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

Electronically Delivered
February 5, 2025

Licensee

Pride N Living Home Care Inc.
6257 Sunny Lane

Brooklyn Center, MN 55428

RE: Project Number(s) SL39626015

Dear Licensee:

On December 17, 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 October 9, 2024.
This follow-up survey determined your facility had not corrected all of the state correction orders
iIssued pursuant to the October 9, 2024 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on October 9, 2024, found not corrected at the time of the December 17,
2024, follow-up survey and/or subject to penalty assessment are as follows:

0820 - Fire Protection And Physical Environment - 144g.45 Subd. 2 (g)

The details of the violations noted at the time of this follow-up survey completed on December 17,
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 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,
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
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We urge you to review these orders carefully. If you have questions, please contact Benjamin J. Zwart
at 651-201-3715.

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, ]
Benjamin J. Zwart, P.E., Supervisor
State Engineering Services Section
Health Regulation Division

Email: Benjamin.Zwart@state.mn.us
Telephone: 651-201-3715 Fax: 1-866-890-9290

JMD
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*kkkk ATT E N T I O N *kkkkkk

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:
SL39626015-1

On December 17, 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
October 08, 2024. At the time of the survey, there
were 0 residents; 0 receiving services under the
Assisted Living license. As a result of the
follow-up survey, the following orders were issued
or reissued.

{0 180} 144G.16 Subd. 2 Initial survey {0 180}
SS=F
(a) During the provisional license period, the
commissioner shall survey the provisional
licensee after the commissioner is notified or has
evidence that the provisional licensee is providing
assisted living services to at least one resident.
(b) Within two days of beginning to provide
assisted living services, the provisional licensee
must provide notice to the commissioner that it is
providing assisted living services by sending an

Minnesota Department of Health
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e-mail to the e-mail address provided by the
commissioner.

(c) If the provisional licensee does not provide
services during the provisional license period, the
provisional license shall expire at the end of the
period and the applicant must reapply.

(d) If the provisional licensee notifies the
commissioner that the licensee is providing
assisted living services within 45 calendar days
prior to expiration of the provisional license, the
commissioner may extend the provisional license
for up to 60 calendar days in order to allow the
commissioner to complete the on-site survey
required under this section and follow-up survey
VISItS.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey

{0 820}| 144G.45 Subd. 2 (g) Fire protection and physical | {0 820}
SS=A | 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

Minnesota Department of Health
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Based on observation and interview, the licensee
failed to ensure physical facility elements did not
constitute a distinct hazard to life. The licensee
failed to provide resident bedrooms with the
minimum window opening meeting the minimum
state standard for egress. This had the potential
to affect some 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 resident and does not
affect 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 December 17, 2024, at 2:15 p.m., survey staff
conducted a desk survey by phone with assisted
living director in residency (ALDIR). During the
phone survey, survey staff asked ALDIR if the
window had been replaced in bedroom #4.
ALDIR stated that the window in bedroom #4 had
not been replaced and that they currently have no
residents. ALDIR stated they will use this
bedroom for storage and not put residents in this
room until the window is replaced.

ALDIR said she understood and would send an

updated floor plan to show that this room is used
for storage room and not a bedroom.

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

Minnesota Department of Health
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{01440}/ 144G.62 Subd. 4 Supervision of staff providing {01440}
SS=D | delegated nurs

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
interaction with the resident.

(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
individual begins working for the facility and first
performs the delegated tasks for residents and
thereafter as needed based on performance. This
requirement also applies to staff who have not
performed delegated tasks for one year or longer.

This MN Requirement is not met as evidenced
by:
No reviewed during this survey

Minnesota Department of Health
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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

NOTICE OF PROVISIONAL EXTENSION AND CONDITIONAL LICENSE

Electronically Delivered
November 21, 2024

Licensee

Pride N Living Home Care Inc.
6257 Sunny Lane

Brooklyn Center, MN 55428

RE: Provisional Conditional License Number 412780
Health Facility Identification Number (HFID) 39626
Project Number(s) SL39626015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on October 9, 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 February 19, 2025.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. MDH documents state correction orders using
federal software. Tag numbers are assighed 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 . . ."

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 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.

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

An equal opportunity employer. Letter ID: MX30_Revised 04/14/2023
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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

CONDITIONAL LICENSE ISSUED:
MDH will issue Pride N Living Home Care Inc. 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 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 Pride N Living Home Care Inc. is in substantial compliance.

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

a. Health Facility Construction Permit: Pride N Living Home Care Inc., will contact The
Minnesota Department of Labor and Industry (MNDLI) or City with delegated
authority to review and inspect State Licensed Facilities in accordance with Minn.
Stat. § 326B.103, Subd. 13 and obtain a construction permit for a health facility.
Within 21-days from the date of this notice, Pride N Living Home Care Inc., will
provide MDH with a copy of the permit obtained from MNDLI or City with delegated

authority.

b. General Contractor: Pride N Living Home Care Inc. must provide the following to
Benjamin J. Zwart (Benjamin.Zwart@state.mn.us) via email within 21-days of the date

of this notice:
I. Name
Ii. License Number
lii. Contact Information

c. Egress Window Requirements: Pride N Living Home Care Inc. will replace at least
one window in unoccupied resident sleeping room #4 meeting the minimum size

requirements.
I. Must have a minimum openable width of no less than 20 inches

ii. Must have a minimum openable height of no less than 20 inches

iii. Must have a total openable area of no less than 648 square inches (4.5
square feet)

Iv. Must have a windowsill height of no more than 48 inches from the floor to
the clear opening

v. Current status of correction work
vi. All measurements must be achieved under normal operation of opening
window without the use of a key, tool or special knowledge
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d. Window Locks: Pride N Living Home Care Inc. will remove the push locks installed on the
egress windows in unoccupied resident sleeping room #1 and #2.

RESULTS OF FOLLOW-UP EVALUATION DURING THE CONDITIONAL PROVISIONAL LICENSE PERIOD:

MDH will determine if Pride N Living Home Care Inc. 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 Pride N Living Home Care Inc. is in substantial compliance on the follow up survey, MDH will
remove the conditions and grant the assisted living facility license to Pride N Living Home Care Inc. If MDH

determines Pride N Living Home Care Inc. 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 hearing request, please visit https://forms.web.health.state.mn.us/form/HRD-Appeals-Form.

You are encouraged to retain this document for your records. Itis 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 Renee Anderson directly at: 651-201-5871.
Sincerely,

Rick Michals, J.D.

Executive Regional Operations Manager

Minnesota Department of Health
Health Regulation Division

JMD
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FEEAT TENTION****** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assigned tag number
144G.08 to 144G.95 this correction order(s) has appears in the far-left column entitled "ID
been issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether a violation has been out of compliance is listed in the
corrected requires compliance with all "Summary Statement of Deficiencies”
requirements provided at the Statute number column. This column also includes the
indicated below. When Minnesota Statute findings which are in violation of the state
contains several items, failure to comply with any requirement after the statement, "This
of the items will be considered lack of Minnesota requirement is not met as
compliance. evidenced by." Following the surveyors'
findings is the Time Period for Correction.
INITIAL COMMENTS:
SL39626015-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On October 7, 2024, through October 9, 2024, STATES,"PROVIDER'S PLAN OF
the Minnesota Department of Health conducted CORRECTION." THIS APPLIES TO
an initial survey at the above provider, and the FEDERAL DEFICIENCIES ONLY. THIS
following correction orders are issued. At the time WILL APPEAR ON EACH PAGE.
of the survey, there were zero (0) residents
receiving services under the provider's THERE IS NO REQUIREMENT TO
Provisional Assisted Living license. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
0 180| 144G.16 Subd. 2 Initial survey 0 180
SS=F
(a) During the provisional license period, the

Minnesota Department of Health
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commissioner shall survey the provisional
licensee after the commissioner is notified or has
evidence that the provisional licensee is providing
assisted living services to at least one resident.
(b) Within two days of beginning to provide
assisted living services, the provisional licensee
must provide notice to the commissioner that it is
providing assisted living services by sending an
e-mail to the e-mail address provided by the
commissioner.

(c) If the provisional licensee does not provide
services during the provisional license period, the
provisional license shall expire at the end of the
period and the applicant must reapply.

(d) If the provisional licensee notifies the
commissioner that the licensee is providing
assisted living services within 45 calendar days
prior to expiration of the provisional license, the
commissioner may extend the provisional license
for up to 60 calendar days in order to allow the
commissioner to complete the on-site survey
required under this section and follow-up survey
ViISits.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to notify the Minnesota
Department of Health (MDH) within two days of
beginning to provide assisted living services
under licensee's provisional assisted living
license for one of one resident (R1).

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

STATE FORM 6899 MO9SR 11 If continuation sheet 2 of 12
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of the residents).
Findings Include:
R1 admitted to the licensee March 14, 2024.

R1's diagnoses included status-post hip fracture,
gout, muscle spasms, and vitamin D deficiency.

R1's record included a document created by the
licensee titled "Provider Orders" signed by the
provider March 14, 2024. The document indicated
R1 received services including assistance with
dressing, bathing, grooming, vital sign monitoring,
medication administration, meal assistance and
homemaking services.

On April 4, 2024, at 12:39 p.m., licensee notified
MDH via email, of providing assisted living
services. The notification was provided nineteen
days after R1 began receiving services.

On October 8, 2024, at 11:25 a.m., operations
manager (OM)-A stated, when licensee had
realized the notice of providing assisted living
services was late, licensee made a phone call to
MDH and informed them of R1's admission.
OM-A further stated licensee sent an email

notification of providing assisted living services to
MDH on April 4, 2024.

The licensee lacked a policy related to this

requirement in accordance with MN Statutes
Chapter 144G.

TIME PERIOD FOR CORRECTION: Two (2)
Days

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

(2) install and maintain portable fire

extinguishers in accordance with the State Fire
Code;

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

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to maintain the portable fire extinguishers.
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) 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 October 8, 2024, at 1:30 p.m. to 2:15 p.m.,
survey staff conducted a facility tour with assisted
living director in residency (ALDIR)-C, survey staff
observed that the fire extinguishers throughout
the facility did not have documentation of monthly

Minnesota Department of Health
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iInspections. Monthly inspections of the fire
extinguishers are required to ensure that all
systems are maintained and remain in working
order.

ALDIR-C stated they understood the
requirements.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 8101 144G.45 Subd. 2 (b)-(f) Fire protection and 0 810
SS=F | physical environment

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

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereatfter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to

Minnesota Department of Health
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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 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 October 8, 2024, at 2:05 p.m., assisted living
director in residency (ALDIR)-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)
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iIncluded 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) and was very basic. The provided
FSEP was from a third-party provider and had not
been updated to meet the specific layout of this
facility and provide complete actions for
employees to take in the event of a fire or similar
emergency.

DRILLS and TRAINING:

Upon record review ALDIR-C failed to provide
documentation showing any training and drills
that was offered to employees and residents.
ALDIR-C stated that there was a resident there
from March-dune 2024 and they were doing the
drills at that time but she was unaware they
should still be conducting fire safety drills and
training even though there are no residents there.

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

0 820| 144G.45 Subd. 2 (g) Fire protection and physical | 0820
SS=D | 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
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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
failed to ensure physical facility elements did not
constitute a distinct hazard to life. The licensee
failed to provide resident bedrooms with the
minimum window opening meeting the minimum
state standard for egress. This had the potential
to affect some 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 an
iIsolated 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 October 8, 2024, at 1:33 p.m. to 2:15 p.m.,
survey staff toured the facility with assisted living
director in residency (ALDIR)-C. During the tour,
survey staff asked ALDIR-C to open the windows
in the resident bedrooms for measurement. The
noncompliant measurements were as follows:

UNOCCUPIED SLEEPING ROOMS:

Bedroom 4: Window measured 31 inches clear
width, 4.5 inches clear height, and 139.5 square
iInches total open area.

Minnesota Department of Health
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The window in bedroom 4 did not meet the
minimum requirements for total openable area.

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
area (4.5 square feet) for the window.

Survey staff explained to ALDIR-C 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.

WINDOW LOCKS:

Based on observation and interview, the licensee
failed to comply with the Minnesota State Fire
Code in Minnesota Rules, chapter 7511 by failing
to maintain egress in a safe and operable
condition. 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).

The findings include:

On October 8, 2024, from 1:33 p.m. to 2:15 p.m.,
on a facility tour with assisted living director in
residency (ALDIR)-C, the following was observed.
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In unoccupied bedroom 1 and 2 there were push
locks installed on the egress window that
prevented the window from opening completely
without special knowledge. ALDIR-C was advised
that these push locks delayed egress and created
an unsafe situation as it prevented the window
form normal operation. ALDIR-C stated that he
would remove them.

On October 8, 2024, at 1:50 p.m., ALDIR-C
stated they understood the above-listed
deficiencies.

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

01440 144G.62 Subd. 4 Supervision of staff providing 01440
SS=D | delegated nurs

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
iInteraction with the resident.

(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
individual begins working for the facility and first
performs the delegated tasks for residents and
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thereafter as needed based on performance. This
requirement also applies to staff who have not
performed delegated tasks for one year or longer.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a registered nurse (RN)
conducted supervision of unlicensed staff as
required for one of one unlicensed personnel
(ULP)-D.

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

The findings include:

ULP-D had a hire date of April 24, 2024, and
provided assisted living services for the licensee's
residents.

The licensee's Employee Roster dated October 7,
2024, indicated ULP-D was hired on April 24,
2024.

ULP-D's Job Description was signed and dated
on April 26, 2024.

ULP-D's employee record contained a Staff
Supervision Summary dated April 10, 2024, which
was conducted by an RN 14 days previous to
ULP-D's hire date. ULP-D's employee record
lacked evidence an RN conducted direct

Minnesota Department of Health
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supervision of ULP-D within 30 days of
performing delegated tasks.

On October 8, 2024, at 10:30 a.m., clinical nurse
supervisor (CNS)-B stated the supervision for
ULP-D did not occur within 30 days of performing
delegated tasks. CNS-B further stated ULP-D
had been working at another one of the licensee's
communities and the Supervision Summary in
ULP-D's employee record was from the
licensee's other community.

The licensee's Supervision of Staff-Delegated
Services policy dated September 1, 2023, noted
direct supervision of a ULP by an RN would be
completed within 30 calendar days after the ULP
began working and first performed delegated
tasks.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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Minnesota Department of Health
Environmental Health, FPLS
P.O Box 64975

DEPARTMENT Saint Paul
OF HEALTH 651-201-4500
fype: il Food and Beverage Establishment rage
Date: 10/08/24 _
Time:  16:29:58 Inspection Report
Report: 1018241180
— Location: — Establishment Info:
Pride N Living Home Care Inc ID #: 0043697
6257 Sunny Lane Risk:
Brooklyn Park, MN 55443 Announced Inspection: No
Hennepin County, 27

— License Categories: — Operator:
Phone #:
Expires on: 12/31/24 D A

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

No NEW orders were 1ssued during this inspection.

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

ESTABLISHMENT IS A RESIDENTIAL HOME WITH RESIDENTIAL EQUIPMENT.
ESTABLISHMENT DOES NOT CURRENTLY HAVE ANY RESIDENTS.

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

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

ESTABLISHMENT HAS A NEEDLE POINT THERMOMETER FOR CHECKING FOOD
TEMPERATURES.

DISHWASHER HAS SANITIZE FUNCTION AVAILABLE.
DISCUSSED PEST CONTROL AND ILLNESS REPORTING.

VIEWED ILLNESS LOG.



]Tjﬂfei T Food and Beverage Establishment Fage £
alc. -
Time:  16:29:58 Inspection Report

Report: 1018241180
Pride N Living Home Care Inc

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 1018241180 of 10/08/24.

Certified Food Protection Manager:

Certification Number: Expires: [/

Inspection report reviewed with person in charge and emailed.

Signed: Si gned:ﬂ/& ‘%ﬂ(

JANE KUNGU Rebecca Prestwood
MANAGER Sanitarian 3
6512013777

rebecca.prestwood(@state. mn.us



