DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
April 17, 2024

Licensee

The Waters Of Edina
6300 Colonial Way
Edina, MN 55436

RE: Project Number(s) SL29647013

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on April 4, 2024, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, 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. 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 . . ."

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines based on the level and
scope of the violations; however, no immediate fines are assessed for this survey of your facility.

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to

comply with the correction orders 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:

e I|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,
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including the level and scope, and any fine assessed through the correction order reconsideration

process. The request for reconsideration must be in writing and received by MDH within 15 calendar
days of the correction order receipt date.

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

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have

any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

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,

Lire L Ondinson

Renee L. Anderson, Supervisor

State Evaluation Team

Email: renee.l.anderson@state.mn.us
Telephone: 651-201-5871 Fax: 1-866-890-9290

PMB
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0 000| Initial Comments 0 000
AT TENTION Minnesota Department of Health is
documenting the State Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER(S) Tag numbers have been assignhed to
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
fallure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings Is the Time Period for Correction.

SL29647013-0
PLEASE DISREGARD THE HEADING OF

On April 1, 2024, through April 4, 2024, the THE FOURTH COLUMN WHICH
Minnesota Department of Health conducted a STATES,"PROVIDER'S PLAN OF
survey at the above provider, and the following CORRECTION." THIS APPLIES TO
correction orders are issued. At the time of the FEDERAL DEFICIENCIES ONLY. THIS
survey, there were 76 residents, all of whom WILL APPEAR ON EACH PAGE.
received services under the provider's Assisted

Living with Dementia Care Facility license. 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 pursuant to 144G.31

Subd. 1, 2 and 3.

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

(13) offer to provide or make available at least the
following services to residents:
(B) food must be prepared and served according

Minnesota Department of Health
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to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was

prepared and served according to the Minnesota
Food Code.

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated April 1, 2024, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

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

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

Minnesota Department of Health
STATE FORM 6899 6CUQ11 If continuation sheet 2 of 30
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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 observation, interview and record
review, the licensee failed to identify all areas of
vulnerability on the individual abuse prevention
plan (IAPP), including statements of the specific
measures to be taken by staff to minimize the risk
of abuse for two of five residents (R3, R)S).

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).

The findings include:

R3

R3 was admitted on January 30, 2023, with
diagnoses to include Parkinson's disease (a
chronic and progressive disorder that affect the
nervous system, chronic obstructive pulmonary
disease (lung disease), arteriosclerotic heart
disease, and type 2 diabetes (insufficient
production of insulin, causing high blood sugar).

R3's sighed service plan dated March 15, 2023,
Indicated R3 received serviced including
assistance with meals, housekeeping, laundry,

Minnesota Department of Health
STATE FORM 6899 6CUQ11 If continuation sheet 3 of 30
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catheter care, and medication administration. R3
resided with his wife in the secured care unit of
the facility.

On April 2, 2023, at 8:20 a.m., unlicensed
personnel (ULP)-D was observed to provide
assistance with catheter cares for R3.

RS

RS was admitted on October 5, 2023, with
diagnoses to include traumatic ischemia
(restriction of blood supply) of muscle,
unspecified severe dementia with other
behavioral disturbances, and delirrum (medical
condition causing severe confusion).

R5's sighed service plan dated March 30, 2024,
Indicated RS received services including
assistance with meals, housekeeping, laundry,
bathing, dressing, grooming, toileting, safety
checks, and medication administration. RS
resided In the secured care unit of the facility.

R3 and R5's medical record included a
Vulnerable Assessment / Abuse Prevention Plan
dated May 12, 2023, and September 27, 2023,
respectively. Assessment item number 13,
"Resident susceptibility to abuse by self or by
other individuals, including other residents and
other vulnerable adults"”; indicated "No."

R3 and R5's Vulnherable Assessment / Abuse
Prevention Plan lacked an accurate assessment
of:

-susceptibility to abuse by another individual,
Including other vulnerable adults.

On April 3, 2024, at 12:14 p.m., clinical nurse
supervisor (CNS)-B stated, R3 and RS were both
considered vulnerable adults and the vulnerabillity

Minnesota Department of Health
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assessment should have included an accurate
assessment of R3 and RS's susceptiblility to be
abused by self, other individuals, or other
vulnerable adults.

The licensee's Individual Resident Abuse
Prevention Plan policy dated July 29, 2021,
Included "Vulnerable Adult: A person 18 years of
age or older who:

-Recelves services from an assisted living
provider required to be licensed under statute
144A.46;

-Regardless of residence or whether any type of
service is received, possesses a physical or
mental infirmity or other physical, mental, or
emotional dysfunction that impairs the individual's
ability to provide adequately for the individual's
own care without assistance, including the
provision of food, shelter, clothing, health care, or
supervision; and

-Because of the dysfunction or infirmity and the
need for care or services, the individual has an
Impaired ability to protect the individual's self from
maltreatment.”

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 730 144G .43 Subd. 3 Contents of resident record 0 730
SS=D
Contents of a resident record include the
following for each resident:

(1) identifying information, including the resident's
name, date of birth, address, and telephone
number:

(2) the name, address, and telephone number of
the resident's emergency contact, legal

Minnesota Department of Health
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representatives, and designhated representative;
(3) names, addresses, and telephone numbers of
the resident’'s health and medical service
providers, If known;

(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records:

(5) the resident's advance directives, If any;

(6) copies of any health care directives,
guardianships, powers of attorney, or
conservatorships;

(7) the facility's current and previous
assessments and service plans;

(8) all records of communications pertinent to the
resident’'s services;

(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;

(10) documentation of incidents involving the
resident and actions taken in response to the
needs of the resident, including reporting to the
appropriate supervisor or health care
professional;

(11) documentation that services have been
provided as identified in the service plan;

(12) documentation that the resident has received
and reviewed the assisted living bill of rights;

(13) documentation of complaints received and
any resolution;

(14) a discharge summary, including service
termination notice and related documentation,
when applicable; and

(15) other documentation required under this
chapter and relevant to the resident's services or
status.

Minnesota Department of Health
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This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee falled to ensure the resident record
Included accurate documentation that services
had been provided as identified in the service
plan for two of five residents (R3, 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) 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:

R3

R3 was admitted on January 30, 2023, with
diagnoses to include Parkinson's disease (a
chronic and progressive disorder that affect the
nervous system), chronic obstructive pulmonary
disease (lung disease), heart disease, and type 2
diabetes (insufficient production of insulin,
causing high blood sugar).

R3's sighed service plan dated March 15, 2023,
Indicated R3 received services including
assistance with meals, housekeeping, laundry,
catheter care, and medication administration.

R3's Service Checkoff List dated March 1, 2024,
to March 31, 2024, lacked documentation the
following services were provided, or the reason a
service was not provided:

-March 17, 22, catheter bag change at 8:00 a.m.;
-March 11, safety check at 8:00 a.m., 10:00 a.m.;

Minnesota Department of Health
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-March 11-12, safety check at 12:00 p.m.;
-March 5, 11-12, safety check at 2:00 p.m.;
-March 10, safety check at 4:00 p.m., 6:00 p.m.,
3:00 p.m.; and

-March 16, 22, catheter bag change at 8:00 p.m.

RS

RS was admitted on October 5, 2023, with
diagnhoses to include traumatic ischemia
(restriction of blood supply) of muscle,
unspecified severe dementia with other
behavioral disturbances, and delirrum (medical
condition causing severe confusion).

R5's sighed service plan dated March 30, 2024,
Indicated RS received services including
assistance with meals, housekeeping, laundry,
bathing, dressing, grooming, toileting, safety
checks, and medication administration.

RS's Service Checkoff List dated March 1, 2024,
to March 31, 2024, lacked documentation the
following services were provided, or the reason a
service was not provided:

-March 12, safety check at 12:00 a.m.;

-March 3, 5, 9, 19, dressing, grooming, and oral
care at 7:30 a.m.;

-March 3, 5, 9, 19, safety check at 8:00 a.m.;
-March 1, 3, 5, 9, safety check at 10:00 a.m., and
12:00 p.m.;

-March 1-3, 5, 9, 21, safety check at 2:00 p.m.;
-March 6, 16-17, safety check at 4:.00 p.m.;
-March 6-7, 16-17, safety check at 6:00 p.m., and
3:00 p.m.; and

-March 6-7, 9, 11, 16-17, 28, safety check at 9:55
p. M.

On April 3, 2024, at 12:14 p.m., clinical nurse
supervisor (CNS)-B stated she was aware there
was missing documentation for some services

Minnesota Department of Health
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with the licensee’s residents, and CNS-B planned
to do more education on the importance of
service documentation with all employees.

The licensee's Resident Health Records policy
dated July 7, 2021, included "3. Health and
Wellbeing team members will create complete
resident health records of all available personal
and health related information including: k.
documentation that services have been provided
as identified in the service plan.”

No further information was provided.

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

01620] 144G.70 Subd. 2 (c-e) Initial reviews, 01620
SS=F | 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
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

Minnesota Department of Health
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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 observation, interview, and record
review, the licensee failed to ensure a registered
nurse (RN) conducted ongoing resident
monitoring and reassessment 14 calendar days
from the initial assessment for four of five
residents (R2, R3, R4, R)Y).

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

The findings include:

R2, R3, R4, and R5's records lacked monitoring
and reassessment within 14 days from the initial
assessment.

R2

R2 was admitted December 10, 2021, and
received services to include assistance with
meals, housekeeping, laundry, catheter care, and
medication management.

R2's record included an initial comprehensive
nursing assessment, dated December 10, 2021,
and a subsequent RN reassessment, dated
February 10, 2022, (48 days past the 14-day due

Minnesota Department of Health
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R3

R3 was admitted January 30, 2023, and received
services to include assistance with meals,
housekeeping, laundry, catheter care, and
medication management.

R3's record included an initial comprehensive
nursing assessment, dated January 30, 2023,

and a subsequent RN reassessment, dated
March 11, 2023, (27 days past the 14-day due
date).

R4

R4 was admitted February 4, 2021, and received
services to include assistance with meals,
housekeeping, laundry, bathing, grooming, safety
checks, and medication management.

R4's record included an initial comprehensive
nursing assessment, dated February 4, 2021, and

a subsequent RN reassessment, dated February
22, 2021, (five days past the 14-day due date).

RS

RS was admitted October 5, 2023, and received
services to include assistance with meals,
housekeeping, laundry, bathing, dressing,
grooming, toileting, safety checks, and
medication management.

R5's record included an initial comprehensive
nursing assessment, dated October 5, 2023, and
a subsequent RN reassessment dated November
2, 2023, (five days past the 14-day due date).

On April 2, 2024, at 8:20 a.m., unlicensed
personnel (ULP)-D was observed to provide
assistance with catheter cares for R3. ULP-D
Minnesota Department of Health
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changed R3's overnight urine bag to a day urine
leg bag.

-at 9:00 a.m.,ULP-C was observed to administer
R2's morning medications.

On April 3, 2024, at 12:30 p.m., clinical nurse
supervisor (CNS)-B stated R2, R3, R4, and R3's
14-day assessments were completed late.

The licensee's Comprehensive Resident
Assessment, Monitoring, & Reassessment policy,
revised July 19, 2021, indicated the RN would
conduct a monitoring and reassessment no more
than 14 days after the Initiation of assisted living
services.

No further information was provided.

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

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, iIf 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

Minnesota Department of Health
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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 observation, interview and record
review, the licensee failed to finalize a current
written service plan within 14 calendar days for
one of five residents (R2). In addition, the
licensee failed to ensure a current written service
plan was revised to reflect the current services
provided for two of five residents (R3, R4).

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
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:
INITIAL SERVICE PLAN

R2 was admitted on December 10, 2021, with
diagnoses including coronary arteriosclerosis (a
thickening of blood vessels that carry oxygen and
nutrients from the heart).

R2's Initial service plan dated January 31, 2022,
Indicated R2 received services including
assistance with bathing, dressing, grooming and
Minnesota Department of Health
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medication management.

R2's record lacked an individualized service plan,
prior to January 31, 2022 (52 days after admit),
with the required content, and signed by the
resident and/or resident representative and
licensee representative, indicating the services,
frequency of services, fees and individuals who
were providing services.

SERVICE PLAN REVISIONS

R3

R3 was admitted on January 30, 2023, with
diagnoses including Parkinson's disease (a
chronic and progressive disorder that affect the
nervous system), chronic obstructive pulmonary
disease (lung disease), heart disease, and type 2
diabetes (insufficient production of insulin,
causing high blood sugar).

On April 2, 2023, at 8:20 a.m., unlicensed
personnel (ULP)-D was observed assisting R3
with catheter cares.

R3's sighed service plan dated March 15, 2023,
Indicated R3 received services including
assistance with meals, housekeeping, laundry,
catheter care, and medication management.

R3's service plan, printed April 2, 2024, at 11:02
a.m., during the survey, indicated R3 received the
following additional services: dressing, grooming,
tolleting, transfers, and safety checks. R3's
service plan lacked a signature to document
agreement with the revisions.

R4
R4 was admitted on February 4, 2021, with
diagnhoses including dementia, depression, and

Minnesota Department of Health
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osteoporosis.

R4's sighed service plan dated March 25, 2023,
Indicated R4 recelved services including
assistance with meals, housekeeping, laundry,
bathing, dressing, grooming, safety checks, and
medication administration.

R4's service plan, printed April 2, 2024, at 11:34
a.m., during the survey, indicated R4 received the
following additional services: oral care, toileting,
repositioning, and transfers. R4's service plan
lacked a signhature to document agreement with
the revisions.

On April 3, 2024, at 9:25 a.m., clinical nurse
supervisor (CNS)-B stated, she was aware there
were revisions made to R3 and R4's services
provided, and those changes were not
authenticated by a representative of the licensee
and the resident or resident's representative.
-12:39 p.m., CNS-B stated they did not finalize
R2's Initial service plan within 14 days as
required.

The licensee's Resident Service Plans policy
dated July 13, 2021, indicated a finalized service
plan would be completed no later than 14 days
after initiation of services, and would be reviewed
and modified as necessary. The policy further
Indicated the plan would be signed by the
registered nurse and the resident and/or resident
designee.

No further information was provided.

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

Minnesota Department of Health
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01830| 144G.71 Subd. 14 Renewal of prescriptions 01330
SS=D

Prescriptions must be renewed at least every 12
months or more frequently as indicated by the
assessment in subdivision 2. Prescriptions for

controlled substances must comply with chapter
152.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure prescriptions were
renewed at least every 12 months for one of five
residents (R4).

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).

The findings include:

R4 was admitted on February 4, 2021, with
diagnoses including dementia, depression, and
osteoporosis.

R4's sighed service plan dated March 25, 2023,
Indicated R4 received services to include
assistance with meals, housekeeping, laundry,
bathing, grooming, safety checks, and medication
management.

R4's medication administration record dated
March 2024, and April 2024, indicated R4
received administration of medications which
required a current authenticated prescriber order.
Minnesota Department of Health
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R4's record lacked current signed prescriber
orders for all medications R4 received.

On April 3, 2024, at 9:45 a.m., clinical nurse
supervisor (CNS)-B verbalized she was aware
R4's prescriber orders were not current. CNS-B
further stated, R4's signed provider orders dated
April 3, 2024, had been completed after the
survey was initiated.

The licensee’'s Medication Administration -
Obtaining Medication Treatment Orders policy
dated August 15, 2017, included "Procedure: 1. A
prescription Is required for all medications
Including dietary supplements and
over-the-counter medications.”

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01870| 144G.71 Subd. 18 Medications provided by 013870
SS=D | resident or family me

When the assisted living facility is aware of any
medications or dietary supplements that are
being used by the resident and are not included
In the assessment for medication management
services, the staff must advise the registered
nurse and document that in the resident record.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure security and
accountability for the overall management,
control, and disposition of prescribed and over

Minnesota Department of Health
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the counter medications for two of six residents
(R3, 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 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:

R3

R3 was admitted on January 30, 2023, with
diagnoses including Parkinson's disease (a
chronic and progressive disorder that affect the
nervous system), chronic obstructive pulmonary
disease (lung disease), heart disease, and type 2
diabetes (Iinsufficient production of insulin,
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