m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
May 20, 2024

Licensee

Global Case Management - East St. Paul
217 Winifred Street East

Saint Paul, MN 55107

RE: Project Number(s) SL34919015

Dear Licensee:

On May 15, 2024, the Minnesota Department of Health completed a follow-up survey of your facility
to determine if orders from the March 13, 2024, 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,

i N :
- e - “"i‘.

Jess Schoenecker, Supervisor

State Evaluation Team

Email: jess.schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 1-866-890-9290
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
April 15, 2024

Licensee

Global Case Management-East St Paul
217 Winifred Street East

Saint Paul, MN 55107

RE: Project Number(s) SL34919015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on March 13, 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
isted 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 |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).

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021
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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 Bodly.

If you have any questions, please contact me.

Sincerely, _

Jodi Johnson, Supervisor

State Evaluation Team

Email: jodi.johnson@state.mn.us

Telephone: 507-344-2730 Fax: 1-866-890-9290

AH



PRINTED: 04/15/2024
FORM APPROVED

Minnesota Department of Health

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
34919 B. WING 03/13/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
217 WINIFRED STREET EAST
GLOBAL CASE MGMT-EAST ST PAUL SAINT PAUL. MN 55107
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
0 000] Initial Comments 0 000
AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assigned tag number
144G.08 to 144G.95, these correction orders are appears in the far left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "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.
SL34919015-0
PLEASE DISREGARD THE HEADING OF
On March 11, 2024, through March 13, 2024, the THE FOURTH COLUMN WHICH
Minnesota Department of Health conducted a full 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 three residents; three WILL APPEAR ON EACH PAGE.
receiving services under the Assisted Living
license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
2310: An immediate order was identified on STATUTES.
March 12, 2024, at a level 2/\Widespread (F).
The immediacy was lifted on March 14, 2024, The letter in the left column is used for
after survey exit and remains at a scope/level of tracking purposes and reflects the scope
F. and level issued pursuant to 144G.31
subd. 1, 2, and 3.
0480| 144G.41 Subd 1 (13) (i) (B) Minimum 0 480
SS=F | requirements
(13) offer to provide or make available at least the
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0480 | Continued From page 1 0 480

following services to residents:

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

This MN Requirement is not met as evidenced
by:

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 March 12, 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.

0680 144G.42 Subd. 10 Disaster planning and 0 680
SS=F | emergency preparedness

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an

Minnesota Department of Health
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emergency;

(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;

(4) post emergency exit diagrams on each floor;
and

(5) have a written policy and procedure regarding
missing residents.

(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.

(c) The facility must meet any additional
requirements adopted in rule.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to maintain a written emergency
preparedness plan (EPP) with all the required
content as defined in Appendix Z. This had the
potential to affect all residents, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) 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:

The licensee's emergency preparedness plan
dated August 1, 2023, lacked evidence of the

Minnesota Department of Health
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following required content:

- establishment of the emergency program that
describes the facility's approach to meeting
health/safety/security needs of staff/residents and
how facility would coordinate with other health
care facilities, as well as community on a whole
during emergency or disaster;

- arrangements/contracts to re-establish utility
Services;

- strategies for addressing facility and
community-based risks including staffing
surges/shortages, and back-up plans;

-  policies and procedures based on the EP,
risk assessment and communication plan;

- Policy and procedure to address food, water,
medical supplies and pharmaceutical supplies
whether evacuated or sheltered in place for staff
and residents.

-  Policy and procedure to address alternate
sources of energy to maintain: temperatures,
safe/sanitary storage, emergency lighting, and
sewage and waste disposal;

- policy and procedure for system to track the
location of on-duty staff and sheltered residents;
- policy and procedure to address safe
evacuation from the facility, including
consideration of care/treatment needs of
evacuees, staff responsibilities, transportation,
identification of evacuation locations,
primary/alternate communication means with
external sources of assistance;

- policy and procedure to shelter in place for
residents, staff and volunteers who remain in the
facility;

- policy and procedure to address system of
medical documentation that preserves resident
information, protects confidentiality, and
secures/maintains availability of records;

- policy and procedure to address the use of
volunteers, including the process/role for
Minnesota Department of Health
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0680 | Continued From page 4 0 680
integration;

- policy and procedure that address
development of arrangements with other
facilities/providers to receive residents in the
event of limitations/cessation of operations to
maintain the continuity of services to residents;
- policy and procedure to address role of
facility under a waiver declared by the Secretary;
- communication plan that included all the
following names/contact information: staff,
entities providing services under agreement,
residents physicians, other facilities and
volunteers:
- communication plan that included information
for Federal, State, tribal, regional and local EP
staff; state licensing and certification agency;
- communication plan that included primary
and alternate means of communication with
facility staff and Federal, State, regional and
local emergency management agencies;
- communication plan that included a method
to share information and medical documentation,
release of information as permitted under 45 CFR
164.510(b)(1)( 1i);
- communication plan that included a means to
provide information about the facility's occupancy,
needs, and its ability to provide assistance to the
authority having jurisdiction;
- communication plan that included a method
for sharing information EP with residents and
their families/representatives;
- emergency plan training and testing program;
- policy and procedure for initial training in
emergency program to all new and existing staff,
individuals providing services under arrangement,
and volunteers consistent with their expected
roles; and
- emergency prep testing requirements.
- Missing Resident Policy dated August 1,
2021, failed to be reviewed twice a year as

Minnesota Department of Health
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0680 | Continued From page 5 0 680
required.

On March 13, 2023, at 1:30 p.m., licensed
assisted living director (LALD)-A stated all
information for emergency preparedness was in
the licensee's emergency preparedness binder
and he was unaware the emergency
preparedness plan did not have all the required
content.

No additional 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

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

(1) 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 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

Minnesota Department of Health
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0 780 | Continued From page 6 0 780

smoke alarms complies with the State Fire Code,
except that newly introduced smoke alarms in
existing buildings may be battery operated,;

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to install smoke alarms that complied with
fire protection requirements. This had the
potential to directly affect all residents, staff, and
visitors.

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

The findings include:

On March 11, 2024, at 3:00 p.m., survey staff
toured the home with licensed assisted living
director (LALD)-A. During the tour, survey staff
observed the following:

1. A smoke alarm was not installed outside
resident bedrooms one, two, and three.

2. A smoke alarm was not installed outside
resident bedrooms four and five.

Smoke alarms were not installed outside each
sleeping area in the immediate vicinity of
bedrooms. During the facility tour interview, on
March 11, 2024, LALD-A verified smoke alarms
were not provided outside the bedrooms.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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0 790| 144G.45 Subd. 2 (a) (2)-(3) Fire protection and 0 790
SS=F | physical environment

(2) install and maintain portable fire
extinguishers in accordance with the State Fire
Code;

(3) install portable fire extinguishers having a
minimum 2-A:10-B:C rating within Group R-3
occupancies, as defined by the State Fire Code,
located so that the travel distance to the nearest
fire extinguisher does not exceed 75 feet, and
maintained in accordance with the State Fire
Code:; and

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to maintain the portable fire extinguishers
as required by statute. This deficient condition
had the potential to affect all residents, staff, and
visitors.

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

The findings include:

On March 11, 2024, at 3:00 p.m., survey staff
toured the home with licensed assisted living
director (LALD)-A. During the tour, survey staff
observed the last monthly inspection recorded on

Minnesota Department of Health
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0 790 | Continued From page 8 0 790

the fire extinguisher tags was December 21,
2023. No inspections were recorded for 2024.
Fire extinguisher inspections must be conducted
every month to ensure each extinguisher is in its
designated place, it has not been tampered with,
and there is no obvious physical damage or
condition that would interfere with its use or
operation. During the facility tour interview, on
March 11, 2024, LALD-A verified fire extinguisher
iInspection records were missing for January and
February 2024.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

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

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide the physical environment in a
continuous state of good repair and operation
with regard to the health, safety, and well-being of
the residents. This had the potential to directly
affect all residents, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a

Minnesota Department of Health
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0 800 | Continued From page 9 0 800

resident's health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

The findings include:

On March 11, 2024, at 3:00 p.m., survey staff
toured the home with licensed assisted living
director (LALD)-A. During the tour, survey staff
observed the following:

1. In occupied resident bedroom five, the
casement egress window would not open far
enough to provide the required clear opening.
When the egress window was opened by
LALD-A, it was blocked by the window well cover.
When the window well cover was removed, the
egress window opened fully and was no longer
obstructed. All paths of egress must provide
unobstructed exiting. Window well covers must
not interfere with the opening of the window in
any way. During an interview on March 12, 2024,
at 4:.00 p.m., LALD-A verified the egress window
obstruction and stated a new window well cover
had already been ordered.

2. There were holes in the wall by the front door.
During an interview on March 12, 2024, at 4:00
p.m., LALD-A verified the holes in the wall
required repair.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

(b) Each assisted living facility shall develop and

Minnesota Department of Health
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maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

(1) location and number of resident sleeping
rooms;

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

(3) fire protection procedures necessary for
residents; and

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

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to develop a fire safety and
evacuation plan with the required content, and
provide required drills. This had the potential to
directly affect all residents, staff, and visitors.
Minnesota Department of Health
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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) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all of
the residents).

The findings include:

On March 12, 2024, the licensed assisted living
director (LALD)-A provided documents on the fire
safety and evacuation plan (FSEP), fire safety
and evacuation training, and employee
evacuation drills for the facility.

FIRE SAFETY AND EVACUATION PLAN

The FSEP included a fire safety policy dated
August 1, 2021. This policy was a template and
had not been developed for use at this facility.

The FSEP fire safety policy included standard
employee procedures but failed to provide
specific employee actions to take in the event of a
fire or similar emergency relative to the facility's
building layout and environmental risks. The
employee actions for fire were limited to the
acronym RACE (Remove, Alarm, Confine, and
Extinguish or Evacuate).

The FSEP fire safety policy did not identify
specific fire protection procedures for residents
evident by limited instructions directing residents
to stoop or crawl to avoid smoke. No additional
fire protection procedures necessary for residents
were included.

The FSEP fire safety policy directs employees to

Minnesota Department of Health
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evacuate residents from the building but fails to
Include information on where residents should
relocate to in the event of a fire.

The FSEP failed to provide specific procedures
for resident movement and evacuation during a
fire or similar emergency including the unique
needs of residents evident by a lack of these
procedures in the plan. One resident was
identified as a priority code level 2 defined as
dependent on medical equipment or whose
mobility prevents them from exiting the building
without assistance. Evacuation procedures for
residents identified with a priority code level 2
were not included in the FSEP.

During an interview with survey staff on March 12,
2024, at 4:00 p.m., LALD-A verified the FSEP
was a template and required more detail. LALD-A
stated residents would relocate to the backyard
recycling area in the event of an evacuation and
verified this was not included in the FSEP.

DRILLS

Record review indicated the licensee failed to
conduct evacuation drills for employees twice per
year, per shift with at least one evacuation dirill
every other month as evident by fire drill reports
lacking the required frequency. One fire drill was
recorded during January 2024 and one fire drill
was recorded in February 2023. Three utility
disruption drills and one civil unrest drill were
recorded in 2023. The utility and civil unrest drills
did not simulate the evacuation of the facility.
During an interview on March 12, 2024, at 4:00
p.m., LALD-A verified the evacuation drill
frequency was not met.

TIME PERIOD FOR CORRECTION: Twenty-one

Minnesota Department of Health
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0 950| 144G.50 Subd. 3 Designation of representative 0 950
SS=C
(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to include required verbatim

Minnesota Department of Health
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language giving residents the right to identify a
designated representative on it's own separate
page for one of one resident (R1).

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:

R1 was admitted to the assisted living licensee on
August 1, 2021.

R1's service plan dated December 1, 2023,
indicated R1 received services for meal
preparation, assistance with activities of daily
living (ADLs), mental health management and
medication management.

R1's Resident Contract for Assisted Living signed
July 1, 2023, page one included an option to
select or decline naming a designated
representative. Page two, subsection 1, Parties
To Agreement, which lacked customization with
the licensee's name, indicated, "This Resident
Agreement (the "Agreement”) is a contract
between the Resident(s) named on the first page
of the Agreement and [Legal Name of AL
Licensee]. Throughout this Agreement, the terms
"we" and "our" refer to [Name of Licensee} and
the terms "you", "your" and "Resident" refer to the
Resident(s) and the Designated Representative if
one is named. You have the right to name anyone
as your "Designated Representative." A
Designated Representative can assist you,
Minnesota Department of Health
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receive certain information and notices about you,
iIncluding some information related to your health
care, and advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney health care agent"), if applicable. If
Resident has a legally appointed guardian or
conservator or any other legally appointed
representative ("Legal Representative"), Resident
shall provide Management with a copy of any
legal papers designating such a relationship prior
to execution of this Agreement, and the guardian,
conservator or other legally appointed
representative shall execute this Agreement on
behalf of the Resident.”

On March 13, 2024, at 1:30 p.m. licensed
assisted living director (LALD)-A stated R1's
contract, which was the same contract used for
all residents, lacked required designated
representative verbatim language and were not
on their own page separate from the contract and
was mixed in with additional contract statements
and information.

No further information was provided.

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

01060| 144G.52 Subd. 9 Emergency relocation 01060
SS=F
(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.

Minnesota Department of Health
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(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
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
Minnesota Department of Health
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licensee failed to provide a written notice with
required content, to the resident, legal
representative, and designated representative, for
an emergency relocation for one of one resident
(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, 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:
R4 began receiving services on July 14, 2022.

R4's Observation note dated April 2, 2023,
identified "[R4] had called 911 claiming that he
would kill himself." Emergency personnel arrived
and transported R4 to the hospital. The staff then
notified licensed assisted living director (LALD)-A
and the registered nurse.

R4's discharge summary dated April 6, 2024,
identified R4 had been hospitalized for mental
health reasons. R4 was refusing to return to the
facility and wanted placement closer to his family.
R4 was therefore discharged on April 6, 2024.

R4's record lacked evidence of a written notice
that contained:

(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

Minnesota Department of Health
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Ombudsman for Long-Term Care and the Office
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.

R4's record lacked evidence the resident, legal
representative, and designated representative, or
the ombudsman had been provided a written
notice including the above noted information.

On March 12, 2024, at 9:35 a.m. LALD-A stated
he did not have emergency relocation information
for R4, and he was unaware of the requirement.
LALD-A stated while R4 was hospitalized, he
informed the hospital staff he did not want to
return to the home and wanted to be placed
somewhere closer to his family, therefore R4 was
discharged on April 6, 2023.

No further information was provided.

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

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

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

Minnesota Department of Health
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provided;

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

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

(4) maintenance of a clean and safe
environment;

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

(i) hair care and bathing;

(i) care of teeth, gums, and oral prosthetic
devices;

(i) care and use of hearing aids; and

(iv) dressing and assisting with toileting;

(6) training on the prevention of falls;

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

(8) medication, exercise, and trea<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>