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Proceedings

The Secretary of the Executive Office of Aging & Independence (AGE), Robin Lipson, called the meeting to order.  She noted that the meeting was being conducted pursuant to the Open Meeting Law.  Secretary Lipson combined the roll call for attendance with a roll call vote to approve the draft meeting minutes for the September 29th ALR Commission meeting.  Secretary Lipson asked if anyone had any edits for the September 29th draft meeting minutes.  No Commission member had any changes for the September 29th draft meeting minutes.  A motion to approve the September 29th draft meeting minutes was made and seconded.  The September 29th meeting minutes were approved by a roll call vote.  See Vote 1 in Chart above.

Secretary Lipson noted that there will be another public hearing on Wednesday, November 5th in the afternoon.  This public hearing is to receive as much public input as possible.  The public hearing will be held virtually on Zoom.  The hearing will focus on six keys areas--although we won’t shut down comments on other areas.  The six key areas are resident rights, access to clear information, safety, staffing, issues around care, and issues around affordability.  We are asking that those who plan to testify to limit their testimony to about two minutes.  This way there is adequate time for everyone who wants to speak to have the ability to do so.  We also want to have time for Commission members to ask questions to those who are testifying.  Commission members are encouraged to attend.

If people who want to testify cannot make it, we will accept written testimony.  Written testimony can be submitted to Bill and Patrick.  As long as the submission of written testimony is done by the end of the day on Friday, November 14th, we will consider it part of the record.  Any written testimony is subject to the Public Records Law, we will share it will Commission members, and it will be posted on the Commission’s website.  We do encourage those who are submitting written testimony to attend the public hearing as well.

Lindsay Mitnik noted that she was under the impression that Commission members were required to attend in the same way Commission members are required to attend these meetings—as opposed to being encouraged to the attend the hearing, which was the case for the last public hearing.  Secretary Lipson noted that it would benefit the Commission’s work tremendously if Commission members could all be there.  That being said, Secretary Lipson does understand that people have other commitments, and we can never get 100% attendance.  Secretary Lipson mentioned that there is nothing like hearing testimony firsthand.  She would encourage folks to attend the hearing.  We did schedule the hearing around people’s availability.  We scheduled it at the time that most Commission members were free.

The Commission’s next meeting is scheduled for November 18th at 11 A.M.  This meeting will discuss ALR affordability.  If anyone has recommendations for panelists, please be in touch with us.

The next topic is updates regarding the Healey-Driscoll administration’s next steps to enhance Resident safety in assisted living.  Thursday, there was a press release that announced what the next steps were to enhance safety in assisted living.  See Governor Healey Announces Next Steps to Enhance Resident Safety in Assisted Living Residences | Mass.gov.  We released the summary results of the fire and life safety survey of all assisted living residences in Massachusetts.  And we announced additional action to enhance the safety of Residents across the state.  A copy of the press release will be in the chat.

This goes back to July.  After the fire in Fall River, we asked all ALRs to complete a fire and life safety assessment survey and to submit their site-specific disaster and emergency preparedness plans.  There was a 100% response rate.  Secretary Lipson appreciates the industry colleagues for encouraging that level of response.  We have reviewed those responses in collaboration with the Executive Office of Public Safety & Security (EOPSS).  The findings highlight key areas of focus related to building age and additional best practices for safety features.

The majority of residences reported strong preparedness measures.  Only about 13% of residences (36 residences) in total, out of 272 residences, indicated opportunities to strengthen their approach to fire drills, mutual aid plans, or emergency coordination protocols.  That’s really helpful information and we are glad people took this seriously—and did some serious self-reflection and evaluation of what their processes and procedures are.  Certain ALRs operate in much older buildings that may not have undergone recent major renovations. 69% of residences, which is about 189 residences, self-identified at least one area of opportunity to align with best practices for fire or building safety, such as installing a kitchen hood extinguisher, fire pumps, and fire rated walls.  Since ALRs are not licensed health facilities, these building features are recommended, but they are not required by the state.  These opportunities for improvement do not indicate that the buildings are currently unsafe or out of compliance with building codes, but rather point to areas where municipalities and operators can work together to enhance Resident protection.

Based on the results, we are working the Executive Office of Public Safety & Security to launch a joint effort to strengthen fire safety compliance and municipal coordination.  EOPSS will distribute the survey results with all their local fire departments, the Authorities Having Jurisdiction (AHJs), who are responsible for enforcing the state fire code.  These results will inform the local fire departments of the 189 ALRs that self-identified opportunities to enhance best practices so that they can work together to enhance safety.  The panelists at the last meeting talked about one of the best practices is knowing your municipal officials, fire chiefs, etc. and engaging with them.  We are pushing out this information to municipalities—it should be known to them that they should connect with their ALRs and vice versa.

In addition, the Executive Office of Aging & Independence (AGE) will introduce a new compliance verification form that requires ALRs to secure annual sign-off from the municipal fire department.  These forms should be kept on file at each ALR.  They will be reviewed by AGE’s certification team during certification and recertification visits—and that should ensure stronger coordination between municipalities and the State.

For the 36 ALRs that self-reported that they may benefit from additional work on preparedness measures, such as completing fire drills or updating mutual aid plans, AGE will be in contact over the next few weeks to request a submission of a corrective action plan over the next 45 days.  These ALRs will also receive a targeted review of their training logs, drill performance, and emergency preparedness protocols during compliance reviews to ensure corrective measures are in place and staff are adequately prepared.

Secretaty Lipson mentioned that AGE is reviewing the comments and feedback from Commission members on the draft recommendations that were shared at the last Commission meeting.  Any Commission member who has not submitted their comments on the draft recommendations should do that as soon as possible.

Today’s meeting will discuss staffing at ALRs.  Whitney Moyer, the Chief Operating Officer of the Executive Office of Aging & Independence, mentioned that one of things that the Commission will want to focus on today is what does appropriate staffing mean in the context of assisted living.  Slide 13 of the draft recommendations is the recommendation that pertains directly to staffing.  Draft ALR Commission Report.

Ms. Moyer introduced the first panelist, Eric Carlson.  He represents a resident rights/consumer protections perspective.  He is the Director at Justice in Aging, a national organization that focuses on advancing the rights and protections of older adults, particularly those in long-term services and support settings. He’s deeply involved in national policy discussions about assisted living regulations, consumer protections, and the role of transparency and accountability in promoting resident safety.
Mr. Carlson used slides during his discussion.  See Slides from Mr. Carlson Assisted Living Residences (ALR) Commission Meeting Materials | Mass.gov.  Mr. Carlson noted that the six recommendations relate to each other—for example, staffing has something to do with disclosure and quality.  He feels that mentioning the nurse staffing is important in assisted living—just requiring sufficient staffing is not enough.  Disclosure, although important, should not substitute for necessary care standards.  Mr. Carlson thinks that bright line drawing here regarding whether assisted living is a medical model or a social/residential model is not accurate.  Assisted living is a hybrid model at this point—and that’s the benefit of it.  It is not helpful to demand that assisted living be one or the other.

These are not the assisted livings of 20 or 30 years ago.  Folks have significant needs in Massachusetts.  You need to figure out a way to provide a pleasant living environment as well as necessary competence.  In that spirit, recognizing the need for nursing staffing is important.  Given the assisted living model, the nursing staff may be the only folks with formal healthcare education on staff.

As far as efficiency, the data is problematic from a standpoint of promoting adequate standards ahead of time.  Having the requirement that ALRs have sufficient staffing to be able to meet the needs and sufficient to respond to emergencies from a regulatory perspective is enough to assess penalties after the fact.  Something bad happens and the regulatory agency can go in and say the staffing was not sufficient and we will assess penalties.  However, this is after the fact—the injury has already occurred.  It would be better to give ALRs enough guidance ahead of time so ALRs would provide an adequate level of staffing and the injury would not occur in the first place.  There are difficulties in coming up with an acuity-based model.  It is easier said than done.  It is a positive goal. You do have a criticism of one-size-fits-all and the criticism can be appropriate.  Providers may say it is too formulaic and does not account for differences.  From the consumer advocates’ perspective, you end up having the standards dragged down to the lowest possible level.  It is just one standard across the board.  The standards may get dragged down to the level that may be appropriate, for example, for the smallest facilities with the least amount of resources and with residents with the lower acuity needs.

Mr. Carlson’s final point addresses disclosure.  Disclosure should not be a substitute for quality-of-care standards.  Sometimes we exaggerate what this can accomplish in practice.  Consumers are not necessarily in a position to negotiate or demand that the facility change their practices.  If there are several dozen factors where facilities indicate differences in one way or another, we do a disservice by overexaggerating what consumers can process.  He thinks consumers legitimately come into these situations thinking that this is assisted living, the state is giving this place a license, and the consumers assume that the ALR can provide the assistance their loved one needs.  The Minnesota form has optional services that are subject to disclosure that seemed to Mr. Carlson to be relatively central to assisted living—such as, reminders to perform treatments, assistance with dressing, assistance with teeth brushing, transfers with assistance of one staff member.  These are the sort of things he would expect an assisted living residence to provide.  He gets the benefits of disclosure on the margins, but that shouldn’t prevent core services being required across the board that consumers can legitimately expect.  Disclosures are important, but you need a core service package, and those core services shouldn’t be subject to disclosure one way or another—they should be required.

The second panelist was Dr. Alice Bonner.  She also represents a national perspective.  Dr. Bonner chairs the Moving Forward Coalition, a national initiative focused on improving quality, safety, and workforce culture in nursing homes and related care settings.  She previously served as the Director of the Division of Nursing Homes at CMS, and as Secretary of the Executive of Elder Affairs (now the Executive Office of Aging & Independence) in Massachusetts.  She has federal and state level insight in how staffing and leadership standards affect quality and outcomes.  She brings a broad lens on how states are aligning staffing expectations with resident acuity and how investments in workforce development and leadership training can strengthen quality.

Dr. Bonner mentioned that she wanted to speak from her experiences—some are personal and some are professional.  Dr. Bonner is a nurse, a nurse practitioner, and she started out as nursing assistant in college.  She has been a family care partner working with a number of people in her family, including her mother, who lived in an ALR in Massachusetts for several years.  Her mother lived with dementia—she had Alzheimer’s Disease for about 12 years.  What was important was the combination of people who were a part of that care team in that ALR as her mother went through the trajectory of her chronic conditions, behavioral challenges, etc.  Occupational therapists played a critical role with her mother in figuring out what she liked to do, and what she would respond to.  Everybody, including nurses and the administrator, had something to do with working with her mother.  When her mother passed away a few years, there was a celebratory lunch.  The one thing that they all knew about her mother was that she loved hats.  When Dr. Bonner walked into the celebratory lunch, all of the PCAs were wearing big straw hats.  They knew her so well.  

One of the points Dr. Bonner wants to make about staffing is that it is about the combination of people on the team and how they work together and how they talk with one another.  Yes, having a licensed nurse is an important issue that the Commission should continue to discuss—should it be a registered nurse if care planning is needed, or is an LPN okay?  Additionally, can the nurse do care planning remotely or should the nurse be on-site a certain number of days?  Also, another question is what should the training and background be for assistants in ALRs?  There are states where people can train as a home health aide or a certified nursing assistant, but there isn’t always reciprocity across those different sets of training.  However, in some states there is reciprocity.  Costs and availability should also be considered.  ALRs are part of communities, just like nursing homes and all health settings.  

Regarding emergency preparedness, just yesterday Dr. Bonner received an email from a colleague in Michigan who is with public safety in one of the areas in greater Detroit.  He was writing about a fire in an assisted living residence in Michigan because she has been working with colleagues there on assisted living and nursing home emergency preparedness.  Dr. Bonner noted that Secretary Lipson gave a great overview of some of the needs and things that need to be in place in these emergency preparedness plans.  The training and simulation exercises that we conduct with staff in ALRs--all of that is really important and ties back to the staffing issue.

Kate Fillo from the Department of Public Health was the next panelist.  Ms. Fillo plays a key role in ensuring quality compliance across a range of care settings in Massachusetts, including nursing facilities and rest homes and in developing regulatory frameworks that prioritize resident safety and care quality.  Ms. Fillo noted that staffing is both an art and a science.  CMS does have staffing requirements in place.  There needs to be a sufficient number of staff—namely nursing staff.  But also the staff needs to be competent—they need to be trained to be able to do the job that is required in order to take care of Residents.  CMS has requirements to have leadership on site, including nursing leadership, for a minimum number of hours.  It is not just about the direct care staff, but also about the leadership that is there.

We also want to think about staffing holistically.  There are CMS requirements to meet the behavioral health and psychosocial needs of residents.  Those supports need to be in place.  There is also a lot of focus on the dietary needs of nursing home residents.  It is important to make sure that any feeding assistants are appropriately trained and that there is sufficient staff to meet the residents’ nutritional needs.  

We also want to think about some of the needs that might not be direct resident care, but are so important—such as infection control processes and prevention.  We should think about sufficient environmental service staff to be able to appropriately clean and disinfect residents’ rooms and common areas.

In Massachusetts, about 5 years ago, we identified that using just the CMS framework in nursing homes was not sufficient to make sure that we had safe staffing in our nursing homes.  We now do have state-based statutory language that requires that each nursing home resident receives at least a minimum of 3.58 hours of care a day, of which about half an hour of that is being delivered by a licensed nurse.  This is where we implemented minimum staffing standards.  Certainly, we have Residents who need a lot more care than 3.58 hours day.  This is establishing a very direct floor.

From a monitoring perspective, nursing homes need to report their aggregate staffing on a quarterly basis.  This is federal data, but as a state, we do have access to this staffing data.  We can monitor the appropriate staffing, particularly regarding the nursing staffing and other clinical specialties staffing, like occupational therapies and social worker staffing.  The care plan is the critical tool to be able to identify individual resident needs.  In nursing homes, the care plans need to be updated at least quarterly and when there is any significant clinical change. 

The next panelist was Matt Hollingshead.  He brings provider and operational experience.  Mr. Hollingshead serves as the Chief Executive Office at NewBridge on the Charles, which is part of Hebrew SeniorLife.  Mr. Hollingshead oversees the operations across both traditional and memory care programs at New Bridge on the Charles.  He brings deep experience managing staffing models that adapt to changing residents’ needs.

He thinks assisted living in general has become what it is today because of flexibility.  When he thinks about staffing itself, he is not necessarily sure staffing ratios are the way to go.  It is more about engaged workforce and making sure that the workforce you have there is dedicated to serving the community and that the workforce aligns well with what you have in your service plans for the individuals in the building.  The reality is that every building is so different.  Acuity levels change with the residents living there.  Building layouts impact the way you provide service.  Your ancillary staff impact how well the residents are cared for—whether that be dining staff, programming members, etc.  It is not just about clinical care, but the entire wraparound support system. 

He has experienced that a few CNAs who do the work of 3 or 4 CNAs.  It is hard for him to think that a staffing ratio in itself would be the solution to this.  He is concerned the floor would become the ceiling.  Most ALRs in Massachusetts are market rate—if they don’t do a good job, they don’t exist and they don’t get employees that want to work there.  Many of the employees work there for culture and doing the right thing.  If the community is not going well in the market rate setting, you are not going to have residents moving in.  His communities are all word of mouth and there is very little advertising that his communities do.

He believes it would make sense to look at the residents’ service plans and make sure that the staff in the building can support the service plans.  Lastly, it is hard to think about requiring 40 hours of nursing for some of the smaller communities and in the rural areas.  These are communities that may cease to exist if those requirements are put in place.  We need to think carefully about these things.

Ms. Moyer noted that she wants to explore the staffing sufficiency and competency question.  She would be interested to hear from the panelists about what impact a certified leadership requirement could have on the quality of leadership and/or staff retention.  What would that requirement look like for smaller ALRs?

Mr. Hollingshead noted that for him it is not as much about the certification as it is about the experience.  He noted that people can pass a test, but that does not mean that they are going to be an outstanding executive director.  He would rather see a mentorship aspect as opposed to a certification.  

Dr. Bonner questioned why not have both a certification requirement and a mentorship program.  She noted that she sees variability across the different entities—some entities are high-performing, but there may be others that are not safe or not delivering the quality that people are expecting.  She noted that there is also not a national standard—there are state-to-state differences.

Mr. Carlson noted that some states have standards that are state-wide standards—and these standards are not delegated to an outside organization.  He also added that relying on mentorship may be inadequate in some cases.  They need to be able to show competence.  Some folks in assisted living come from a hospitality or real estate background as opposed to a healthcare background.

Senator Mark Montigny mentioned that he disagrees with the wishy-washy concept of mentorship.  This Commission was created because we need strong regulations, certification, and staffing models.  

Liane Zeitz echoed what the last three people said.  She noted that there is great variability.  The issue is not trying to regulate the residences that are doing things correctly and the way we want them to do it—but the problem is there are many residences that don’t reflect that.  She cannot say that the market controls.  She’s had many people who have gone into an ALR and the ALR isn’t great.  However, the family is not going to move them—the resident is just sort of stuck there as their last place.  She’s also had people move into residences where there’s no director or there’s an acting director—or there have been 3 or 4 directors within the last year or so.  It’s problematic to rely on the director to be setting the culture.  She agrees that that is ideal and an aspiration, but that doesn’t exist in reality.  We come to this with a need to provide regulations because of the experiences that we’ve seen—not because there are facilities that are doing things well, and may not need the same level of regulation.  There is clearly a need for regulation.

Carolyn Fenn asked if there is some sort of tool that can be utilized to help these ALRs and the surveyors who oversee them to determine how much staffing is required at a particular residence.  She wants to know if there is something a bit more data driven--rather than it being subjective.

Dr. Bonner noted that there are acuity-based tools in other settings, including nursing homes.  She knows some of these are in development for assisted living, but they may not be as sophisticated.  Ms. Fillo echoed what Dr. Bonner stated.  Mr. Carlson noted that nursing facilities have MDS—an extensive standardized across the country assessment of the person’s condition and care needs, and that often times is a critical document for gathering the data for determinations like this.  In nursing facilities, there is a little more of an understanding of what a nursing facility level of care is.  This varies from state to state, but there are some differences in what the packages of services of assisted living facilities provide.  You would need, potentially, a more universal understanding of what an assisted living facility is—or maybe there would be a couple of tiers within assisted living.  There needs to be a greater understanding of what assisted living level of care expectations are.

Jennifer Benson mentioned that the assisted living industry does not function as a free market.  It is a hybrid healthcare model based on a lot of other factors—such as where you can find a bed, how close it is to caregivers, what’s available in the state.  She thinks that relying on the market to serve as the de facto regulating structure is faulty.  She thinks that we cannot look at staffing in a silo—it is related to what are expectations are.  She thinks looking at an acuity model is different in an assisted living residence versus a purely medical setting.  We have data around admittance procedures that are done, and patient outcomes that help formulate what that acuity level is versus what kind of staffing it takes to be able to address those needs.  We don’t have that kind of information in large quantities from ALRs.  They are not performing procedures, so to speak.  We don’t have the discharge patient outcome information because they live there.  It’s a difficult formula to say just use an acuity-based model.  Coming up with something new or at least setting a standard at a base level is something we have to discuss.
Matt Salmon mentioned that assisted living residences very frequently are already using electronic health record based billing.  You are doing it based on the amount of minutes per day that you are spending with the Residents.  You can also start by saying if you are billing this much, justify it with your staffing.  At a minimum, you are having staffing that covers what the Residents’ care plans are saying.

Mr. Salmon wants to remind the group that we have some fundamental disconnects in assisted living.  We are taking care of people in ALRs that assisted livings were never meant to be taking care of.  We don’t have a set of regulations that can manage that.  Because of that, we have a disconnect in our oversight of these communities.  He is not sure people are aware of the differences between an AGE survey and a DPH survey in a nursing home.  In nursing homes, it is common to have four to seven surveyors in a building for a week.  In ALRs, we have one, maybe two people, for about 5 hours every 2 years.  Regardless of what we start to think about in terms of how we are providing the care in these buildings, we don’t have the fundamental structure in Massachusetts to manage.  He thinks we have to think about what assisted living is and what are those parameters before you start diving in on models and certifications of executive directors.  He thinks executive directors should be licensed.  In Massachusetts, they are not licensed.

Brian Doherty noted that there is a quality assurance and performance improvement activity summary report form that goes through each shift and the residence census that day, and it has quarterly summaries of the personal care tasks scheduled for a particular shift based on the residence’s individualized service plans for each Resident.  It goes into some detail so that AGE when they do surveys at ALRs can assess whether the ALR is properly staffed.  He feels that it would be beneficial for this group to take a look at this as a starting point to see if that is what we are conceptually talking about right now, or perhaps it should be modified to be more appropriate for the kinds of adjustments that folks have in mind.

Carolyn Fenn asked Mr. Doherty if the report he spoke about is something that they all are using as a tool to help inform the staffing or is it just a report that they have to submit to AGE?  She also asked if it could be some sort of tool to enforce staffing or not?  

Mr. Doherty noted that if you have an assisted living community that’s providing more care, you have that reflected in the individualized service plans for each resident, and then the aggregate of all of those hours of care needed is reflected on the forms.  He noted that Mass-ALA is teaching the provider staff members about how to employ a form that was created by AGE consistent with the staffing regulations as they are now.

Liane Zeitz asked Mr. Carlson to talk more about what levels of care look like in assisted living.  Ms. Zeitz also asked if the forms that Mr. Doherty mentioned are only reviewed every 2 years when there is a survey or are they reviewed more frequently?

Ms. Moyer mentioned that generally those forms that Mr. Doherty talked about are collected on an every 2 year basis as part of the certification process unless their operational plans have changed in the interim. ALRs are required to report those forms to AGE, but she added that she would not think of the forms as a tool per se that is informing staffing levels.

Mr. Carlson answered Ms. Zeitz’s question by noting that often times the tiering is based on healthcare services.  You might have an upper tier that would require nurse staffing and the expectation would be that the facility can accommodate residents with certain levels of healthcare needs.  But as always, there is a great deal of variability from state to state.  He also noted that the dementia standards based on his experience over the years often times are not as strong as maybe he would prefer.  He thinks that a lot of them have been based on the disclosure model of a facility disclosing its practices and disclosing its philosophy of dementia care.  In general, he would be hesitant to immediately adopt dementia care standards from some other states.  He thinks often times they are overly based on disclosure rather than being full standards.

Ms. Fillo noted that this is a really important question.  Obviously, we continue to want to encourage healthy aging in our state.  At a minimum, having both leadership and direct care staff understanding what healthy aging is and then also having an understanding about what is dementia—there are different types of dementia that might present differently.  This also ties into appropriately placing residents in our memory care units.  Nursing staffing is very important, but we also need to think about activities and engagement.  In nursing homes, during the sundowning period, we need to have more intense staffing.

Dr. Bonner mentioned that from a workforce perspective—these are often the same workers.  People who are working in a nursing home during the day shift and then they work at an ALR in the evening, and maybe they work in someone’s home overnight.  It can be the same pool of individuals--such as personal care assistants, certified nursing assistants, medical office assistants—and these individuals go across these different settings.  Something to think about is, as a state, how can we construct a model that optimizes workforce and incentivizes people to come into this workforce.  Many of these jobs are low wage jobs.  Looking down the road, we need to be prepared and to be able to adequately staff for the quality of life that that these individuals are looking for in a place that is their home.  Again, these are not supposed to be medical institutions—this is someone’s home.  As we think about workforce, we should think about things like universal workers and other concepts at the state level.

Ms. Moyer asked the panelists about the requirement to have a social worker or other types of staffing in ALRs.  Ms. Zeitz mentioned that we have not discussed the importance of social workers and what role they might play.  Ms. Zeitz thought that social workers may play an important role in care planning and helping to resolve disputes, and also just in terms of communication. 

Mr. Hollingshead noted that his ALR happens to have a social worker and they are very useful.  It’s a helpful position, particularly in working with families and difficult situations.  He would add that access to a social worker would certainly be helpful.  Ms. Zeitz asked Mr. Hollingshead if he would require social workers.

Mr. Hollingshead answered that it is hard for him to say because as he thinks about the rural communities that have a hard time just trying to meet the budgets that they have--it could be another one of those challenging requirements like adding a 40-hour nurse on staff.  He is hesitant to say one way or the other—he noted that he has the resources to do it.

Carolyn Fenn noted that we have been very focused on nursing care that’s being provided in these ALRs and what is the right number.  She did note that it is a holistic environment.  She mentioned that thinking more broadly about other kinds of staff who can add to the quality of life of these Residents, whether it’s activities, engagement, social work--it’s worthy of good consideration.

Secretary Lipson thanked all of the panelists.  She noted that we cannot separate the staffing issue from all of the other issues.  There is not going to be one silver bullet that is going to address all of the concerns that people have had.  She mentioned that the public hearing is next Wednesday at 2 P.M.  The next meeting is November 18th at 11 A.M., where we will dive into the affordable assisted living issues.  

A motion to adjourn was made and seconded.  A role call vote was taken.  See Vote I1 in chart above.  The meeting was adjourned at 12:30 P.M.



Meeting Materials:

1.  Press Release:  Governor Healey Announces Next Steps to Enhance Resident Safety in Assisted Living Residences | Mass.gov
2.  Draft ALR Commission Report:  Draft ALR Commission Report
3.  Slides from Eric Carlson:  Assisted Living Residences (ALR) Commission Meeting Materials | Mass.gov 
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