
P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

September 26, 2023

Licensee
Point-One Home Health, LLC
4500 East 46th Street
Minneapolis, MN 55406

RE: Project Number(s) SL37592015

Dear Licensee:

On August 29, 2023, the  Minnesota Department  of Health completed  a follow-up survey of your
facility to determine  if orders from the May 17, 2023, survey were corrected.  This follow-up survey
verified that  the  facility is in substantial  compliance.
You are  encouraged  to retain  this document for your records. It is your responsibility to share  the
information contained  in the  letter  with your organization’s Governing Body.

Please  feel free to call me with any questions.

Sincerely,

Jess Schoenecker, Supervisor
State Evaluation Team
Email: jess. schoenecker@state. mn.us
Telephone: 651-201-3789 Fax: 651-281-9796
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P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

Electronically Delivered

June 5, 2023

Licensee
Point-One Home Health, LLC
4500 East 46th  Street
Minneapolis, MN 55406

RE: Project Number(s) SL37592015

Dear Licensee:

The Minnesota  Department  of Health (MDH) completed  a survey on May 17, 2023, for the  purpose  of
evaluating and assessing compliance with state  licensing statutes.  At the  time of the  survey, the  MDH
noted  violations of the  laws pursuant  to  Minnesota  Statute,  Chapter  144G, Minnesota  Food Code,
Minnesota  Rules Chapter  4626, Minnesota  Statute  626.5572 and/ or Minnesota  Statute  Chapter
260E.

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

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

Level 1: no fines or enforcement.
Level 2: a fine of $500 per  violation, in addition  to  any enforcement  mechanism  authorized  in

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

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

§ 144G.20.

In accordance  with Minn. Stat. § 144G.31, Subd. 4 (a)(5), the  MDH may impose fine amounts  of either
$1,000 or $5,000 to  licensees  who are  found to  be responsible  for maltreatment.
The MDH may impose a fine of $1,000 for each  substantiated  maltreatment  violation that  consists of
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abuse,  neglect,  or financial exploitation  according to  Minn. Stat. § 626.5572, Subds. 2, 9, 17. The
MDH also may impose a fine of $5,000 for each  substantiated  maltreatment  violation consisting of
sexual assault,  death,  or abuse  resulting in serious injury.

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

Therefore,  in accordance  with Minn. Stat. §§ 144G.01 to  144G.9999, the  following fines are  assessed
pursuant  to  this survey:

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

The refor e, in accor danc e wit h Minn. Sta t. §§ 144G.01 to  144G.999 9, the  total  amount  you are
assessed  is $3,000.00. You will be invoiced approximately  30 days after  receipt  of this notice,  subject
to  appeal .

DOCUMENTATION OF ACTION TO COMPLY
In accorda nce with Mi nn. Stat.  § 144G.30, Sub d. 5(c), th e lic ens ee  mus t docum ent  ac tions taken  to
comply with the  correction  orders  within the  time period  outlined  on the  state  form; however,  plans
of correction  are  not  required  to  be submitted  for approval.

The correction  order  documentation  should include the  following:

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

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

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

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.

Plea se em ail rec ons ider at  ion requ  ests  to: Health.HRD.Appeals@state. mn.us. Pl ease  at  tach this



Point-One Home Health, LLC
June 5, 2023
Page 3

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

REQUESTING A HEARING
Alternatively, in accordance  with Minn. Stat. § 144G.31, Subd. 5(d), an assisted  living provider  that
has been  assessed  a fine under  this subdivision has a right to  a reconsideration  or a hearing  under
this section  and chapter  14. Pursuant  to  Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request  for a
hearing must  be in writing and received by the  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 hearin  g may be em ailed to: Health.HRD.Appeals@state. mn.us.

To appe  al fi nes via re cons iderat  ion , pl ease  follow the procedu  re outl ined abo ve. Plea se no te  tha  t you
may re que  st a rec onside rati on or a hearing, bu t not bot  h.

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,

Jess Schoenecker,  Supervisor
State  Evaluation Team
Email: jess.schoenecker@ state. mn.us
Telephone:  651-201-3789 Fax: 651-281-9796

PMB
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******ATTENTION******

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER( S)

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

Determination  of whether  violations  are  corrected
requires  compliance  with all requirements
provided  at  the  Statute  number  indicated  below.
When  Minnesota  Statute  contains  several  items,
failure  to comply  with any  of the  items  will be
considered  lack  of compliance.

INITIAL COMMENTS:
SL37592015

On  May 15,  2023  through  May 17,  2023,  the
Minnesota  Department  of Health  conducted  a
survey  at  the  above  provider,  and  the  following
correction  orders  are  issued.  At the  time  of the
survey,  there  was  one  (1) active  resident
receiving  services  under  the  Assisted  Living
license  with Dementia  Care.

An immediate  correction  order  was  identified  on
May 17,  2023,  issued  for SL37592015- 0,  tag
identification  0820.

On  May 18,  2023,  at  8:32  p.m.  the  immediacy  of
correction  order  0820  was  removed,  however
non- compliance  remained  at  a  scope  and  level  of
H.

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

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

THERE  IS NO REQUIREMENT  TO
SUBMIT A PLAN OF CORRECTION  FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

The  letter  in the  left column  is used  for
tracking  purposes  and  reflects  the  scope
and  level  issued  pursuant  to 144G. 31
subd.  1,  2,  and  3.

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

0 110

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

STATE FORM 6899  TBC611 If continuation  sheet  1 of 22
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Each  assisted  living facility must  employ  an
assisted  living director  licensed  or permitted  by
the  Board  of Executives  for Long Term Services
and  Supports. ?

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  the  licensed  assisted
living director  (LALD) was  listed  as  the  Director  of
Record  for the  licensee.  This  had  the  potential  to
affect  all the  licensee' s  residents,  staff,  and
visitors.

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

The  findings  include:

Licensed  assisted  living director/ registered  nurse
(LALD/RN)-A obtained  an  assisted  living director
license  on  January  9,  2023.

On  May 13,  2023,  the  Board  of Executives  for
Long-Term Services  and  Support  (BELTSS)
website  indicated  LALD/RN-A held  a  current
assisted  living director  license  but  was  not  listed
as  Director  of Record  for the  licensee.

On  May 15,  2023,  at  10:05  a. m. , during  the
entrance  conference,  LALD/RN-A identified
themself  as  the  LALD for the  licensee.

Minnesota  Department  of Health
STATE FORM 6899 TBC611  If continuation  sheet  2 of 22
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0 110 Continued  From  page  2

On  May 15,  2023,  at  10:15  a. m.  LALD/RN-A
stated  they  did not  know  about  the  Director  of
Record  requirement.  LALD/RN-A stated  they
were  not  listed  as  the  Director  of Record  for the
licensee  and  would  contact  BELTSS  for
correction.

0 110

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Two (2)
days

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

(11) develop  and  implement  a  staffing  plan  for
determining  its staffing  level  that:
(i) includes  an  evaluation,  to be  conducted  at
least  twice  a  year,  of the  appropriateness  of
staffing  levels  in the  facility;
(ii) ensures  sufficient  staffing  at  all times  to meet
the  scheduled  and  reasonably  foreseeable
unscheduled  needs  of each  resident  as  required
by the  residents'  assessments  and  service  plans
on  a  24-hour  per  day  basis;  and
(iii) ensures  that  the  facility can  respond  promptly
and  effectively  to individual  resident  emergencies
and  to emergency,  life safety,  and  disaster
situations  affecting  staff  or residents  in the  facility;
(12)  ensure  that  one  or more  persons  are
available  24  hours  per  day,  seven  days  per  week,
who are  responsible  for responding  to the
requests  of residents  for assistance  with health  or
safety  needs.  Such  persons  must  be:
(i) awake;
(ii) located  in the  same  building,  in an  attached
building,  or on  a  contiguous  campus  with the
facility in order  to respond  within a  reasonable
amount  of time;
(iii) capable  of communicating  with residents;

0 470

Minnesota  Department  of Health
STATE FORM 6899 TBC611 If continuation  sheet  3 of 22
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0 470  Continued  From  page  3

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

0 470

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  a  staffing  plan  was
developed.  This  had  the  potential  to affect
residents  and  staff.

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:

The  licensee  held  an  assisted  living facility with
dementia  care  license.  The  licensee  was  licensed
for a  bed  capacity  of five residents.

The  licensee  failed  to develop  and  implement  a
staffing  plan  for determining  its staffing  level  that:
- included  an  evaluation,  to be  conducted  at  least
twice  a  year,  of the  appropriateness  of staffing
levels  in the  facility;
- Always ensured  sufficient  staffing  to meet  the
scheduled  and  reasonably  foreseeable
unscheduled  needs  of each  resident  as  required
by the  residents'  assessments  and  service  plans
on  a  24-hour  per  day  basis;  and
- ensured  that  the  facility can  respond  promptly
and  effectively  to individual  resident  emergencies
and  to emergency,  life safety,  and  disaster
situations  affecting  staff  or residents  in the  facility.

Minnesota  Department  of Health
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During  the  entrance  conference  on  May 15,  2023,
at  10:30  a. m. , a  copy  of the  facility's  staffing  plan
was  requested  from licensed  assisted  living
director/ registered  nurse  (LALD/RN)-A.

On  May 15,  at  12:30  p.m. , LALD/RN-A provided  a
copy  of the  daily facility staffing  schedule  which
was  posted  in the  main  dining/ living room  area
outside  of the  nursing  office.  LALD/RN-A stated
the  facility had  always  used  the  same  daily
staffing  schedule  and  staffing  policy. LALD/RN-A
stated  they  had  not  developed  a  written  staffing
plan  which  included  the  above  noted  required
content.

The  licensee' s  Staffing  and  Scheduling  Policy
dated  November  1,  2021,  indicated  the  clinical
nurse  supervisor  will develop  and  implement  a
written  staffing  plan  that  provides  an  adequate
number  of qualified  direct- care  staff  to meet  the
resident' s  needs  24-hours  a  day,  seven- days  a
week.

No further  information  was  provided.

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

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

0 480

(13)  offer to provide  or make  available  at  least  the
following services  to residents:
(B) food  must  be  prepared  and  served  according
to the  Minnesota  Food  Code,  Minnesota  Rules,
chapter  4626;  and

This  MN Requirement  is not  met  as  evidenced

Minnesota  Department  of Health
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by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  food  was
prepared  and  served  according  to the  Minnesota
Food  Code.

0 480

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

The  findings  include:

Please  refer  to the  included  document  titled,  Food
and  Beverage  Establishment  Inspection  Report
dated  May 15,  2023,  for the  specific  Minnesota
Food  Code  deficiencies.

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

0 650  144G. 42  Subd.  8 Employee  records
SS= D

(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;

0 650
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(3) current  job description,  including
qualifications,  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.

0 650

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to the  employee  record  contained
documentation  a  registered  nurse  (RN)
conducted  direct  supervision  of unlicensed  staff
performing  a  delegated  task  within 30  days  of
providing  services  for one  of one  employee
(unlicensed  personnel  (ULP)-B).

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-B was  hired  January  10,  2023,  to provide
direct  care  to the  licensee' s  residents.

ULP-B's  employee  record  lacked  documented
evidence  the  RN provided  direct  supervision  of
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ULP-B performing  delegated  nursing  tasks,
including  medication  administration  within 30
days  of being  delegated  the  task.

0 650

ULP-B's  employee  record  included  "30  Days  Staff
Performance  Review  Form"  dated  February  10,
2023,  but  the  document  lacked  evidence  the  RN
provided  direct  supervision  of ULP-B performing
delegated  nursing  tasks,  including  medication
administration.

On  May 17,  2023,  at  12:30  p.m.  licensed  assisted
living director/ registered  nurse  (LALD/RN)-A
stated  ULP-B's  record  lacked  evidence  the  RN
conducted  direct  supervision  of ULP-B
performing  a  delegated  task  within 30  days  of
providing  services.  RN-A stated  they  completed
supervision  of ULP-B performing  a  delegated
task,  but  no  documentation  was  provided.

The  licensee' s  6.17  Supervision  of Staff
-Delegated  Services  policy dated  November  1,
2021,  indicated  "Direct  supervision  of staff
performing  delegated  tasks  must  be  provided
within 30  calendar  days  after  the  date  on  which
the  individual  begins  working. "

No further  information  was  provided.

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

0 780  144G. 45  Subd.  2 (a)  (1) Fire  protection  and
SS= F physical  environment

0 780

(a)  Each  assisted  living facility must  comply  with
the  State  Fire  Code  in Minnesota  Rules,  chapter
7511,  and:

Minnesota  Department  of Health
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(1) for dwellings  or sleeping  units,  as  defined  in
the  State  Fire  Code:

(i) provide  smoke  alarms  in each  room  used
for sleeping  purposes;

(ii) provide  smoke  alarms  outside  each
separate  sleeping  area  in the  immediate  vicinity
of bedrooms;

(iii) provide  smoke  alarms  on  each  story
within a  dwelling unit,  including  basements,  but
not  including  crawl  spaces  and  unoccupied  attics;

(iv) where  more  than  one  smoke  alarm  is
required  within an  individual  dwelling unit or
sleeping  unit, interconnect  all smoke  alarms  so
that  actuation  of one  alarm  causes  all alarms  in
the  individual  dwelling unit or sleeping  unit to
operate;  and

(v) ensure  the  power  supply  for existing
smoke  alarms  complies  with the  State  Fire  Code,
except  that  newly  introduced  smoke  alarms  in
existing  buildings  may  be  battery  operated;

0 780

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to provide  smoke  alarms  that  are
interconnected  so  that  actuation  of one  alarm
causes  all alarms  in the  dwelling unit to actuate.
This  deficient  condition  had  the  ability to affect  all
staff  and  residents.

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

On  May 17,  2023,  approximately  from 11:45  a. m.
to 12:15  p.m. , survey  staff  toured  the  facility with
the  Registered  Nurse/  Licensed  Assisted  Living
Director  (RN/LALD)-A. It was  observed  that  the
sleeping  rooms  that  were  equipped  with smoke
alarms  were  not  interconnected  with the  other
smoke  alarms  in the  dwelling unit so  that
actuation  of one  alarm  would  cause  all alarms  to
operate.  This  deficient  condition  was  visually
verified  by RN/LALD-A accompanying  on  the  tour.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days.

0 800  144G. 45  Subd.  2 (a)  (4) Fire  protection  and
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.

0 800

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to maintain  the  physical  environment,
including  bedroom  #4 egress  window in a
continuous  state  of good  repair  and  operation
with regard  to the  health,  safety,  comfort,  and
well-being  of the  residents.  This  deficient
condition  had  the  potential  to affect  some  staff,
one  resident,  and  visitors.
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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:

On  May 17,  2023,  approximately  from 11:45  a. m.
to 12:15  p.m. , survey  staff  toured  the  facility with
the  Registered  Nurse/  Licensed  Assisted  Living
Director  (RN/LALD)-A. It was  observed  that  an
exterior- mounted  snow  shield  was  installed  over
the  window well of bedroom  #4 so  that  it was
obstructing  the  egress  window from opening
completely  to allow for egress.

RN/LALD-A visually  verified  this  deficient  finding
at  the  time  of discovery.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days.

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

0 810

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

(1) location  and  number  of resident  sleeping
rooms;

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

(3) fire protection  procedures  necessary  for
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residents;  and
(4) procedures  for resident  movement,

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

0 810

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  a  record  review  and  interview,  the
licensee  failed  to develop  a  fire safety  and
evacuation  plan  with 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.  This  had  the  potential
to affect  all staff,  residents,  and  visitors.

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

0 810

Findings  include:

A record  review  and  interview  were  conducted  on
May 17,  2023,  at  approximately  12:30  p.m.  with
the  Registered  Nurse/  Licensed  Assisted  Living
Director  (RN/LALD)-A on  the  fire safety  and
evacuation  plan,  fire safety  and  evacuation
training,  and  evacuation  drills for the  facility.

Record  review  of the  available  documentation
indicated  that  the  licensee  did not  have  employee
actions  to be  taken  in the  event  of a  fire or similar
emergency.  The  facility plan  indicated  to use
RACE  acronym  but  was  very  vague  and  did not
provide  complete  actions  for employees  to take  in
the  event  of a  fire or similar  emergency.  The
policy also  indicated  that  the  facility had  fire doors
held  open  by magnetic  door  holders  and  that
tenants  were  to remain  behind  the  fire doors  in
the  event  of a  fire. The  document  also  indicated
that  the  fire department  would  dispatch
immediately  due  to the  fire alarm  system  being
directly  wired  to the  fire station  suggesting  that
the  employees  or residents  do  not  need  to call
911 in the  event  of a  fire. On  the  facility tour
conducted  on  May 17,  2023,  it was  observed  that
the  facility did not  have  any  fire doors  or door
magnets  controlled  by the  fire alarm  system  and
that  the  fire alarm  system  was  single  station
smoke  alarms  and  not  a  central  fire alarm  system
that  is monitored  that  triggers  an  automatic
response.  During  interview,  RN/LALD-A
acknowledged  the  inappropriate  actions  in the
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plan.

0 810

Record  review  of the  available  documentation
indicated  that  the  licensee  did not  have  fire
protection  procedures  necessary  for residents
included  in the  fire safety  and  evacuation  plan.
During  interview,  RN/LALD-A verified  that  the  fire
safety  and  evacuation  plan  for the  facility lacked
these  provisions.

Record  review  of the  available  documentation
indicated  that  the  fire safety  and  evacuation  plan
did not  include  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.  The  facility plan  did
include  some  provisions  for the  relocation  of
residents  but  did not  specify  how to move  or
evacuate  residents  or identify the  unique  and
unusual  needs  of the  residents.  During  interview,
RN/LALD-A verified  that  the  fire safety  and
evacuation  plan  for the  facility lacked  these
provisions.

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

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

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

0 820

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to ensure  physical  facility elements  did not
constitute  a  distinct  hazard  to life. The  licensee
failed  to provide  resident  bedrooms  #1 and  #3
with the  minimum  window opening  meeting  the
minimum  state  standard  for egress.  This  affected
the  occupied  resident  bedroom  #3 on  the  main
floor.

This  practice  resulted  in a  level  three  violation (a
violation that  harmed  a  resident' s  health  or safety,
not  including  serious  injury, impairment,  or death,
or a  violation that  has  the  potential  to lead  to
serious  injury, impairment,  or death) , and  was
issued  at  a  pattern  scope  (when  more  than  a
limited number  of residents  are  affected,  more
than  a  limited number  of staff  are  involved,  or the
situation  has  occurred  repeatedly;  but  is not
found  to be  pervasive) .

The  findings  include:

On  May 17,  2023,  approximately  from 11:45  a. m.
to 12:15  p.m. , survey  staff  toured  the  facility with
the  Registered  Nurse/  Licensed  Assisted  Living
Director  (RN/LALD)-A. At approximately  11:55
a. m., survey  staff  opened  the  windows  in
occupied  resident  bedroom  #3 on  the  main  floor
for measurement.  Both  of the  double- hung  style
windows  had  measured  clear  openings  of 29
inches  in width and  21  inches  in height.  At

Minnesota  Department  of Health
STATE FORM 6899

We  immediately  moved  the  resident  to a
different  room  that  is in compliance.
Stephanie  saw  the  room.
We  are  working  on  the  other  corrections.
We  already  met  with a  contractor  who will
help  with the  work.
As soon  as  we  complete  we  will notify you.

Thank  you

Respectfully,

Amina  Keinan,  LALD, MBA, RN, BSN,
PHN,  CCM
Executive  Director
Point- One  Home  Health  Assisted  Living
Facility
4500  46th  Street  East
Minneapolis  MN 55406
Phone: 612- 877- 0797
Fax: 612- 314- 8700
https: //point-onehomehealth. com/

On  May 18,  2023,  at  8:32  p.m.  the
immediacy  of correction  order  0820  was
removed,  however  non- compliance
remained  at  a  scope  and  level  of H.
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approximately  12:00  p.m. , survey  staff  opened
the  windows  in unoccupied  resident  bedroom  #1
on  the  main  floor for measurement.  Both
of the  double- hung  style  windows  had  measured
clear  openings  of 29  inches  in width and  21
inches  in height.  Survey  staff  explained  to
RN/LALD-A that  at  least  one  egress  window in
each  bedroom  must  be  provided  to meet  the
minimum  state  standard  for an  egress  window to
be  a  complying  bedroom  for resident  occupancy.
RN/LALD-A verbally  confirmed  the  findings.

0 820

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

On  May 17,  2023,  at  approximately  1:00  p.m. , at
the  exit interview,  survey  staff  explained  to
RN/LALD-A that  an  immediate  correction  order
was  issued  for the  undersized  egress  windows.
RN/LALD-A acknowledged  the  above  finding.

No Further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Immediate

On  May 18,  2023,  at  8:32  p.m.  the  immediacy  of
correction  order  0820  was  removed,  however
non- compliance  remained  at  a  scope  and  level  of
H.

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

01620

(c) Resident  reassessment  and  monitoring  must
be  conducted  no  more  than  14  calendar  days
after  initiation of services.  Ongoing  resident

Minnesota  Department  of Health
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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 (5), the  facility shall  complete  an
individualized  initial review  of the  resident' s  needs
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  is earlier.

01620

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  reassessment  and  monitoring
must  be  conducted  no  more  than  90  calendar
days  from the  last  date  of the  assessment  using
the  uniform  assessment  tool, as  required,  for one
of one  resident  (R1) .

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or
safety  but  had  the  potential  to have  harmed  a
resident' s  health  or safety,  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
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situation  has  occurred  only occasionally) .

01620

The  findings  include:

R1 was  admitted  January  17,  2023,  and  had
diagnoses  to include  post  traumatic  stress
disorder  (PTSD)  and  bipolar.

R1's  Service  Plan  Agreement  dated  January  18,
2023,  indicated  services  included  medication
administration  and  reminders  with bathing  and
grooming.

R1's  record  included  uniform  assessment  tool
dated  January  18,  2023,  however,  lacked
evidence  that  an  RN conducted  ongoing  uniform
reassessments  to include  a  90-day
reassessment.

On  May 16,  2023,  at  1:44  p.m. , licensed  assisted
living director/ registered  nurse  (LALD/RN)-A
stated  R1' s  record  lacked  a  90-day
reassessment.  LALD/RN-A stated  they  completed
an  "ongoing  monitoring  & reassesment  form" and
there  was  no  change  to resident  condition  so  they
completed  nursing  note.  LALD/RN-A
acknowledged  nursing  note  does  not  address  the
physical  and  cognitive  needs  of the  resident
identified  in the  uniform  assessment  tool as
required.

The  licensee' s  6.01  Assessments,  Reviews,  and
Monitoring  policy dated  November  01,  2021,
indicated  "Resident  reassessment  and  monitoring
must  be  conducted  no  more  than  14  calendar
days  after  initiation of services  and  ongoing
reassessment  cannot  exceed  90  calendar  days
from the  last  date  of the  assessment. "

No further  information  was  provided.
Minnesota  Department  of Health
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TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days

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

02040

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:
Based  on  record  review  and  interview,  the
licensee  failed  to provide  a  hazard  vulnerability
assessment  or safety  risk assessment  of the
physical  environment  with mitigation  factors  on
and  around  the  property  for the  facility. This
deficient  practice  had  the  ability to affect  all staff,
residents,  and  visitors.

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

A record  review  and  interview  were  conducted
over  email  on  May 17,  2023,  through  May 19,
2023,  with the  Registered  Nurse/  Licensed
Assisted  Living Director  (RN/LALD)-A on  the
hazard  vulnerability  assessment  for the  physical
environment  of the  facility.

Record  review  of the  available  documentation
indicated  that  the  licensee  had  not  performed  a
hazard  vulnerability  assessment  with mitigation
factors  on  and  around  the  property.  In the  email
conversation,  RN/LALD-A verified  that  the
licensee  was  not  able  to provide  a  hazard
vulnerability  assessment  with mitigation  factors
for the  physical  environment  on  and  around  the
property.

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

02110  144G. 82  Subd.  3 Policies
SS= D

(a)  In addition  to the  policies  and  procedures
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;

02110
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(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
designated  representatives  at  the  time  of
move- in.

02110

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  the  assisted  living facility
with dementia  care  provided  the  required  policies
and  procedures  were  given  to the  residents  and
their  designated  representatives  for one  of one
resident  (R1) .

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or
safety  but  had  the  potential  to have  harmed  a
resident' s  health  or safety,  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
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situation  has  occurred  only occasionally) .

02110

The  findings  include:

On  May 15,  2023,  at  10:30  a. m. , during  the
entrance  conference,  licensed  assisted  living
director/ registered  nurse  (LALD/RN)-A stated  the
licensee  operated  under  an  assisted  living facility
with dementia  care  license  as  of August  1,  2021.

R1 had  an  admission  date  of January  17,  2023.
R1's  record  lacked  documentation  for receipt  of
required  policies  and  procedures  to be  provided
at  the  time  of move- in to the  facility.

On  May 17,  2023,  at  11:00  a. m. , LALD/RN-A
verified  R1' s  records  lacked  documentation  as
identified  above.  LALD/RN-A stated  they  were
aware  of the  required  dementia  care  policies  and
procedures,  and  they  were  working  on  providing
to the  resident.

No further  information  provided.

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