DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
July 19, 2023

Licensee

Carlton Place

813 3rd Street
Atkinson, MN 55718

RE: Project Number(s) SL30694015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on June 1, 2023, for the purpose of
evaluating and assessing compliance with state licensing statutes. Enclosed is a revised State Form
from the June 1, 2023 survey with findings being received by you on June 30, 2013. The Form has
been revised to remove tag 0480, as it should not have been included in the survey results.

Therefore, the Request for Reconsideration that the MDH received on July 12, 2023 regarding tag
0480 will not be reviewed and your request has been closed. There are no other changes.

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

If you have any questions, please contact me.

Sincerely,

sl

Jessica Chenze, Supervisor

State Evaluation Team

Email: jessica.chenzie@state.mn.us
Telephone: 218-332-5175 Fax: 651-281-9796

PMB

An equal opportunity employer. Letter ID: IS7N REVISED
09/13/2021
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FHATTENTION REVISED TO REMOVE TAG Minnesota Department of Health is
0480****** documenting the State Correction Orders
using federal software. Tag numbers have
AT TENTION been assigned to Minnesota State
Statutes for Assisted Living License
ASSISTED LIVING PROVIDER LICENSING Providers. The assighed tag humber
CORRECTION ORDER(S) appears In the far left column entitled "ID
Prefix Tag." The state Statute number and
In accordance with Minnesota Statutes, section the corresponding text of the state Statute
144G .08 to 144G.95, these correction orders are out of compliance is listed in the
Issued pursuant to a survey. "Summary Statement of Deficiencies”
column. This column also includes the
Determination of whether violations are corrected findings which are in violation of the state
requires compliance with all requirements requirement after the statement, "This
provided at the Statute number indicated below. Minnesota requirement is not met as
When Minnesota Statute contains several items, evidenced by." Following the surveyors'
faillure to comply with any of the items will be findings Is the Time Period for Correction.

considered lack of compliance.
PLEASE DISREGARD THE HEADING OF

INITIAL COMMENTS: THE FOURTH COLUMN WHICH

SL30694015 STATES,"PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO

On May 30, 2023, through June 1, 2023, the FEDERAL DEFICIENCIES ONLY. THIS

Minnesota Department of Health conducted a WILL APPEAR ON EACH PAGE.

survey at the above provider, and the following

correction orders are issued. At the time of the THERE IS NO REQUIREMENT TO

survey, there were 18 active residents receiving SUBMIT A PLAN OF CORRECTION FOR

services under the Assisted Living license. 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
subd. 1, 2, and 3.

0 100, 144G.10 Subdivision 1 License required 0 100
SS=F
(a)(1)?Beginning August 1, 2021, no assisted

living facility may operate in Minnesota unless it is

Minnesota Department of Health
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licensed under this chapter.?

(2) No facility or building on a campus may
provide assisted living services until obtaining the
required license under paragraphs (c) to (e).?
(b)?The licensee Is legally responsible for the
management, control, and operation of the
facility, regardless of the existence of a
management agreement or subcontract. Nothing
In this chapter shall in any way affect the rights
and remedies available under other law.?

(c) Upon approving an application for an assisted
living facility license, the commissioner shall
Issue a single license for each building that is
operated by the licensee as an assisted living
facility and Is located at a separate address,
except as provided under paragraph (d) or (e).?
(d) Upon approving an application for an assisted
living facility license, the commissioner may issue
a single license for two or more buildings on a
campus that are operated by the same licensee
as an assisted living facility. An assisted living
facility license for a campus must identify the
address and licensed resident capacity of each
building located on the campus in which assisted
living services are provided.?

(e) Upon approving an application for an assisted
living facility license, the commissioner may:?

(1) Issue a single license for two or more
buildings on a campus that are operated by the
same licensee as an assisted living facility with
dementia care, provided the assisted living facility
for dementia care license for a campus identifies
the buildings operating as assisted living facilities
with dementia care; or?

(2) Issue a separate assisted living facility with
dementia care license for a building that is on a
campus and that is operating as an assisted
living facility with dementia care.

Minnesota Department of Health
STATE FORM 6899 FX9511 If continuation sheet 2 of 31
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This MN Requirement Is not met as evidenced
by:

Based on observation, interview and record
review, the owner failed to maintain current
licensure to provide assisted living services to 13
residents.

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

Findings include:

On May 30, 2023, at 9:36 a.m., the surveyor
entered the facility and observed the facility
license hanging on the wall at the main entrance.
The licensee held an Assisted Living License for

a capacity of 24 residents and was effective
August 1, 2022, and expired April 30, 2023.

On May 30, 2023, at 10:30 a.m., during the facility
tour with clinical nurse supervisor (CNS)-B stated
she was aware the Assisted Living licensee
expired April 30, 2023, and stated licensed
assisted living director (LALD)-A was aware and
was working with the Minnesota Department of
Health (MDH) on getting the license renewed.
CNS-B confirmed the licensee had 18 residents
residing In the Assisted Living receiving services
by the licensee.

On May 31, 2023, at 7:05 a.m., the surveyor
observed unlicensed personnel (ULP)-E
administering R1's scheduled morning
medications.

Minnesota Department of Health
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On March 31, 2023, at 11:51 p.m., p.m., LALD-A
confirmed the facility's Assisted Living license
expired on April 30, 2023, and stated the
application was submitted and fees have been
paid; however, there was a hold up on getting one
of the licensee’'s board members fingerprints
completed to continue with the licensee renewal
process. LALD-A stated she had emaill
communications with MDH regarding the delay
and continues to work with MDH until the
Assisted Living licensee was renewed.

The licensee'’s Assisted Living License and
Posting policy date August 1, 2021, indicated the
Icensee would maintain a current Assisted Living
_icense Issued by the Minnesota Department of
-Health. The licensee would submit an annual
Icense renewal request to Minnesota Department
of Health at least 30 days before the expiration of
the current license. The issue license would be
posted at the main entrance of the facility.

No further information provided.

TIME PERIOD OF CORRECTION: Twenty-one
(21) Days

06300 144G.42 Subd. 6 (b) Compliance with 0 630
SS=F | 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

Minnesota Department of Health
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taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure an individual
abuse prevention plan (IAPP) was developed to

Include all the required content for two of two (R1,
R2) 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
fallure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

R1's diaghoses included high blood pressure,
atrial fibrillation (irregular heartbeat), chronic
Kidney disease, and congestive heart failure.

R1's Service Plan dated July 29, 2021, included
medication management, bathing assistance,
weight monitoring, assistance with compression
stockings, meals, housekeeping, laundry, and
safety checks.

On May 30, 2023, at 1:42 p.m., the surveyor
observed unlicensed personnel (ULP)-D
administer R1's afternoon medications.

R2's diagnhosis included mild cognitive

Minnesota Department of Health
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Impairment.

R2's Service Plan dated October 13, 2022,
Included medication management, bathing assist,
meals, laundry, housekeeping, and safety
checks.

R1 and R2's Vulnerability Assessment/Abuse
Prevention Plan dated August 19, 2020, and
October 13, 2022, respectively, identified areas of
vulnerabilities with interventions: however, lacked
a review of R1 and R2's susceptibility to abuse by
another individual and the risk of self-abuse.

On June 1, 2023, at 10:28 a.m., clinical nurse
supervisor (CNS)-B confirmed R1 and R2's |IAPP
did not assess R1 and R2's susceptibility to
abuse by another individual and the risk of
self-abuse. CNS-B stated all of the Vulnerability
Assessments/Abuse Prevention Plans were the
same for all residents.

The licensee's Individual Abuse Prevention Plan
dated August 1, 2021, the licensee would develop
and implement an |APP for each vulnerable adult.
The plan would 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
adult; 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.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)

Minnesota Department of Health
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0 650| 144G .42 Subd. 8 Employee records 0 650
SS=E

(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual
contractor providing services. The records must
Include the following information:

(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

(2) records of orientation, required annual training
and infection control training, and competency
evaluations:

(3) current job description, including
gualifications, responsibilities, and identification of
staff persons providing supervision;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and

(6) documentation of the background study as
required under section 144.057.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure employee
records contained the required content for three
of three employees (clinical nurse supervisor
(CNS)-B), unlicensed personnel (ULP)-D,
ULP-E).

This practice resulted in a level two violation (a

Minnesota Department of Health
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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 humber 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:

CNS-B

CNS-B had a start date of January 17, 2013, to
provide and supervise direct care services to the
licensee's residents.

CNS-B's employee record lacked an annual
performance review for 2023, identifying areas of

Improvement needed and training needs.

ULP-D

ULP-D had a start date of June 7, 2022, to
provide direct care under the licensee's assisted
living license.

On May 30, 2023, at 1:42 p.m., the surveyor
observed ULP-D administering R1's scheduled
afternoon medications.

ULP-D's employee record lacked documentation
of the following competency evaluations:

-care of teeth, gums, and oral prosthetic devices;
-standby assistance techniques and how to
perform them;

-reading and recording temperature, pulse, and
respirations of the client;

-safe transfer techniques and ambulation;

-range of motioning and positioning; and

-other RN/professionally delegated tasks(i.e.,

Minnesota Department of Health
STATE FORM 6899 FX9511 If continuation sheet 8 of 31
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monitoring vital signs, catheter or stoma care,
Broda chair, mechanical lifts).

ULP-E

ULP-E had a start date of August 18, 1989, to
provide direct care under the licensee's assisted
living license.

On May 31, 2023, at 8:07 a.m., the surveyor
observed ULP-E administering R4's scheduled
morning medications.

ULP-E's record lacked documentation of an
annual performance review identifying areas of
Improvement needed and training needs.

On May 31, 2023, at 11:34 a.m., administrative
assistant (AA)-G stated he was responsible for
maintaining employee records. AA-G stated he
was unable to locate ULP-D's entire employee
record. AA-G stated employee records consisted
of three different folders and ULP-D's folder of
training and competency evaluations were
missing from her employee record.

On May 31, 2023, at 11:56 a.m., AA-G stated
CNS-B did not have a current annual
performance review and last performance review
was from a different position in 2010. AA-G
further stated they were behind on completing
annual performance reviews for employees.

On May 31, 2023, at 12:06 p.m., the surveyor
completed an interview with ULP-D over the
phone. ULP-D stated she completed training and
had to demonstrate competency to CNS-B before
she was able to administer medications to
residents.

On June 1, 2023, at 8:42 a.m., CNS-B provided

Minnesota Department of Health
STATE FORM 6899 FX9511 If continuation sheet 9 of 31




PRINTED: 07/19/2023

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
30694 B. WING 06/01/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
813 3RD STREET
CARLTON PLACE
ATKINSON, MN 55718
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

0 650 | Continued From page 9 0 650

the surveyor with ULP-E's additional employee
documents and stated ULP-E did not have a
current annual performance review completed for
2023, and she was behind on completing
performance reviews.

On June 1, 2023, at 9:40 a.m., the surveyor
reviewed ULP-D's employee records with CNS-B
and CNS-B confirmed ULP-D's employee record
lacked documentation the required competency
evaluations were completed noted above.
CNS-B stated ULP-D's competency training's
were competed; however, they were unable to
locate the documentation the competency
evaluations were completed.

The licensee’'s Employee Records policy dated
August 1, 2021, indicated employee records
would be kept up-to-date and include:

-records of all training and in-service education
required and/or provided including record of
competency testing as required; and
-documentation of annual performance reviews
that identity areas of improvement needed and
training needs.

No further information was provided.

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

0 700, 144G .43 Subdivision 1 Resident record 0 700
SS=F
(b) Resident records, whether written or
electronic, must be protected against loss,
tampering, or unauthorized disclosure In
compliance with chapter 13 and other applicable
relevant federal and state laws. The facility shall
establish and implement written procedures to

Minnesota Department of Health
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control use, storage, and security of resident
records and establish criteria for release of
resident information.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure resident's
personal health and medical information was
protected and kept private. This had the potential
to affect all 18 residents.

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

The findings Include:

On May 30, 2023, from 10:30 a.m., through 2:52
p.m., the surveyor had several observations of
the nursing office door being propped open and
left unattended, binders of resident records
stored on an open shelf hanging on the wall.

On May 30, 2023, at 2:53 p.m., clinical nurse
supervisor (CNS)-B and the surveyor observed
the nursing office door propped open, no staff
present, and resident records being unprotected.
CNS-B stated the nursing office door should
elther be closed and locked, or staff need to be
present while the door was opened.

The licensee's Resident Record-Access and
Storage dated August 1, 2021, indicated resident
records would be kept confidential and locked in

Minnesota Department of Health
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a secured In an area only authorized by staff.
No further information was provided.

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

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

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

This MN Requirement Is not met as evidenced
by:

Based on observation and interview, the licensee
falled to maintain the facility's physical
environment in a continuous state of good repair
and operation regarding the health, safety, and
well-being of the residents. This had the potential
to directly affect a limited number of 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
Isolated scope (when one or a limited humber of
residents are affected or one or a limited number
of staff are involved, or the situation has occurred
only occasionally).

Findings include:

Minnesota Department of Health
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On a facility tour on May 30, 2023, at
approximately 11:30 a.m. with maintenance (M)-C
It was observed that the smoke alarm did not
operate In the corner bedroom of 2-bedroom unit
117. Smoke alarms are required to be operational
and maintained according to the manufacturer's
Installation instructions.

This deficient condition was visually verified by
M-C accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

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

(1) location and number of resident sleeping
rooms;

(2) 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

Minnesota Department of Health
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their own evacuation shall be trained on the
proper actions to take in the event of a fire to
Include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.

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

This MN Requirement Is not met as evidenced
by:

Based on record review and interview, the
licensee failed to maintain the facility's fire safety
and evacuation plan with required elements. 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).

Findings include:

A record review of available documentation and
Interview were conducted on May 30, 2023, at
approximately 10:30 a.m. of documents provided
by clinical nurse supervisor (CNS)-B and
maintenance (M)-C on the fire safety and
evacuation plan, fire safety and evacuation
training, and evacuation drills for the facility.

Minnesota Department of Health
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Record review of the available documentation
Indicated that employees did not receive training
on the facility fire safety and evacuation plan

upon initial hire and twice per year thereatfter.
Employee training on the fire safety and
evacuation plan is required to be conducted and
documented separately from fire evacuation drills.

All deficiencies were verified by CNS-B and M-C
during the interview at approximately 12:30 p.m.

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

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

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

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

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure a
background study was submitted and clearance
was received in affiliation with the assisted living

Minnesota Department of Health
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license for one of three employees (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) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).

The findings include:

ULP-D

ULP-D had a start date on June 7, 2022, to
provide direct care under the assisted living
licensee.

On May 30, 2023, at 1:42 p.m., the surveyor
observed ULP-D administering R1's scheduled
afternoon medications.

ULP-D's employee record contained a
background study clearance, affiliated with the
licensee's skilled nursing facility (SNF) dated
June 1, 2022.

On May 31, 2023, at 12:09 p.m., licensed
assisted living director (LALD)-A reviewed
ULP-D's background study and stated it was
affiliated with the licensee's (SNF) and not the
assisted living as required.

The licensee's Background Studies policy dated
August 1, 2021, indicated upon hire, the licensee
would conduct a Minnesota Department of
Human Services (DHS) Background Study using
the MN DHS NetStudy online program on all
employees, volunteers and contractors who have

Minnesota Department of Health
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or would have direct contact with the licensee's
residents.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2) day

01370 144G.61 Subd. 2 (a) Training and evaluation of 01370
SS=D| unlicensed personn

(a) Training and competency evaluations for all
unlicensed personnel must include the following:
(1) documentation requirements for all services
provided;

(2) reports of changes In the resident's condition
to the supervisor designated by the facility;

(3) basic infection control, including blood-borne
pathogens;

(4) maintenance of a clean and safe
environment;

(5) appropriate and safe techniques in personal
hygiene and grooming, including:

(1) hair care and bathing;

(1) care of teeth, gums, and oral prosthetic
devices:

(llf) care and use of hearing aids; and

(Iv) dressing and assisting with toileting;

(6) training on the prevention of falls;

(/) standby assistance techniques and how to
perform them;

(8) medication, exercise, and treatment
reminders;

(9) basic nutrition, meal preparation, food safety,
and assistance with eating;

(10) preparation of modified diets as ordered by a
licensed health professional;

(11) communication skills that include preserving
the dignity of the resident and showing respect for
the resident and the resident's preferences,

Minnesota Department of Health
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cultural background, and family;

(12) awareness of confidentiality and privacy;
(13) understanding appropriate boundaries
between staff and residents and the resident's
family;

(14) procedures to use in handling various
emergency situations; and

(15) awareness of commonly used health
technology equipment and assistive devices.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure training and
competency evaluations included all the required

training 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 start date of June 7, 2022, to
provide direct care under the licensee's assisted
living license.

On May 30, 2023, at 1:42 p.m., the surveyor
observed ULP-D administering R1's scheduled
afternoon medications.

ULP-D's employee record lacked R1 received the
following training and competency evaluations:
Minnesota Department of Health
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-preparation of modified diets as ordered by the
licenses health professional;

-communication skills that include preserving the
dignity the client and showing respect for the
client and the client's preferences, cultural
background, and family;

-understanding appropriate boundaries between
staff and clients and the client's family; and
-awareness of commonly used health technology
equipment and assisted devices.

On June 1, 2023, at 9:40 a.m., the surveyor
reviewed ULP-D's employee records with clinical
nurse supervisor (CNS)-B and CNS-B stated
ULP-D's employee record indicated R1's did not
complete the required training noted above.

The licensee's Competency Training Evaluations
policy dated August 1, 2021, indicated prior to
delegation of services the licensee must make
certain the ULP was trained in proper methods to
perform the tasks or procedures for each client
and are able to demonstrate the abillity to
competently follow the procedures and perform
the tasks. Training and competency evaluations
for all ULPs would include:

—-preparation of modified diets as ordered by the
licenses health professional;

-communication skills that include preserving the
dignity the client and showing respect for the
client and the client's preferences, cultural
background, and family;

-understanding appropriate boundaries between
staff and clients and the client's family; and
-awareness of commonly used health technology
equipment and assisted devices.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
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01470| 144G.63 Subd. 2 Content of required orientation 01470
SS=D
(a) The orientation must contain the following
topics:

(1) an overview of this chapter;

(2) an introduction and review of the facility's
policies and procedures related to the provision
of assisted living services by the individual staff
person;

(3) handling of emergencies and use of
emergency services;

(4) compliance with and reporting of the
maltreatment of vulnerable adults under section
626.557 to the Minnesota Adult Abuse Reporting
Center (MAARC);

(9) the assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights;

(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person;

(7) handling of residents’ complaints, reporting of
complaints, and where to report complaints,
Including information on the Office of Health
Facility Complaints;

(8) consumer advocacy services of the Office of
Ombudsman for Long-Term Care, Office of
Ombudsman for Mental Health and
Developmental Disabilities, Managed Care
Ombudsman at the Department of Human
Services, county-managed care advocates, or
other relevant advocacy services; and

(9) a review of the types of assisted living
services the employee will be providing and the
facility's category of licensure.

(b) In addition to the topics in paragraph (a),
orientation may also contain training on providing

Minnesota Department of Health
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services to residents with hearing loss. Any
training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
Include training on one or more of the following
topics:

(1) an explanation of age-related hearing loss
and how it manifests itself, its prevalence, and
the challenges it poses to communication;

(2) health impacts related to untreated
age-related hearing loss, such as increased
Incidence of dementia, falls, hospitalizations,
Isolation, and depression; or

(3) information about strategies and technology
that may enhance communication and
Involvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access In real time, and closed captions.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure one of one
employee, unlicensed personnel (ULP)-D's
employee record contained orientation to assisted
living facility licensing to include all the required
topics.

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:
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ULP-E had a start date of June 7, 2022, to
provide direct care under the licensee's assisted
living license.

On May 30, 2023, at 1:42 p.m., the surveyor
observed ULP-D administering R1's scheduled
afternoon medications.

ULP-D's employee <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>