 2024, at 10:34 a.m., clinical
nurse supervisor/licensed assisted living director
(CNS/LALD)-C acknowledged not having the
prescription and stated, "For the NovoLog I did
reach out to the pharmacy, and they sent me [an
old order] so I have reached out to the primary
[care provider] to have them send me the
updated order."

The licensee's Medication Orders policy dated
August 1, 2021, read, "[Licensee] will maintain a
current written or electronically recorded
prescription for all prescribed medications
managed for the resident.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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02310 Continued From page 22
02310 144G.91 Subd. 4 (a) Appropriate care and
SS=G services

02310

02310

(a) Residents have the right to care and assisted
living services that are appropriate based on the
resident's needs and according to an up-to-date
service plan subject to accepted health care
standards.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to provide care and
services according to acceptable health care,
medical or nursing standards for one of one
resident (R2) with hospital-style bed rails.

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 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:

R2 admitted to the licensee and began receiving
services on February 19, 2024.

R2 had diagnoses to include Type 2 diabetes,
hypertension, schizoaffective disorder, and
generalized weakness.

R2's signed Care Plan dated February 19, 2024,
indicated R2 received assistance as needed with
dressing, grooming, catheter cares, two-person
lift, meals, medication administration, weekly
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blood pressure, blood glucose monitoring,
laundry, and housekeeping.

02310

On September 10, 2024, at 7:41 a.m., the
surveyor observed R2's bed had bilateral (two
sides) half rail hospital-style bed rails located at
the head of the hospital bed. The bed rails were
firmly attached to the bed.

On September 10, 2024, at 7:50 a.m., R2 stated,
"I use the side rails for moving from side to side."

R2's record included a document titled [licensee]
Side-Rail Use Assessment Form dated February
19, 2024, which lacked;
-documentation of physical inspection of bed rail
and mattress for areas of entrapment, stability,
and correct installation;
-documentation the licensee explained the risks
of the bed rail usage with the resident and/or the
resident's representative; and
-evidence the licensee measured the bed rail
zones of entrapment.

On September 10, 2024, at 7:59 a.m., when
clinical nurse supervisor/licensed assisted living
director (CNS/LALD)-C provided the surveyor
with R2's Side-Rail Use Assessment Form, the
surveyor asked if there were any other forms for
the side rails to include measurements and
CNS/LALD-C indicated there were no other forms
and stated, "No we don't do any measurements,
we don't do that."

The Food and Drug Administration's (FDA), A
Guide to Bed Safety, dated 2000, and revised
April 2010, indicated following information: "When
bed rails are used, perform an on-going
assessment of the patient's physical and mental
status, closely monitor high-risk patients. The
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FDA also identified; "Patients who have problems
with memory, sleeping, incontinence, pain,
uncontrolled body movement, or who get out of
bed and walk unsafely without assistance, must
be carefully assessed for the best ways to keep
them from harm, such as falling. Assessment by
the patient's health care team will help to
determine how best to keep the patient safe."

02310

The March 10, 2006, FDA Side Rail Entrapment
Zones and Dimensional Recommendations
indicated to reduce the risk of entrapment, zone 1
(within the rail) should not exceed 4 and 3/4
inches, zone 2 (under the rail, between rail
supports or next to a single rail support) should
not exceed 4 and 3/4 inches, zone 3 (between the
rail and the mattress), should not exceed 4 and
3/4 inches, and zone 4 (under the rail, at the ends
of the rail) should not exceed 2 and 3/8 inches or
be greater than a 60 degree angle.

The Minnesota Department of Health (MDH)
website, Assisted Living Resources &
Frequently-Asked Questions (FAQs) indicated,
"To ensure an individual is an appropriate
candidate for a bed rail, the licensee must assess
the individual's cognitive and physical status as
they pertain to the bed rail to determine the
intended purpose for the bed rail and whether
that person is at high risk for entrapment or falls.
This may include assessment of the individual's
incontinence needs, pain, uncontrolled body
movement or ability to transfer in and out of bed
without assistance. The licensee must also
consider whether the bed rail has the effect of
being an improper restraint." Also included,
"Documentation about a resident's bed rails
includes, but is not limited to:
- Purpose and intention of the bed rail;
- Condition and description (i.e., an area large
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enough for a resident to become entrapped) of
the bed rail;
- The resident's bed rail use/need assessment;
- Risk vs. benefits discussion (individualized to
each resident's risks);
- The resident's preferences;
- Installation and use according to manufacturer's
guidelines;
- Physical inspection of bed rail and mattress for
areas of entrapment, stability, and correct
installation; and
- Any necessary information related to
interventions to mitigate safety risk or negotiated
risk agreements".
Additionally, the MDH website indicated for
hospital-style bed rails, the licensee must include
in their documentation, the bed rail
measurements and that the bed rail has not
shifted and is securely attached to the bed frame
per manufacturer recommendations.

02310

No further information was provided.

TIME PERIOD FOR CORRECTION: Immediate

The licensee took action to mitigate the risk
during the survey, but noncompliance remained
at a scope and level of G.

Minnesota Department of Health
STATE FORM 6899 BO3H11 If continuation sheet 26 of 26



Minnesota Department of Health
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P.O Box 64975
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651-201-4500
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Report:

Full
09/10/24
12:57:45
1018241144

Food  and Beverage  Establishment
Inspection  Report

Location:
Personal Care Solutions LLC
6307 Indiana Ave N
Brooklyn Center, MN55429
Hennepin County, 27

Establishment  Info:
ID #: 0043384
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: 12/31/24
Phone #: 6126443908
ID #:

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

The following orders were issued during this inspection.

3-300B Protection  from  Contamination:  cross-contamination,  eggs
3-302.11A(1) ** Priority  1 **

MN Rule 4626.0235A(1) Separate raw animal foods during storage, preparation, holding, and display from
ready-to-eat foods to prevent cross-contamination.
RAW EGGS AND RAW BEEF OBSERVED TO BE STORED OVER READY TO EAT FOODS IN THE
REFRIGERATOR. COMPLY WITH RULE.
Comply By: 09/10/24

4-700 Sanitizing  Equipment  and  Utensils
4-703.11B ** Priority  1 **

MN Rule 4626.0905B Sanitize food contact surfaces of equipment and utensils after cleaning by using
mechanical hot water operations that achieve a utensil surface temperature of 160 degrees F (71 degrees C) and
are set up and maintained in accordance with the specifications of NSF International and the manufacturer's data
plate.
DISHWASHER ONLY REACHING 150F. COMPLY WITH RULE.
Comply By: 09/10/24

Surface  and  Equipment  Sanitizers
Hot Water: = at 150 Degrees Fahrenheit
Location: DISHWASHER
Violation Issued: Yes
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Total Orders In This Report Priority 1
2

Priority 2
0

Priority 3
0

ESTABLISHMENT IS A RESIDENTIAL HOME WITH RESIDENTIAL EQUIPMENT.

FLOORS, WALLS AND CEILINGS WERE OBSERVED TO BE IN GOOD CONDITION DURING THIS
INSPECTION AND WILL BE MONITORED THROUGH THE YEARS.

ESTABLISHMENT DOES ALL SAME DAY SERVICE OF FOOD.

KITCHEN HAS A TWO BASIN SINK WITH ONE SPECIFICALLY FOR HAND WASHING.

DISHWASHER HAS SANITIZE FUNCTION AVAILABLE

DISCUSSED PEST CONTROL AND ILLNESS REPORTING.

VIEWED ILLNESS LOG.

INSPECTION CONDUCTED WITH CYNDI CASEY (MDH) ON SITE
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 1018241144 of 09/10/24.

Certified Food Protection Manager:ERLYNE L TOE

Certification Number: FM110307 Expires: 01/10/25

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
ERLYNE TOE
MANAGER

Signed:
Rebecca Prestwood
Sanitarian 3
6512013777
rebecca.prestwood@state.mn.us


