DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
December 16, 2025

Licensee

Diamond Willow Assisted Living
913 Old Highway 2

Proctor, MN 55810

RE: Project Number(s) SL23609016

Dear Licensee:

On December 4, 2025, the Minnesota Department of Health completed a follow-up survey of your
facility to determine correction of orders from the survey completed on September 25, 2025. 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,

Jessie Chenze, Supervisor

State Evaluation Team

Email: Jessie.Chenze@state.mn.us

Telephone: 218-332-5175 Fax: 1-866-890-9290
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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
October 24, 2025

Licensee

Diamond Willow Assisted Living
913 Old Highway 2

Proctor, MN 55810

RE: Project Number(s) SL23609016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on September 25, 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.

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 . . ."

IMPOSITION OF FINES

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

Level 1: no fines or enforcement;

Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20;

Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism
authorized in § 144G.20;

Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20;

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

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

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021
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pursuant to this survey:

St - 0 - 0480 - 144g.41 Subdivision 1 Subd. 1a (a-B) - Min. Req.; Req. Food Servs. - $3,000.00
St - 0 - 0485 - 144g.41 Subdivision 1.A (a) - Min. Req.; Req. Food Servs - $1,000.00
St-0-0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00

St - 0 - 0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $500.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $5,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

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).

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

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that
has been assessed a fine under this subdivision has a right to a reconsideration or a hearing under
this section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating
factor.

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

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

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,

Jﬁ)ﬁﬁ mwlfﬁ/

Jessie Chenze, Supervisor
State Evaluation Team

Email: Jessie.Chenze@state.mn.us
Telephone: 218-332-5175 Fax: 1-866-890-9290

HHH
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In accordance with Minnesota Statutes, section assigned tag number appears in the
144G .08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag."
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(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
iInstall a dedicated handwashing sink in its
existing kitchen provided it designates one well
of a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
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DIAMOND WILLOW ASSISTED LLIVING

STREET ADDRESS, CITY, STATE, ZIP CODE

existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

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 four violation (a
violation that harmed a resident ' s health or
safety, not including serious injury or death, or a
violation that was likely to lead to serious injury 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:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated September 23, 2025, for the
specific Minnesota Food Code violations. The
Inspection Report was provided to the licensee
within 24 hours of the inspection.
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SS=I| requirements; required food services

(a) All assisted living facilities must offer to
provide or make available at least three nutritious
meals daily with snacks available seven days per
week, according to the recommended dietary
allowances in the United States Department of
Agriculture (USDA) guidelines, including
seasonal fresh fruit and fresh vegetables. The
menus must be prepared at least one week in
advance and made available to all residents. The
facility must encourage residents' involvement in
menu planning. Meal substitutions must be of
similar nutritional value if a resident refuses a
food that is served. Residents must be informed
In advance of menu changes. The facility must
not require a resident to include and pay for
meals in the resident's contract.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to provide or make
available at least three nutritious meals daily with
snacks available seven days per week according
to the licensee's posted menu. This had the
potential to affect all 30 residents.

This practice resulted in a level three violation (a
violation that harmed a resident's health or
safety, or a violation that had the potential to
cause more than minimal harm to the resident),
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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:

This resulted in an immediate order issued on
September 23, 2025.

The license held an assisted living with dementia
care license effective January 1, 2025, with an
expiration date of December 31, 2025.

During the entrance conference on September
22, 2025, at 1:00 p.m., regional licensed assisted
living director/ registered nurse (RLALD/RN)-C
stated the licensee was familiar with current
minimum assisted living requirements.

On September 22, 2025, at 1:06 p.m.,
RLALD/RN-C stated the residents were served at
least three nutritious meals daily with snacks
available seven days per week, residents were
Informed of advance menu changes, and
resident's meals were included in the assisted
living contract.

The licensee's undated Menu: posted in each of
the licensee's three buildings indicated the
following meals were to be served on Tuesday:
-Breakfast: eggs made to order, toast, sausage,
peaches

-Snhack: orange slices

-Dinner: beef stroganoff, egg noodles, California
blend vegetable, dinner roll

-Snack: sliced cucumbers

-Supper: chicken and rice, asparagus, fruit cup,
lettuce salad, rice krispy [sic] bar

Minnesota Department of Health
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-Snack: cheese and crackers

The licensee's daily menu posted in Misty lvy
building for Tuesday, September 23, 2025,
indicated the following to be served:

-Breakfast: cereal, toast, banana

-Lunch: spaghetti and meat sauce, peas, salad,
cherry pie

-Dinner: sausage and cheese breakfast bake,
English muffin, fruit cup, choice of pie, rice
Krispie bar or ice cream

The licensee's daily menu posted in Arbor Rose
building for Tuesday, September 23, 2025,
indicated the following to be served:

-Breakfast: scrambled eggs, toast, banana
-Lunch: spaghetti, salad, garlic bread, fruited jello
-Dinner: chicken and dumplings, lunch meat
sandwich, veggies, gingerbread

On September 23, 2025, from 8:18 a.m. until
8:29 a.m., the surveyor observed the licensee's
pantries and refrigerators stored in all three
buildings. The surveyor observed minimal meat
available, small portion of fresh fruits and
vegetable, several pans covered with tinfoil to
serve for resident meals, and several
condiments.

On September 22, 2025, at 3:37 p.m., unlicensed
personnel (ULP)-M wrote in entry in the
licensee's electronic resident record to all ULPs,
which had written: "l put a grocery order for Misty
lvy that | will be picking up between 4-5pm
Tuesday (tomorrow). | would have done it right
away in the morning, but my dog has a vet
appointment | cannot postpone. | am going to do
pick up orders sine delivery is so unreliable.
Please keep in mind that | am doing the grocery
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STATE FORM

6899

O1TN711

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D 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)
0485 | Continued From page 5 0485

If continuation sheet 6 of 58




PRINTED: 10/24/2025

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: | COMPLETED
A. BUILDING:
23609 B. WING 09/25/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
913 OLD HIGHWAY 2
DIAMOND WILLOW ASSISTED LLIVING
PROCTOR, MN 55810
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D 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)
0485 | Continued From page 6 0485

orders around the rest of my office duties so |
need some assistance with flexibility and
patience. | am doing my best and | understand
that groceries have been frustrating for us all.
Hopefully this task will be taken over by the site
leadership shortly, but with staffing | know it is
difficult to manage all the moving parts [sic]."

On September 23, 2025, at 6:08 a.m., ULP-J
stated the licensee was always short on
groceries. ULP-J stated the licensee's pantry was
empty. ULP-J further stated the night ULPs
prepared meals for the following day and never
followed the licensee's meal menu due to
ingredients available in the licensee's kitchens.
ULP-J stated ULP-J had purchased groceries for
residents with ULP-J's own money to ensure
residents had food available to eat.

On September 23, 2025, at 6:19 a.m., ULP-K
stated ULP-K prepared food on the overnight
shift for residents to eat during the day. ULP-K
stated ULP-K would make meals with whatever
ingredients was available in the licensee's
kKitchen. ULP-K further stated the licensee did not
have many groceries available to prepare meals
for residents. ULP-K stated the licensee had no
groceries available to serve over Labor Day
weekend in the beginning of September 2025.

On September 23, 2025, at 8:17 a.m., ULP-G
stated the licensee had minimal groceries
available on site to serve food and ULP-G used
food available in the fridge or cereal in the pantry
to serve residents' breakfast. ULP-G stated
ULP-G was not sure who was responsible to get
groceries.

On September 23, 2025, at 8:30 a.m., ULP-I
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stated ULP-I| recalled staff purchasing groceries
at least two days for residents to prepare meals
to serve. ULP-I further stated groceries used to
be delivered to the licensee at least two days per
week, however, that was no longer being
completed.

On September 23, 2025, at 9:22 a.m.,
RLALD/RN-C stated the licensee had just hired a
new assisted living coordinator who will oversee
the grocery orders RLALD/RN-C further stated
the licensee had issues with cancelled delivery
orders, however, the licensee was in the process
of scheduling a grocery pick up order.
RLALD/RN-C stated ULPs were instructed to
prepare meals based on the licensee's menu
posted and offer similar substitutions if a resident
didn't care for a meal being served. RLALD/RN-C
stated staff were never expected to purchased
groceries with their own money for residents and
were instructed to reach out to cooperate
leadership for emergent food pick up needs.
RLALD/RN-C further stated menu and groceries
available was an area of improvement identified
by RLALD/RN-C and the licensee was working to
improve it. RLALD/RN-C stated the licensee’s
shelter in place policy indicated the licensee
would have enough groceries for at least three
days to shelter in place, however, RLALD/RN-C
stated the licensee did not have enough
groceries onsite to provide for all three days for
30 residents.

On September 23, 2025, at 12:20 p.m., through
12:39 p.m., the Minnesota Department of Health
(MDH) Environmental Health (EH) surveyor
stated the surveyor instructed the licensee to
discard the spaghetti sauce to be served for
dinner due to not following the regulations for the
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cooling process. The EH surveyor further stated
the licensee did not have a certified food
manager employed for the licensee. The EH
surveyor stated the licensee did not have enough
groceries on site to feed 30 residents for three
days and lacked sources of protein.

On September 23, 2025, at 12:43 p.m., the
surveyor observed ULPs serve spaghetti, garlic
bread, and a type of dessert in a plastic cup.

The licensee's 12/01 Food Service and Menu
Planning policy dated January 1, 2025, indicated
the licensee will offer to provide or make
available at least 3 (three) meals daily with
snacks available seven days per week according
to the recommended dietary allowances in the
USDA guidelines, including seasonal fresh fruit
and fresh vegetables. Meal substitutions will be
of similar nutritional value if a resident refuses a
food that is served. Food will be prepared and
served according to the Minnesota Food Code,
Minnesota Rules chapter 4626. Residents have
the right to access food at any time, the facility
will not restrict access to food unless certain
circumstances are necessary for the residents'
health and safety and documented in the
resident's record [sic].

No further information was provided.

TIME PERIOD TO CORRECT: Immediate

144G.41 Subdivision 1b Minimum requirements;
other required services

All assisted living facilities must offer to provide
or make available the following services to
residents:
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(1) weekly housekeeping;

(2) weekly laundry service;

(3) upon the request of the resident, provide
direct or reasonable assistance with arranging for
transportation to medical and social services
appointments, shopping, and other recreation,
and provide the name of or other identifying
information about the persons responsible for
providing this assistance;

(4) upon the request of the resident, provide
reasonable assistance with accessing community
resources and social services available in the
community, and provide the name of or other
iIdentifying information about persons responsible
for providing this assistance;

(5) provide culturally sensitive programs; and

(6) have a daily program of social and
recreational activities that are based upon
individual and group interests, physical, mental,
and psychosocial needs, and that creates
opportunities for active participation in the
community at large.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to have daily programs
of social and recreational activities based on
individual and group interests, physical, mental,
and psychosocial needs. This had the potential to
affect all 30 residents at the facility.

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
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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:

During the entrance conference on September
22,2025, at 1:05 p.m., regional licensed assisted
living director/registered nurse (RLALD/RN)-C
stated the licensee provided a daily program of
social and recreational activity for residents.

During the facility tour on September 22, 2025,
from 1:35 p.m., through 2:00 p.m., with licensed
assisted living director (LALD)-A, the licensee
consisted of three separate buildings named
Arbor Rose, Misty lvy, and World Traveler. The
surveyor did not observe an activity calendar
posted in Arbor Rose or Misty lvy, however, the
surveyor observed an activity calendar dated
August 2025 posted in World Traveler.

During the survey on September 22, 2025,
through September 24, 2025, the surveyor did
not observe any planned or offered activities for
residents to attend. The surveyor observed
residents sitting in the shared living rooms
watching television, while some residents
remained in their rooms most of the day.

On September 23, 2025, at 6:55 a.m., unlicensed
personnel (ULP)-E stated ULPs did not have
enough time during the day to offer group
activities for residents. ULP-E further stated the
licensee use to have an activities director,
however, the licensee did not have an activities
director at this time.

On September 24, 2025, at 8:53 a.m.,
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RLALD/RN-C stated the activity calendar was
supposed to be posted in each building and
ULPs were responsible for completing resident
activities twice per day. LALD-A further stated the
licensee had provided a monthly activity calendar
to each resident, however, LALD-A stated the
current activity calendar was not posted in any of
the buildings.

The licensee's 1.34 Activity Programming policy
dated January 1, 2025, indicated on a regular
basis, (licensee name) will provide a wide range
of activities and social recreation for its residents.
A monthly activity calendar will be created and
available to all residents.

The licensee's 3.05 ALDC (assisted living
dementia care) Life Enrichment Programs,
Activities and Outdoor Space policy dated
January 1, 2025, indicated activities will be
provided throughout the day and include a variety
of activities based on the individual and group
preferences as determined by the individual
activity plans of the residents.

No further information was provided.

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

144G.41 Subd. 3 Infection control program

(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b) The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
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Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.

(c) 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 ensure services
were provided according to accepted health care,
medical, or nursing standards in regard to
iInfection control during medication and treatment
administration for one of five employees
(unlicensed personnel (ULP)-E). In addition, the
licensee failed to ensure infection control
standards were followed to disinfect shared
reusable medical equipment for one of one
employee (ULP-E).

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:

HAND HYGIENE

During the entrance conference on September
22,2025, at 1:05 p.m., regional licensed assisted
living director/registered nurse (LALD/RN)-C
stated the licensee provided medication
management and treatment management to
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residents at the facility.

ULP-E's employee record included a Staff
Training Transcript dated January 1, 2025,
through September 25, 2025, which indicated
ULP-E had completed Basic Infection Control
Techniques on August 13, 2025.

On September 23, 2025, at 7:30 a.m., the
surveyor observed ULP-E wipe ULP-E's nose on
ULP-E's shirt with bare hands and did not
complete hand hygiene.

On September 23, 2025, at 7:32 a.m., the
surveyor observed ULP-E complete a blood
glucose check for R4. ULP-E put on gloves,
obtained a blood glucose reading, removed
ULP-E's gloves, used hand sanitizer, and then
wiped ULP-E's hands, which still had wet hand
sanitizer on them, onto ULP-E's pants. ULP-E
returned to the medication cart and ULP-E used
ULP-E's shirt three times to wipe ULP-E's nose
onto ULP-E's shirt sleeve. The surveyor did not
observe hand hygiene.

On September 23, 2025, at 7:47 a.m., the
surveyor observed ULP-E complete hand
hygiene with hand sanitizer, put on gloves,
placed R4's morning medication into a plastic
cup, and ULP-E proceeded to wipe ULP-E's nose
on ULP-E's shirt sleeve. Without performing hand
hygiene and using the same gloved hands,
ULP-E administered R4's morning medication,
removed gloves, documented administration of
R4's medication, and wiped ULP-E's nose on
ULP-E's shirt sleeve. The surveyor did not
observe hand hygiene.

On September 23, 2025, at 2:09 p.m., ULP-E

Minnesota Department of Health
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stated hand hygiene should have been
completed between glove changes, and after
coughing or sneezing.

On September 24, 2025, at 8:59 a.m.,
RLALD/RN-C stated ULPs were trained to
complete hand hygiene before entering or exiting
resident rooms, in between glove changes, prior
to cooking, and anytime the ULP coughed or
sneezed into their hand. RLALD/RN-C further
stated hand hygiene was covered during
orientation and on an annual basis. RLALD/RN-C
further stated RLALD/RN-C was in the process of
training in new leadership who would complete
audits regarding infection control.

The licensee's 8.07 Gloves policy dated January
1, 2025, indicated to wash hands before applying
gloves and after removing gloves.

The licensee's 8.09 Hand Washing policy dated
January 1, 2025, indicated hand washing will be
performed by all employees, as necessary,
between tasks and procedures. The policy further
Indicated hand hygiene should be completed
after blowing your nose, coughing, sneezing,
before putting gloves on, and after removal of
gloves.

SHARED REUSABLE MEDICAL EQUIPMENT
On September 23, 2025, at 7:32 a.m., the
surveyor observed ULP-E remove a shared
reusable blood pressure cuff from medication
cart one located in Misty Ivy. ULP-E went to R4's
room, obtained R4's blood pressure and pulse
readings, and placed the blood pressure cuff
back into medication cart one. The surveyor did
not observe ULP-E disinfect the shared blood
pressure cuff before or after use.
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On September 23, 2025, at 11:10 a.m., ULP-G,
another ULP working at the facility, stated ULP-G
did not recall receiving any training on
disinfecting shared reusable medical equipment.

On September 23, 2025, at 1:59 p.m., ULP-F,
another ULP working at the facility, stated shared
reusable resident equipment was supposed to be
sanitized after each use, however, ULP-F stated
the licensee had no disinfecting wipes available
to use.

On September 23, 2025, at 2:08 p.m., ULP-E
stated ULP-E had never been trained or told to
disinfect shared reusable medical equipment for
residents.

On September 24, 2025, at 8:57 a.m.,
RLALD/RN-C stated ULPs were expected to
disinfectant shared medical equipment after each
use using disinfectant wipes provided by the
licensee. RLALD/RN-C further stated disinfecting
shared medical equipment training is covered
under infection control upon hire as well as
annual training for staff.

The licensee's 8.03 Cleaning of Shared Medical
Equipment policy dated January 1, 2025,
iIndicated (licensee name) will implement and
maintain processes to ensure all reusable
resident care equipment is routinely cleaned, and
when appropriate, disinfected, before and after
reuse.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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The facility shall engage in quality management
appropriate to the size of the facility and relevant
to the type of services provided. "Quality
management activity" means evaluating the
quality of care by periodically reviewing resident
services, complaints made, and other issues that
have occurred and determining whether changes
In services, staffing, or other procedures need to
be made in order to ensure safe and competent
services to residents. Documentation about
quality management activity must be available for
two years. Information about quality management
must be available to the commissioner at the
time of the survey, investigation, or renewal.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to implement and maintain a
quality management program appropriate to the
size of the facility and relevant to the type of
services provided. This had the potential to affect
all current 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, 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:

During the entrance conference on September
22, 2025, at 1:21 p.m., regional licensed assisted
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living director/registered nurse (RLALD/RN)-C
stated RLALD/RN-C would have to look for
documentation of the licensee's quality
management program.

On September 24, 2025, at 8:50 a.m.,
RLALD/RN-C stated RLALD/RN-C was unable to
locate any quality management documentation
for the licensee, however, RLALD/RN-C was
working with the licensee's new leadership to
develop a quality management program.

The licensee's 2.31 Quality Management Project
policy dated January 1, 2025, indicated (licensee
name) will have at least one documented quality
management project in place at all times, and
retain records of such projects for at least two
years.

No further information was provided.

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

144G.42 Subd. 9 Tuberculosis prevention and
control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
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
include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
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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 establish and
maintain a tuberculosis (TB) prevention program
based on the most current guidelines issued by
the Centers for Disease Control and Prevention
(CDC) and Minnesota Department of Health
(MDH), including completion of a two-step TST
(tuberculin skin test) or other evidence of TB
screening such as a blood test for two of two
employees (registered nurse (RN)-L, unlicensed
personnel (ULP)-E).

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:

During the entrance conference on September
22, 2025, at 1:00 p.m., regional licensed assisted
living director/registered nurse (RLALD/RN)-C
stated the licensee was familiar with current
minimum assisted living requirements.

The licensee's Facility TB Risk Assessment
Worksheet for Health Care Settings Licensed by
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MDH was completed on November 15, 2024, and
the facility was determined to be a low risk level.

RN-L

RN-L was hired on August 25, 2025, to provide
direct care services to residents and supervision
of staff at the assisted living facility.

Throughout the survey on September 22, 20295,
through September 24, 2025, the surveyor
observed RN-L provide direct care services to
residents at the facility.

RN-L's employee record contained a negative TB
screen and first step TST dated August 25, 2025,
and read negative on August 27, 2025. RN-L's
employee record included a second step TST
administered on September 19, 2025, at 1500
(3:00 p.m.), 23 days after the first TST was read.

RN-L's employee record lacked documentation of
a second TST being administered seven to 21
days after the first TST.

ULP-E

ULP-E was hired on August 11, 2025, to provide
direct care services to residents at the assisted
living facility.

On September 23, 2025, at 7:32 a.m., the
surveyor observed ULP-E complete a blood
glucose check for R4.

ULP-E's employee record contained a negative
TB screen and first step TST dated July 22,
2025, at 1:30 p.m., and was read on July 25,
2025, at 2:00 p.m. (over 72 hours had passed
after the TST was administered. ULP-E's
employee record contained a second TST
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administered on August 8, 2025, and read on
August 11, 2025, however, the second TST
lacked the time of the administration and time the
second TST was read.

ULP-E's employee record lacked documentation
of the first TST being read within 48 to 72 hours
after administration and documentation of the

time administered and read for the second TST.

On September 25, 2025, at 2:02 p.m.,
RLALD/RN-C stated employee TSTs were
expected to be read 48 to 72 after administration
and the second TST was expected to be
administered two to three weeks after the first
TST was administered and read. RLALD/RN-C
further stated RLALD/RN-C was not sure why
ULP-E's two step TST was not followed per the
licensee's protocol since ULP-E was hired prior
to RLALD/RN-C starting for the licensee.
RLALD/RN-C stated RN-L's second step TST
was read late due to no other licensed nurses
available to read RN-L's second TST within 72
hours.

The licensee's 8.16 TB Screening policy dated
January 1, 2025, indicated new staff will have an
IGRA (interferon- gamma release assay) blood
test or a two-step Mantoux [sic] (TST) conducted
with results documented on the Baseline TB
Screening Tool for HCWs (health care workers).
The policy did not address when to read the TST
or how far apart the first and second TST should
be administered.

The MDH TB Screening and Education
Requirements for Assisted Living Facilities and
Home Care Providers dated February 3, 2022,
indicated baseline TB screening is required at the
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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
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.
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time of hire for all health care personnel in
Minnesota. Baseline TB screening includes
assessing for current symptoms of active TB
disease; assessing TB history; and testing for the
presence of infection with Mycobacterium TB by
administering either a two-step TB skin test or a
single TB blood test.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0680| 144G.42 Subd. 10 Disaster planning and 0680
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(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 develop a written emergency
preparedness plan (EPP) with all the required
content. This had the potential to affect all
residents, staff, and visitors of the facility.

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:

During the entrance conference on September
22, 2025, at 1:00 p.m., regional licensed assisted
living director/registered nurse (RLALD/RN)-C
stated the licensee was familiar with current
minimum assisted living requirements.

On September 23, 2025, from 8:18 a.m. until
8:29 a.m., the surveyor observed the licensee's
pantries and refrigerators stored in all three
buildings. The surveyor observed minimal meat
available, small portion of fresh fruits and
vegetable, several pans covered with tinfoil to
serve for resident meals, and several
condiments.

The licensee's EPP, dated September 22, 2025,
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lacked the following content:

- development procedures to address food
avalilability onsite for 30 residents and staff if
shelter in place was activated; and

- quarterly review of the missing resident policy.

On September 23, 2025, at 9:22 a.m.,
RLALD/RN-C stated the licensee had just hired a
new assisted living coordinator who will oversee
the grocery orders. RLALD/RN-C further stated
the licensee had issues with canceled delivery
orders, however, the licensee was in the process
of scheduling a grocery pick up order.
RLALD/RN-C further stated menu and groceries
available was an area of improvement identified
by RLALD/RN-C, and the licensee was working
to improve it. RLALD/RN-C stated the licensee's
shelter in place policy indicated the licensee
would have enough groceries for at least three
days to shelter in place, however, RLALD/RN-C
stated the licensee did not have enough
groceries onsite to provide for all three days for
30 residents.

On September 24, 2025, at 8:51 a.m.,
RLALD/RN-C stated the missing resident plan
needed to be reviewed quarterly, however,
RLALD/RN-C was unable to locate
documentation of the missing resident quarterly
review. RLALD/RN-C further stated RLALD/RN-C
was training in the licensee's new leadership,
which included all required components of the
EPP.

The licensee's undated 9.01 Emergency
Preparedness Plan- Appendix Z Compliance
policy indicated the EPP will include all required
elements of appendix [sic] Z.
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The licensee's undated 9.02 Disaster Planning
and Emergency Preparedness policy indicted the
licensee will have a written emergency disaster
plan that contains a plan for addressing elements
of sheltering in place.

The licensee's undated 2.28 Missing Resident
policy indicated (licensee name) will review this
policy and any individual resident plans that
pertain to elopement at least quarterly, and all
changes will be documented.

Per Assisted Living Facilities: Minnesota Rules
Chapter 4659.0100, sections A and B, effective
October 2022, assisted living facilities shall
comply with the federal emergency preparedness
regulations for long-term care facilities under
Code of Federal Regulations, title 42, section
483.73, or successor requirements. This part
references documents, specifications, methods,
and standards in "State Operations Manual
Appendix Z - Emergency Preparedness for All
Providers and Certified Supplier Types:
Interpretive Guidance,"” which is incorporated by
reference.

Per Assisted Living Facilities: Minnesota Rules
Chapter 4659.0110, Subp. 4, effective October
2022, the assisted living director and clinical
nurse supervisor must review the missing person
plan at least quarterly and document any
changes to the plan.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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Each assisted living facility must comply with the
State Fire Code in Minnesota Rules, chapter
7511, and:

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to comply with the requirements of the
Minnesota State Fire Code. 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).

Findings include:

On a facility tour on September 23, 2025, from
8:45 a.m. to 10:30 a.m., with director of
maintenance (DM)-D, the following observations
were made of non-compliance with the
requirements of the Minnesota State Fire Code
(MSFC) in Minnesota Rules Chapter 7511

FIRE ALARM SYSTEM SMOKE DETECTION

There were not smoke detectors installed in the
corridors and incidental use areas and tied into
the fire alarms system in the Arbor Rose and
Misty vy buildings. The only smoke detectors
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installed and tied into the building fire alarm
system were in the resident sleeping rooms and
the mechanical rooms of these two buildings.

It was explained to DM-D, that smoke detectors
tied into the fire alarms system are required
throughout this occupancy type in accordance
with MSFC in Minnesota Rules Chapter 7511.

DISCARDING OF USED SMOKING MATERIALS

There was a broken smoking material dispenser
outside the front door of the World Traveler
building. There was also cigarette butts found on
the ground, ash on the exterior windowsill and
ash on the siding next to the smoking material
dispenser of the World Traveler building.

Used smoking materials were also observed
outside on the ground adjacent to the building
around the front door of Arbor Rose and Misty lvy
buildings. There was smoking material
dispensers provided in the designated smoking
area for Arbor Rose and Misty Ivy buildings.

SPECIAL EXIT DOOR LOCKING
ARRANGEMENTS

There was controlled exit door hardware
requiring a code to exit installed at all exit doors
leading to the exterior exit path.

The fire safety and evacuation plan (FSEP)
employee procedures failed to include operating
procedures for operation of the controlled exit
locking system in writing in the FSEP employee
procedures.

FIRE RESISTANT RATED DOOR
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MAINTENANCE

The self-closing devices installed on the
fire-resistant rated doors of the tub room, laundry
room, and bathroom were not functioning as
designed and installed to automatically close and
latch these doors in the World Traveler building.

The self-closing devices installed on the
fire-resistant rated doors of the tub room, laundry
room, bathroom and resident sleeping rooms
one, two and three were not functioning as
designed and installed to automatically close and
latch these doors in the Traditions building.

ELECTRICAL EXTENSION CORD USE

There was an extension cord used to
permanently provide power to the freezer in the
mechanical room of the World Traveler building.

It was explained to DM-D, that extension cords
shall only be used for temporary power supply to
electrical appliances in accordance with MSFC in
Minnesota Rules Chapter 7511.

FIRE ALARM SYSTEM MAINTENANCE

On September 23, 2025, the fire alarm system
maintenance records were reviewed and
iIndicated a discrepancy with one of the heat
detectors in the Lake Superior building.

On September 24, 2025, at 10:22 a.m.,
documentation was requested by email indicating
the discrepancy with the heat detector was
repaired.

As of September 25, 2025, at 8:45 a.m., no
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documentation was provided indicating the heat
detector discrepancy was repaired.

FIRE SPRINKLER SYSTEM MAINTENANCE

There was a fire sprinkler head escutcheon
hanging loose causing an obstruction to the
sprinkler head on the ceiling in the living/ dining
room of the Arbor Rose building.

During the facility tour DM-D, verified the above
listed observations 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=E | 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 maintain the facility's physical
environment in a continuous state of good repair
and operation regarding the health, safety, and
well-being of the residents. This had the
potential to affect more than a limited number of
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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
pattern scope (when more than a limited number
of residents are affected, more than a limited
number of staff are involved, or the situation has
occurred repeatedly; but is not found to be
pervasive).

Findings include:

On a facility tour on September 23, 2025, from
8:45 a.m. to 10:30 a.m., with director of
maintenance (DM)-D, the surveyor made the
following observations of facility disrepair:

EXTERIOR EXIT DISCHARGE SURFACE
MAINTENANCE

There was uneven exterior concrete sidewalk
surface causing a trip hazard leading from the
main front exit door to the public way of the World
Traveler building.

DOOR MAINTENANCE

There was a piece of trim missing at the top of
the main exit door of the Lake Superior building.

During the facility tour DM-D, verified the above
listed observations while accompanying on the
tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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physical environment

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

(1) location and number of resident sleeping
rooms;

(2) staff 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) Staff 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 staff 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
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by:

Based on observation, interview and record
review, the licensee failed to develop the fire
safety and evacuation plan with required content,
make the plan readily available, provide required
training and drills. 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 potential to affect a large portion or all of
the residents).

The findings include:

On September 23, 2025, at 8:05 a.m., regional
licensed assisted living director/registered nurse
(RLALD/RN)-C, provided documents on the fire
safety and evacuation plan (FSEP), fire safety
and evacuation training, and evacuation drills for
the facility.

FIRE SAFETY AND EVACUATION PLAN

The licensee provided FSEP, failed to include the
following:

The available FSEP did not identify specific fire
protection actions for residents as evident by not
providing procedures for residents to take in this
specific facility in the event of a fire or similar
emergency in writing in the FSEP.

During an interview on September 23, 2025, at
8:20 a.m., RLALD/RN-C, stated resident actions
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to take in the event of a fire or similar emergency
were not included in the FSEP.

TRAINING

Record review of the available documentation
Indicated the licensee failed to provide training to
employees on the FSEP at least twice per year
as evident by providing one document that
employees were trained April 9, 2025, for
emergency preparedness during a tornado.
FSEP training documentation was not available.

Record review of the available documentation
iIndicated the licensee failed to provide
evacuation training to residents at least once per
year as evident by not providing documentation
the required training was provided to residents
annually.

During an interview on September 23, 2025, at
8:30 a.m., RLALD/RN-C, stated required training
documentation was not available for employees
or residents.

DRILLS

Record review of the available documentation
indicated the licensee failed to conduct
evacuation drills for employees twice per year,
per shift with at least one evacuation drill every
other month as evident by not providing
documentation the drills were completed as
required.

During an interview on September 23, 2025, at
8:30 a.m., RLALD/RN-C, stated documentation
was not available indicating drills were completed
every other month and twice per year per shift as
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