m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
March 17, 2025

Licensee

Birchwood Arbors

750 Northeast 1st Street
Forest Lake, MN 55025

RE: Project Number(s) SL30232016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on February 6, 2025, 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.

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

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

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

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

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration

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

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,

Renee Anderson, Supervisor

State Evaluation Team

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

JMD
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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 assigned 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
failure 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.

SL #30232016-0
PLEASE DISREGARD THE HEADING OF

On February 3, 2025, through February 6, 2025, THE FOURTH COLUMN WHICH

the 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 41 residents, 39 of whom WILL APPEAR ON EACH PAGE.

were receiving services under the provider's

Assisted Living Facility license. THERE IS NO REQUIREMENT TO

SUBMIT APLAN 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.

0660 144G.42 Subd. 9 Tuberculosis prevention and 0 660
SS=F | control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
iInclude a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

(b) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to maintain a
tuberculosis (TB) prevention and control program
based on the most current guidelines issued by
the Centers for Disease Control and Prevention
(CDC). The licensee failed to ensure screening
for active TB (either by a two-step tuberculin skin
test (TST) or a single interferon gamma release
assay (IGRA) blood test was completed and
documented for one of two 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:

The licensee's facility TB risk assessment, dated

Minnesota Department of Health
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May 28, 2024, indicated the facility was a low risk
for TB transmission.

ULP-D was hired June 12, 2024, to provide direct
cares and services to residents.

ULP-D's employee record contained an IGRA
blood test, dated July 20, 2023, but lacked
documentation of testing being completed no
greater than 90 days before hire.

On January 4, 2025, during continuous
observations from 8:00 a.m. to 9:00 a.m., ULP-D
was observed assisting the licensee's residents
with morning cares and medication
administration.

On February 5, 2025, at 10:30 a.m., assistant
executive director (AED)-C stated they were not
aware ULP-D's testing was outside of the CDC
guidelines, and they would have ULP-D complete
the testing.

The Minnesota Department of Health (MDRH)
guidelines, "Regulations for Tuberculosis Control
iIn Minnesota Health Care Settings"”, dated July
2013, and based on CDC guidelines, indicated a
TB infection control program should include the
following: a team responsible for TB infection
control; a facility TB risk assessment; written TB
infection control procedures; and HCW
education. The guidelines also indicate an
employee may begin working with patients after a
negative TB history and symptom screen (no
symptoms of active TB disease) and a negative
IGRA (serum blood test) or TST-tuberculin skin
test (first step) dated within 90 days before hire.
The second TST may be performed after the
HCW starts working with patients. Baseline TB
screening should be documented in the

Minnesota Department of Health
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employee's record.

The licensee's Infection Prevention and Control
Program, revised April 2020, indicated the
licensee would comply with the CDC's most up to
date guidelines regarding the prevention and
control of Tuberculosis.

No further information was provided.

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

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

for dwellings or sleeping units, as defined in the
State Fire Code:

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

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

(i) provide smoke alarms on each story within a
dwelling unit, including basements, but not
iIncluding 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;

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

Based on observation and interview, the licensee
failed provide interconnected smoke alarms in
required locations. This deficient condition had
the ability to affect all staff and residents.

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

The findings include:

On February 5, 2025, at approximately 9:00 a.m.,
the surveyor toured the facility with licensed
assisted living director (LALD)-B. During the tour,
the surveyor observed the smoke alarms were
tested for interconnection by the licensee, in
dwelling unit 105 smoke alarms were not
interconnected as required by state statute.

During the facility tour interview on February 5,
2025, LALD-B acknowledged the observation
while accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

Minnesota Department of Health
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(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
failed to maintain the physical environment 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 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).

The findings include:

On February 5, 2025, at approximately 10:00
a.m., the surveyor toured the facility with licensed
assisted living director (LALD)-B. The following
was observed.

GENERAL MAINTENANCE:

The water closets in units 211, 209, 112 and 109
Minnesota Department of Health
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had caulking that was peeling, missing, and was
not properly sealed to the floor allowing the
potential of water damage and unsanitary
conditions.

The door closer on the fire rated door for the 2nd
floor storage room was in disrepair and not
functioning.

The showers in units 311, 210, 218, 207, 202,
112, 109 and 106 had caulking that was peeling,
missing, and was not properly sealed to the floor
allowing the potential of water damage and
unsanitary conditions.

On February 5, 2025, at 10:30 a.m., LALD-B
stated they understood the above-listed
deficiencies.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01060 144G.52 Subd. 9 Emergency relocation 01060
SS=D
(a) A facility may remove a resident from the
facility in an emergency if necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.

(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:

(1) the reason for the relocation;

(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;

(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office

Minnesota Department of Health
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of Ombudsman for Mental Health and
Developmental Disabilities;

(4) if known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and

(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G.54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.

(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:

(1) the resident, legal representative, and
designated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not
returned to the facility within four days.

(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process
in this section.currently known; and

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide the resident or their
representative a written notice after an
emergency relocation for one of one resident
(RS).

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

RS5's service plan, dated November 25, 2024,
indicated RS received services including
assistance with medication management.

RS's progress note, dated December 27, 2024, at
9:44 a.m., indicated RS was sent to the hospital
due to unresponsiveness.

RS's progress note, dated December 28, 2024, at
5:25 p.m., indicated RS was admitted to the
hospital.

RS5's progress note, dated January 14, 2025, at
9:23 a.m., indicated RS had been discharge from
the hospital and admitted to a transitional care
unit for rehabilitation due to weakness and
deconditioning with a potential discharge date of
January 17, 2025.

RS5's record lacked documentation a notice was
provided to the resident, and the Office of
Ombudsman for Long-Term Care when the
resident had not returned to the facility within four
days, with the following required content:

(1) the reason for the relocation;

(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;

(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;

(4) if known and applicable, the approximate date
Minnesota Department of Health
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or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and

(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G.54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.

On February 4, 2025, at 3:00 p.m., clinical nurse
supervisor (CNS)-A stated an emergency
relocation notification should have been provided.
CNS-A further stated, she would look for it.

The licensee's Admission, Discharge and LOA
(leave of absence) Guideline, dated May 2024,
indicated the ombudsman would be notified of a
voluntary transfer or discharge. The guideline
lacked a statement to indicate a written notice
with the required content would be provided to the
resident and legal representative in the case of
an emergency relocation.

No further information was provided.

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

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

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems

Minnesota Department of Health
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and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
interaction with the resident.

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure a registered
nurse (RN) conducted direct supervision of staff
performing a delegated task within 30 days of
providing services for one of one employee
(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 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 was hired June 12, 2024, to provide direct
cares for the licensee's residents.
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On January 4, 2025, during continuous
observations from 8:00 a.m. to 9:00 a.m., ULP-D
was observed assisting the licensee's residents
with morning cares and medication
administration.

ULP-D's record lacked evidence the RN
conducted direct supervision within 30 days of
performing delegated tasks.

On February 5, at10:30 a.m., clinical nurse
supervisor (CNS)-A stated the 30-day supervision
had not been completed for ULP-D. CNS-A
further stated she thought the supervision was
missed because ULP-D was a "rehire," and the
computer system did not send out an alert to do
the supervision again.

The licensee's Nursing Services guideline,
revised March 2021, indicated supervision of staff
performing delegated tasks would be provided
within 30 calendar days of when the individual
began working and first performed delegated
tasks for residents.

No further information was provided.

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

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

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

Minnesota Department of Health
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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.

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 initiation of services for one of three
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 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:

R4 was admitted January 13, 2023.
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R4's service plan dated January 16, 2025,
iIndicated R4 received services including
assistance with bathing, housekeeping, and
medication management.

On January 4, at 9:00 a.m., unlicensed personnel
(ULP)-D was observed to assist R4 with morning
cares and medication administration.

R4's record included an initial nursing
assessment, dated January 12, 2023, but lacked
a subsequent RN reassessment within 14
calendar days of starting services.

On February 5, 2025, at 10:30 a.m., clinical nurse
supervisor (CNS)-A stated the 14-day nurse
assessment for R4 had not been completed.
CNS-A further stated she was unable to answer
why it was not completed.

The licensee's Minnesota Clinical Assessment
Guide - AL and MC, dated May 2024, indicated
the RN would conduct a comprehensive nursing
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

016401 144G.70 Subd. 4 (a-e) Service plan, 01640
SS=D | 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

Minnesota Department of Health
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include a signature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, if needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident
about changes to the facility's fee for services
and how to contact the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabillities.
(c) The facility must implement and provide all
services required by the current service plan.

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

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to finalize a current written service
plan within 14 calendar days for one of three
residents (R2).

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:

R2 began receiving assisted living services on
December 15, 2023.
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R2's record included a signed service plan dated
July 24, 2024, 222 days after admission. The
service plan indicated R2 received services
iIncluding assistance with medication
administration.

R2's record lacked a service plan prior to July 24,
2024, with a signature or other authentication by
the facility and by the resident documenting
agreement on the services to be provided.

On February 5, 2025, at 10:30 a.m., clinical nurse
supervisor (CNS)-A stated the service plan dated
July 24, 2024, was the first one she could find.
CNS-A further stated she was unsure where the
initial service plan could have been filed.

The licensee's Service Plan Agreement
Development and Revision policy dated
December 2, 2022, indicated a finalized service
plan would be completed no later than 14 days
after initiation of services.

No further information was provided.

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

018701 144G.71 Subd. 18 Medications provided by 01870
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

Minnesota Department of Health
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Based on interview and record review, the
licensee failed to ensure assessments for safe
self-administration of medications were
completed for one of three residents (R3).

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's service plan, dated November 26, 2024,
iIndicated R3 received services including
assistance with medication management.

R3's record contained a nursing assessment
dated November 19, 2024, which indicated R3
required assistance with medications. The
assessment lacked documentation R3 could
self~-administer medications, including topical
medications.

R3's record contained a provider order, dated
December 12, 2024, for nystatin powder (used to
treat fungal infection)100,000 u/gm (units per
gram); apply powder to red skin folds BID (twice a
day) until resolved then may use daily PRN (as
needed) for prevention.

On February 4, 2024, at 8:45 a.m., the surveyor
observed nystatin powder sitting on the counter in
R3's bathroom.

R3 stated "I've been putting it on myself for two
Minnesota Department of Health
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weeks." ULP-D stated she did not think the
medication should have been left on the counter
and contacted the nurse.

On February 4, 2024, at 3:00 p.m., clinical nurse
supervisor (CNS)-A stated R3 was not assessed
to be able to self-administer the nystatin powder
and the powder should not have been left out of
the locked cabinet. CNS-A further stated R3 could
be demanding and may have convinced the staff
to leave it out.

The licensee's Medication and Treatment
guideline, dated March 2021, indicated a
medication management plan would be
completed for all residents and the registered
nurse would determine which medications would
be delegated to the unlicensed personnel.

The licensee's Verbal Reminders for Medications
Policy dated November 1, 2022, indicated:
Procedure (1) During an assessment the
registered nurse will determine the level of
assistance required for residents related to
medications.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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