DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

NOTICE OF REMOVAL OF CONDITIONAL LICENSE

Electronic Delivery

August 10, 2023

Licensee

Oak Park Place Of Albert Lea
1615 Bridge Avenue

Albert Lea, MN 56007

RE: Conditional License Number 408344
Health Facility Identification Number (HFID) 30707
Project Number(s) SL30707015

Dear Licensee:

On July 19, 2023, The Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed March 13, 2023. 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 August 10, 2023.

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

Furthermore, the follow-up survey determined your facility had not corrected all of the state
correction orders issued pursuant to the March 13, 2023 survey.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, no immediate fines are assessed.

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

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

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

IMPOSITION OF FINES:
Level 1: no fines or enforcement.
Level 2: a fine of S500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20 for widespread violations;

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

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20.

CORRECTION ORDER RECONSIDERATION PROCESS

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

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

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

Please email reconsideration requests to: Health.HRD.Appeals@state.mn.us. Please attach this letter
as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and
submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970
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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,

Lindsey L. Krueger, RN, BS, MA
Assistant Division Director

Minnesota Department of Health
Health Regulation Division

PMB
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Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assighed tag humber
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
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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:

Project SL30/707015-1 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH

On July 17, 2023, through July 19, 2023, the STATES,"PROVIDER'S PLAN OF

Minnesota Department of Health conducted a CORRECTION." THIS APPLIES TO
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As a result of the revisit, the following orders were VIOLATIONS OF MINNESOTA STATE
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The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 144G.31
subd. 1, 2, and 3.

{04380} 144G.41 Subd 1 (13) (1) (B) Minimum {0 480}
SS=F | requirements

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

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

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

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

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

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure an individual abuse
prevention plan was developed to include the

required content for three of six residents (R1,
R2, R19).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at a pattern scope (when more than a

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

The findings Include:

R1
R1's diaghoses included Parkinson's disease and
Alzheimer's disease.

R1 was admitted to the facility under the
comprehensive license on June 15, 2021, and on
August 1, 2021, under the assisted living with
dementia care (ALFDC) license.

R1's Individual Abuse Prevention Plan dated June
25, 2023, identified R1 had vulnerabilities due to
chronic disease of dementia, and R1 was unable

to manage his finances. However, it identified that
R1 was not at risk for abuse from others.

In addition, R1's Individual Abuse Prevention Plan
falled to identify specific measures to be taken to
minimize the risk of abuse to that person and
other vulnerable adults.

R2
R2's diaghoses included diabetes mellitus type 2
and mild cognitive impairment.

R2 was admitted to the facility under the ALFDC
license on August 13, 2021.

R2's Individual Abuse Prevention Plan dated June
25, 2023, identified R2 had vulnerabilities due to
chronic disease of diabetes mellitus type 2 and
"mild MR" [mental retardation] and R2 was
unable to manage his finances. However, it
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Identified that R2 was not at risk for abuse from
others.

In addition, R2's Individual Prevention plan failed
to Identify specific measures to be taken to
minimize the risk of abuse to that person and
other vulnerable adults.

R19

R19's diaghoses included diabetes mellitus
(inability to regulate blood sugar), hypertension
(high blood pressure), hemiplegia (weakness or
Inability to effectively use half of the body), and
anxiety.

R19 was admitted to the facility under the ALFDC
license on April 10, 2023.

R19's Individual Abuse Prevention plan dated
June 26, 2023, identified R19 had vulnerabilities
due to chronic conditions, pain, iliness, and
disability. However, it identified that R19 was not
at risk for abuse from others.

On July 19, 2023, at 12:05 p.m. registered nurse
(RN)-Q stated all residents in the facility were
considered vulnerable adults and were at risk for
abuse by others, including other vulnerable
adults. The |APPs would be reviewed and
corrected, and nurses would receive additional
education when completing the |APPs.

The licensee'’s Individual Abuse Prevention Plan
policy dated April 17, 2023, indicated Oak Park
Place will develop and implement an individual
abuse prevention plan for each vulnerable adult.
All residents in an assisted living are categorically
considered vulnerable adults.

Minnesota Department of Health
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No further information was provided.

{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:
No further action required

{0810} 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

Minnesota Department of Health
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evacuation.

(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.

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

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

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

activation is not required to initiate the evacuation
drill.

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

{01620} 144G.70 Subd. 2 (c-e) Initial reviews, {01620}
SS=D | assessments, and monitoring

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.

(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (9), the facility shall complete an
Individualized initial review of the resident's needs

Minnesota Department of Health
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and preferences. The Initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes In
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.
(e) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever iIs earlier.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) completed a reassessment not to exceed 90
days for two of five residents (R1, RS).

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

The findings include:

R1
R1 was admitted to the facility under the
comprehensive license on June 15, 2021, and

later the assisted living with dementia care
(ALFDC) license on August 1, 2021.

Minnesota Department of Health
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R1's Service Plan (Addendum A) dated July 17,
2023, indicated R1 received services to include
medication administration, assistance with
dressing, showering, grooming, toileting and
assistance with the treatment of compression
stockings.

R1's Comprehensive Assessments since March
2023 evaluations were requested.
Comprehensive Assessments dated March 10,
2023, and June 29, 2023, were provided. The
June 29, 2023, assessment was 111 days from
the previous assessment date, exceeding 90
calendar days.

RS

RS began receliving services under the licensee's
comprehensive license on December 15, 20135,
and later under the licensee’s assisted living with
dementia care license since August 1, 2021.

RS's unsighed and undated, Service Plan
(Addendum A) indicated RS recelved services to
Include dressing, grooming, shower assistance,
and medication administration.

R5's Comprehensive Assessments since March
2023, were requested. Assessments dated March
10, 2023, and June 14, 2023, were provided. The
June 14, 2023, assessment was 96 days after the
previous assessment date, exceeding 90
calendar days.

On July 19, 2023, at 12:30 p.m. registered nurse
(RN)-P stated the assessments provided were all
she was able to find and would be accurate.

The licensee's Assessments, Reviews and
Monitoring policy dated April 13, 2023, indicated
the ongoing resident reassessment and

Minnesota Department of Health
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monitoring must be conducted as needed based
on changes In the needs of the resident and
cannot exceed 90 calendar days from the last
date of the assessment.

No further information was provided.

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

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

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

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

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the service plan included
a date and signature or other authentication by
the resident and the facility to document

Minnesota Department of Health
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agreement on the services provided for five of
eight residents (R1, R2, RS, R6, RY).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at a pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

R1

R1's Service Plan (Addendum A) dated July 17,
2023, included the services of medication
administration, assistance with compression
stockings, assistance with dressing, grooming,
showers and toileting, and safety checks. R1's
Service Plan was signed by R1, but lacked a
sighature by a licensee representative.

R2

R2's undated, Service Plan (Addendum A)
Included the services of medication
administration, blood glucose monitoring
(checking blood sugar), and safety checks. R2's
Service plan was signed by R2, but lacked a date
and signature by a licensee representative.

RS

RS's undated, Service Plan (Addendum A)
Included the services of medication
administration, assistance with dressing,
grooming, showers, and behavior monitoring.
R5's Service Plan lacked a signature and date by
the resident/resident representative and by a

Minnesota Department of Health
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licensee representative.

R6

R6's Service Plan (Addendum A) dated July 13,
2023, Iincluded the services of medication
administration, assistance with grooming,
showering, toileting, ambulation/escorts,
compression stockings and safety checks. R6's
Service Plan included a signhature and date by
R6's resident representative, but lacked a
sighature/date by a licensee representative.

RY7

R7's Service Plan (Addendum A) dated July 11,
2023, included the services of medication
administration, insulin administration, blood
glucose monitoring, assistance with showers and
tolleting, and safety checks. R7's Service Plan
Included R7's signature, but lacked a signature by
a licensee representative.

On July 19, 2023, at 12:15 p.m. assisted living
director in residency (ALDIR)-S stated since the
previous survey, the previous licensed assisted
living director (LALD) had completed most of the
resident service plans with the residents or their
designated representatives. Many service plans
were sent out for signatures, and she was now
the ALDIR and would need to review and sign
them as the licensee representative.

The licensee's Service Plan policy dated April 13,
2023, Indicated the Service Plan and any
revisions would include a signature or other
authentication by the licensee and by the resident
or resident's representative, documenting
agreement on the services to be provided.

No further information was provided.

Minnesota Department of Health
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{01730} 144G.71 Subd. 5 Individualized medication {01730}
SS=D | management plan

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

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

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

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

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

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

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

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

(c) Medication reconciliation must be completed

Minnesota Department of Health
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{01730} | Continued From page 12 {01730}

when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure an
Individualized medication management plan
Included all required content for one of six
residents (R19).

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 imited number of staff are involved or the
situation has occurred only occasionally).

The findings Include:

R19

R19 diagnoses included diabetes mellitus (when
the body cannot adequately manage blood
sugar), depression, anxiety disorder, and
hemiplegia/ hemiparesis following a cerebral
Infarction (weakness and inability to use half of
the body following a stroke).

R19's Service Plan dated July 11, 2023, indicated
R19 recelved medication administration.

On July 18, 2023, at 8:50 a.m. unlicensed

personnel (ULP)-T was observed to complete a
blood sugar check for R19.

On July 19, 2023, at 10:20 a.m. ULP-U stated

Minnesota Department of Health
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{01730} | Continued From page 13 {01730}

although R19 mostly self administered her oral
medications, she still asked for assistance from
the ULP for her topical diclofenac gel (for pain) to
her thigh.

R19's Medication Administration Record (MAR)
dated June 2023, indicated she receilved one
medication for cholesterol, two for diabetes
mellitus, one for thyroid, two for high blood
pressure, one for gastric reflux, one blood
thinner, one for depression, one oral medication
for pain, one injectable medication for emergency
management of low blood sugar, two topical (on
the skin) pain medications and one topical
antifungal powder.

R19's Individualized Medication Management
Plan dated July 8, 2023, indicated delegated
medication tasks for ULP included oral
administration but lacked the delegated tasks of
topical medications and an injectable
medications.

On July 19, 2023, at 12:45 p.m. registered nurse
(RN)-P reviewed R19's Medication Plan and
confirmed it did not include the delegated
administration of a topical medication and an
Injectable medication.

The licensee’'s Medication Management
Individualized Plan policy dated April 13, 2023,
Indicated the medication plan would include the
Identification of medication management tasks
that may be delegated to unlicensed personnel.

{01940} 144G.72 Subd. 3 Individualized treatment or {01940}
SS=D | therapy managemen

For each resident receiving management of
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{01940} | Continued From page 14 {01940}

ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include In the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
Individualized treatment and therapy
management record for each resident which must
contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(9) any resident-specific requirements relating to
documentation of treatment and therapy
recelved, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to develop an
Individualized treatment management plan to

Include all required content for one of four
residents (R19).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
Minnesota Department of Health
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{01940} | Continued From page 15 {01940}

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 Iisolated scope (when one or a
limited number of residents are affected or one or
a imited number of staff are involved or the
situation has occurred only occasionally).

R19

R19's diaghoses included diabetes mellitus
(inability to regulate blood sugar), hypertension
(high blood pressure), hemiplegia (weakness or
Inability to effectively use half of the body), and
anxiety.

R19's Service Plan (Addendum A) dated July 11,
2023, included blood glucose (blood sugar)
checks.

On July 18, 2023, at 8:50 a.m. unlicensed
personnel (ULP)-T was observed to complete a
blood sugar check for R19.

On July 19, 2023, at 10:20 a.m. ULP-U stated
R19 received daily blood sugar checks by staff
and assistance with a lower extremity brace.

R19's Medication Administration Record (MAR)
dated June 2023, included "check blood glucose
once daily”, but lacked directions or parameters
for when to notify the nurse.

R19's Individualized Treatment/Therapy
Management Plan dated June 26, 2023, included
the treatment of lower extremity brace
assistance, but lacked the treatment of blood
glucose checks and lacked parameters when
ULP should contact the nurse.

On July 19, 2023, at 12:30 p.m. registered nurse

Minnesota Department of Health
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{01940} | Continued From page 16 {01940}

(RN)-P reviewed R19's record contents and
stated the treatment plan lacked the treatment of
blood glucose checks and lacked parameters for
when ULP should notify nursing.

The licensee's Treatment and Therapy
Management Plan dated April 13, 2023, indicated
the plan would identify the treatment or therapy
tasks that would be delegated to unlicensed
personnel and procedures for notifying a
registered nurse or appropriate licensed health
professional when a problem arises with
treatments or therapy services.

No further information was provided.

{02040} 144G .81 Subdivision 1 Fire protection and {02040}
SS=F | physical environment

An assisted living facility with dementia care that
has a secured dementia care unit must meet the
requirements of section 144G .45 and the
following additional requirements:

(1) a hazard vulnerability assessment or safety
risk must be performed on and around the
property. The hazards indicated on the
assessment must be assessed and mitigated to
protect the residents from harm; and

(2) the facility shall be protected throughout by an
approved supervised automatic sprinkler system
by August 1, 2029.

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

{02110} 144G.82 Subd. 3 Policies {02110}
SS=C

(a) In addition to the policies and procedures
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required in the licensing of all facilities, the
assisted living facility with dementia care licensee
must develop and implement policies and
procedures that address the:

(1) philosophy of how services are provided
based upon the assisted living facility licensee's
values, mission, and promotion of
person-centered care and how the philosophy
shall be implemented,;

(2) evaluation of behavioral symptoms and
design of supports for intervention plans,
Including nonpharmacological practices that are
person-centered and evidence-informed,;

(3) wandering and egress prevention that
provides detailed instructions to staff in the event
a resident elopes;

(4) medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications;

(5) staff training specific to dementia care;

(6) description of life enrichment programs and
how activities are implemented;

(7) description of family support programs and
efforts to keep the family engaged,;

(8) limiting the use of public address and
Intercom systems for emergencies and
evacuation drills only;

(9) transportation coordination and assistance to
and from outside medical appointments; and
(10) safekeeping of residents’ possessions.

(b) The policies and procedures must be provided
to residents and the residents’ legal and
desighated representatives at the time of
move-in.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure policies and procedures
Minnesota Department of Health
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{02110} | Continued From page 18 {02110}

required in the licensing of assisted living facilities
with dementia care were provided to each
resident and/or the resident's legal and
designhated representative at the time of move-in
for six of six residents (R1, R2, RS, R6, R19,
R20).

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

The findings included:

The licensee was licensed as an Assisted Living
with Dementia Care facility on August 1, 2022.

R1, R2, RS, R6, R19, and R20's records lacked
documentation for recelpt of the required Assisted
Living with Dementia Care policies and
procedures at the time of resident move-in, to
Include:

- philosophy of how services were provided based
upon the assisted living facility licensee's values,
mission, and promotion of person-centered care
and how the philosophy shall be implemented;

- evaluation of behavioral symptoms and design
of supports for intervention plans, including
nonpharmacological practices that were
person-centered and evidence-informed;

- wandering and egress prevention that provides
detailed instructions to staff in the event a
resident elopes;

- medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic

Minnesota Department of Health
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medications;

- staff training specific to dementia care;

- description of life enrichment programs and how
activities were implemented;

- description of family support programs and
efforts to keep the family engaged;

- limiting the use of public address and intercom
systems for emergencies and evacuation drills
only;

- fransportation coordination and assistance to
and from outside medical appointments; and

- safekeeping of residents’ possessions.

On July 18, 2023, at 2:19 p.m. registered nurse
(RN)-Q confirmed they had not provided
residents/legal representative or designated
representative the dementia policies and
procedures at the time of move-in. RN-Q
provided the surveyor with a copy of the
admission paperwork which was given to
residents/legal representative or designated
representative at the time of move-in. RN-Q
confirmed though the packet included some
Information related to the licensee's dementia
services, the dementia policies had not been
provided to the residents, nor their legal and
designated representative at the time of move In,
or after they had acquired the required dementia
care policies.

The licensee’s Assisted Living with Dementia
Care Additional Required Policies policy dated
April 10, 2023, indicated "Because [licensee
name] has an Assisted Living with Dementia Care
license, In addition to the policies and procedures
required for the facility written policies and
procedures must address the following list. In
addition, these policies and procedures must be
provided to residents and the residents' legal and
designated representatives at the time of
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move-in. The policies can be provided In
electronic format if desired.”

No further information provided.
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DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

NOTICE OF CONDITIONAL LICENSE
Electronically Delivered
May 10, 2023

Licensee
Oak Park Place Of Albert Lea

1615 Bridge Avenue
Albert Lea, MN 56007

RE: Conditional License Number 408344
Health Facility Identification Number (HFID) 30707

Project Number(s) SL30707015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on March 13, 2023, 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.20, MDH is issuing a 90-day conditional license due to
expire on August 8, 2023.

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 S500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20 for widespread violations;
Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism
authorized in § 144G.20.
Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized
in § 144G.20.

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



Oak Park Place Of Albert Lea
May 10, 2023
Page 2

MDH may assess fines based on the level and scope of the correction orders outlined below. The total amount
of potential fines that may be assessed related to these correction orders is $18,500.

MDH is not imposing these fines against your license at this time.

St - 0- 0250 - 144g.20 Subd. 1 - Conditions = $500.00

St - 0- 0350 - 144g.30 Subd. 8 - Notice Of Noncompliance = $3,000.00

St -0-1290 - 144g.60 Subd. 1 - Background Studies Required = $3,000.00

St - 0-1620 - 144g.70 Subd. 2 (c-E) - Initial Reviews, Assessments, And Monitoring = $3,000.00
St-0-1750 - 144g.71 Subd. 7 - Delegation Of Medication Administration = $3,000.00

St - 0-1950 - 144g.72 Subd. 4 - Administration Of Treatments And Therapy = $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 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. If corrections are not made, MDH may
impose fines as described above and in accordance with Minnesota Statutes Chapter 144G.

The correction order documentation should include the following:

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

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

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

CORRECTION ORDER RECONSIDERATION PROCESS

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

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.

Please email reconsideration requests to: Health.HRD.Appeals@state.mn.us. Please attach this letter
as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and

submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:



Oak Park Place Of Albert Lea
May 10, 2023
Page 3

Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

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 MDH within 15 business days of the correction order

receipt date. The request must contain a brief and plain statement describing each matter or issue
contested and any new information you believe constitutes a defense or mitigating factor. Requests

for hearing may be emailed to: Health.HRD.Appeals@state.mn.us.

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.

CONDITIONAL LICENSE ISSUED:

MDH will issue Oak Park Place Of Albert Lea a conditional 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 Oak Park Place Of Albert Lea is in substantial compliance.

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

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

b. No new admissions: Oak Park Place Of Albert Lea will not admit any new
residents under its conditional assisted living facility license until MDH
removes the “no new admissions” condition. Oak Park Place Of Albert Lea
must provide MDH:

I. A list of the names and birthdates of any individuals Oak Park Place Of
Albert Lea 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
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Current payment source for services
4. If Elderly Waiver, the name and contact information of the care

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

of their representative and how to contact the representative

Consultant: Oak Park Place Of Albert Lea will contract with an RN to provide
consultation concerning all resident(s) to whom Oak Park Place Of Albert Lea
provides licensed assisted living services under the conditional license. The
consultant must have access to all resident(s) receiving services from Oak Park

Place Of Albert Lea. 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 Oak Park Place Of Albert Lea and MDH must
review the RN’s credentials and approve the selection. Oak Park Place Of
Albert Lea is responsible for the expense of the contract with the RN. The
main purpose of the consultant is to provide guidance to Oak Park Place Of
Albert Lea in an effort to help Oak Park Place Of Albert Lea 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. Oak Park Place Of Albert Lea
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.

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 Oak
Park Place Of Albert Lea and the RN consultant about a change. Each report will
be electronically submitted to Jodi Johnson, Supervisor, State Evaluation Team,
Health Regulation Division, at jodi.johnson@state.mn.us. Jodi Johnson can be
reached at 507-344-2730 (office) with questions about reports. The content of
the reports will include information such as:

V.

VI.

Progress towards correction of orders;

Observations of staff delivering assisted living services and the level of
competency observed;

Conversations with residents and family members about satisfaction with
assisted living services;

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;

Overall impressions about the quality of the assisted living services delivered;
Overall impressions about the dignity with which the residents and their family
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members are treated;
vii. Concerns; and

viii. Any other information requested by MDH or considered important by the RN
consultant(s).

e. Monitoring visits: MDH may make unannounced monitoring visits to assess the
progress of Oak Park Place Of Albert Lea to correct the violations cited during the
survey as well as to determine the overall practice of Oak Park Place Of Albert
Lea 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 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 license if MDH identifies any level 3 or 4
violations or widespread care related violations.

g. Corrective Action Plan: Oak Park Place Of Albert Lea will develop and work

within a corrective action plan (CAP). The CAP is a working document that

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 LICENSE PERIOD:

MDH will determine if Oak Park Place Of Albert Lea is in substantial compliance based on the results
of the follow up survey. MDH will make this determination within the 90-day conditional license
period. If MDH determines Oak Park Place Of Albert Lea is in substantial compliance on the follow up
survey, MDH will remove the conditions from Oak Park Place Of Albert Lea’s assisted living facility
license, and Oak Park Place Of Albert Lea will correct violations identified during the survey to come
into substantial compliance. If MDH determines Oak Park Place Of Albert Lea is not in substantial
compliance, MDH may take additional enforcement action against Oak Park Place Of Albert Lea,
including placement of additional conditions, issuing a second conditional license, or employ any of
the enforcement tools listed in Minn. Stat. § 144G.20 up to and including immediate temporary
suspension and revocation.

REQUESTING A HEARING:
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Pursuant to Minn. Stat. §144G.20, Subd. 17 (c), the licensee may appeal an order immediately
temporarily suspending a license or issuing a conditional license. The appeal must be made in writing
by certified mail or personal service. If mailed, the appeal must be postmarked and sent to the
commissioner within five calendar days after the license holder receives notice. If an appeal is made
by personal service, it must be received by the commissioner within five calendar days after the
license holder received the order. The request for hearing should be addressed to:

Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place

St. Paul, MN 55164-0970
Health.HRD.Appeals@state.mn.us

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 Jodi Johnson directly at: 507-344-2730.

Sincerely,

MowaHiog—

Maria King, RN
Division Director

Minnesota Department of Health
Health Regulation Division

PMB
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Minnesota State Statutes for Assisted
In accordance with Minnesota Statutes, section Living License Providers. The assigned
144G .08 to 144G.95, these correction orders are tag number appears in the far left column
Issued pursuant to a survey. entitled "ID Prefix Tag.” The state Statute
number and the corresponding text of the
Determination of whether violations are corrected state Statute out of compliance is listed In
requires compliance with all requirements the "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
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considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings Is the Time Period for Correction.

SL30707015-0
PLEASE DISREGARD THE HEADING OF

On March 6-13, 2023, the Minnesota Department THE FOURTH COLUMN WHICH
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provider, and the following correction orders are CORRECTION." THIS APPLIES TO
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active residents; 44 of whom were receiving WILL APPEAR ON EACH PAGE.

services under the Assisted Living with Dementia

Care license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR

0350: An immediate correction order was issued VIOLATIONS OF MINNESOTA STATE

on March 7, 2023. The immediacy was removed; STATUTES.

however, non-compliance remains at a level 3,

widespread scope (). The letter in the left column is used for
tracking purposes and reflects the scope

1290: An immediate correction order was issued and level issued pursuant to 144G.31

on March 7, 2023. The immediacy was removed,; subd. 1, 2, and 3.

however, non-compliance remains at a level 3,
pattern scope (H).

1620: An Immediate correction order was issued
on March 10, 2023. The immediacy was
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LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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lllegal act in the provision of assisted living
Services;
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(4) obtains the license by fraud or
misrepresentation;

(5) knowingly makes a false statement of a
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removed; however, non-compliance remains at a
level 3, widespread scope ().
1750: An immediate correction order was issued
on March 8, 2023. The immediacy was removed;
however, non-compliance remains at a level 3,
widespread scope ().
1950: An immediate correction order was issued
on March 8, 2023. The immediacy was removed;
however, non-compliance remains at a level 3,
widespread scope ().
2310: An immediate correction order was Issued
on March 10, 2023. The immediacy was
removed; however, non-compliance remains at a
level 3, isolated scope (G).
0 250] 144G.20 Subdivision 1 Conditions 0 250
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any other record or report required by this
chapter;

(6) denies representatives of the department
access to any part of the facility's books, records,
files, or employees;

(7) Interferes with or impedes a representative of
the department in contacting the facility's
residents;

(8) Interferes with or impedes ombudsman
access according to section 256.9742,
subdivision 4, or interferes with or impedes
access by the Office of Ombudsman for Mental
Health and Developmental Disabilities according
to section 245.94, subdivision 1;

(9) interferes with or impedes a representative of
the department in the enforcement of this chapter
or fails to fully cooperate with an inspection,
survey, or investigation by the department;

(10) destroys or makes unavailable any records
or other evidence relating to the assisted living
facility's compliance with this chapter;

(11) refuses to Initiate a background study under
section 144.057 or 245A.04;

(12) fails to timely pay any fines assessed by the
commissioner:;

(13) violates any local, city, or township ordinance
relating to housing or assisted living services;
(14) has repeated incidents of personnel
performing services beyond their competency
level: or

(15) has operated beyond the scope of the
assisted living facllity's license category.

(b) A violation by a contractor providing the
assisted living services of the facility is a violation
by the facllity.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to show they met the requirements
Minnesota Department of Health

STATE FORM 6899 49KY 11 If continuation sheet 3 of 182
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of licensure, by attesting the managerial officials
who oversaw the day-to-day operations
understood applicable statutes and rules; nor
developed and/or implemented current policies
and procedures as required with records
reviewed. This had the potential to affect all
residents, staff, and visitors.

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

The findings include:

During the entrance conference on March 6,
2023, at 11:45 a.m., licensed assisted living
director (LALD)-A stated the licensee's
employees in charge of the facility were familiar
with the assisted living regulations and the
licensee provided medication and treatment
management services.

The licensee'’s Application for Assisted Living
License, section titled Official Verification of
Owner or Authorized Agent, (page four and five of
the application), identified, | certify | have read
and understand the following: [a check mark was
placed before each of the following]:

- | have read and fully understand Minn.
[IMinnesota] Stat. [statute] sect. [section]
144G .45, my building(s) must comply with
subdivisions 1-3 of the section, as applicable
section Laws 2020, 7th Spec. [special] Sess

Minnesota Department of Health
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[session]., chpt. [chapter] 1. art. [article] 6, sect.
17.

- | have read and fully understand Minn. Stat.
sect. 144G.80, 144G.81. and Laws 2020, /th
Spec. Sess., chpt. 1, art. 6, sect. 22, my
building(s) must comply with these sections if
applicable.

- Assisted Living Licensure statutes in Minn. Stat.
chpt. 144G.

- Assisted Living Licensure rules in Minnesota
Rules, chpt. 4659.

- Reporting of Maltreatment of Vulnerable Adults.
- Electronic Monitoring in Certain Facilities.

- | understand pursuant to Minn. Stat. sect. 13.04
Rights of Subjects of Data, the Commissioner will
use information provided in this application, which
may Include an in-person or telephone
conference, to determine if the applicant meets
requirements for assisted living licensing. |
understand | am not legally required to supply the
requested information; however, failure to provide
Information or the submission of false or
misleading information may delay the processing
of my application or may be grounds for denying
a license. | understand that information submitted
to the commissioner in this application may, In
some circumstances, be disclosed to the
appropriate state, federal or local agency and law
enforcement office to enhance investigative or
enforcement efforts or further a public health
protective process. Types of offices include Adult
Protective Services, offices of the ombudsmen,
health-licensing boards, Department of Human
Services, county or city attorneys' offices, police,

Minnesota Department of Health
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local or county public health offices.

- | understand in accordance with Minn. Stat.
sect. 144.051 Data Relating to Licensed and
Registered Persons (opens in a hew window), all
data submitted on this application shall be
classified as public information upon issuance of
a provisional license or license. All data submitted
are considered private until MDH issues a
license.

- | declare that, as the owner or authorized agent,
| attest that | have read Minn. Stat. chapter 144G,
and Minnesota Rules, chapter 4659 governing
the provision of assisted living facilities, and
understand as the licensee | am legally
responsible for the management, control, and
operation of the facility, regardless of the
existence of a management agreement or
subcontract.

- | have examined this application and all
attachments and checked the above boxes
Indicating my review and understanding of
Minnesota Statutes, Rules, and requirements
related to assisted living licensure. To the best of
my knowledge and believe, this information is
true, correct, and complete. | will notify MDH, iIn
writing, of any changes to this information as
required.

- | attest to have all required policies and
procedures of Minn. Stat. chapter 144G and
Minn. Rules chapter 4659 in place upon licensure
and to keep them current as applicable.

Page six was electronically signed by authorized
agent on May 31, 2022.

The licensee had an assisted living license issued

Minnesota Department of Health
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on August 1, 2022, with an expiration date of
August 30, 2023.

The licensee failed to ensure the following
policies and procedures were developed and/or
Implemented:

- requirements in section 626.557, reporting of
maltreatment of vulnerable adults:

- conducting and handling background studies on
employees;

- orientation, training, and competency
evaluations of staff, and a process for evaluating
staff performance;

- handling complaints regarding staff or services
provided by staff;

- conducting initial evaluations of residents’ needs
and the providers' ability to provide those
Services;

- conducting Initial and ongoing resident
evaluations and assessments of resident needs,
Including assessments by a registered nurse or
appropriate licensed health professional, and how
changes In a resident's condition are identified,
managed, and communicated to staff and other
health care providers as appropriate;

- orientation to and implementation of the
assisted living bill of rights;

- Infection control practices;

- conducting appropriate screenings, or
documentation of prior screenings, to show that
staff are free of tuberculosis, consistent with
current United States Centers for Disease Control
and Prevention standards;

- ensuring that nurses and licensed health
professionals have current and valid licenses to
practice;

- medication and treatment management;

- delegation of tasks by registered nurses or
licensed health professionals; and

- supervision of unlicensed personnel performing
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delegated tasks.

As a result of this survey, the following orders
were issued 0510, 0630, 0660, 1290, 1370,
1380, 1470, 1500, 1540, 1620, 1700, 1730, 1750,
1760, 1770, 1820, 1830, 1880, 1890, 1910, 1940
1950, and 2240 indicating the licensee's
understanding of the Minnesota statutes were

limited, or not evident for compliance with
Minnesota Statutes, section 144G.08 to 144G.95.

In addition, the licensee failed to provide
requested information in a timely manner when it
was requested by the surveyors. This caused a
delay in completing the survey process in a timely
manner.

No further information was provided.

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

0 350] 144G.30 Subd. 8 Notice of noncompliance 0350
SS=|
If the commissioner finds that the applicant or a
facility has not corrected violations by the date
specified in the correction order or conditional
license resulting from a survey or complaint
Investigation, the commissioner shall provide a
notice of noncompliance with a correction order
by e-mailing the notice of noncompliance to the
facility. The noncompliance notice must list the
violations not corrected.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review the licensee failed to comply with the plan
of correction from an immediate order issued on

Minnesota Department of Health
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March 7, 2023, for background study clearance.
This resulted in an immediate order on March 13,
2023, at 10:40 a.m.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death) and was
Issued at a 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 March 7, 2023, the licensee was issued an
Immediate order for failure to ensure a proper
background clearance was completed for all

licensee staff. The immediacy was lifted on
March 8, 2023, at 2:56 p.m.

On March 8, 2023, at 12:05 p.m. licensed
assisted living director (LALD)-A provided a plan
of correction via email to include:

"Plan of Correction / Revised 3/8/23
Audit/compare roster of eligible employees in Net
Study to our employee roster.

Compose a list of employees that need to have
their background study re-submitted.

Meet with DHCS [director of health care services]
to revise a schedule reflecting our need to have
those employees supervised until their
background study check iIs cleared.

DOH [director of housing] will iImmediately begin
re-submitting the necessary background study
checks on Netstudy.
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