DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered

November 21, 2023

Licensee

Brookdale Willmar

1501 19th Avenue Southwest
Willmar, MN 56201

RE: Project Number(s) SL30600015
Dear Licensee:

On November 15, 2023, the Minnesota Department of Health (MDH) completed a follow-up survey of
yvour facility to determine correction of orders found on the survey completed on August 23, 2023. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the August 23, 2023 survey.

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

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on August 23, 2023, found not corrected at the time of the November 15, 2023,
follow-up survey and/or subject to penalty assessment are as follows:

0800-Fire Protection And Physical Environment-144g.45 Subd. 2 (a) (4)

The details of the violations noted at the time of this follow-up survey completed on November 15,
2023 (listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

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.
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IMPOSITION OF FINES:

Level 1: no fines or enforcement.

Level 2: a fine of S500 per violation, in addition to any enforcement mechanism authorized in
§144G.20 for widespread violations;

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

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§144G.20.

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 the MDH within 15
calendar days of the correction order receipt date.

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.

Please email reconsideration requests to: Health.HRD.Appeals@state.mn.us. Please attach this letter
as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and
submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit

Health Regulation Division
Minnesota Department of Health
HRD 3A, 3rd Floor

P.O. Box 64900

625 Robert Street North

St. Paul, MN 55164

We urge you to review these orders carefully. If you have questions, please contact Kelly Thorson at
320-223-7336.
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You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in the letter and/or state form with your organization’s Governing Body.

Sincerely,

44 Q_M.L{m N

Kelly Thorson, Supervisor

State Evaluation Team

Email: kelly.thorson@state.mn.us

Telephone: 320-223-7336 Fax: 1-866-890-9290

PMB



PRINTED: 11/21/2023

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
R
30600 B. WING 11/15/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1501 19TH AVENUE SW
BROOKDALE WILLMAR WILLMAR, MN 56201
(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 Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER Tag numbers have been assignhed to
Minnesota State Statutes for Home Care
In accordance with Minnesota Statutes, section Providers. The assighed tag number
144G .08 to 144G .95, this correction order(s) has appears in the far-left column entitled "ID
been issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether a violation has been out of compliance is listed in the
corrected requires compliance with all "Summary Statement of Deficiencies”
requirements provided at the Statute number column. This column also includes the
Indicated below. When Minnesota Statute findings which are in violation of the state
contains several items, failure to comply with any requirement after the statement, "This
of the items will be considered lack of Minnesota requirement is not met as
compliance. evidenced by." Following the surveyors'

findings Is the Time Period for Correction.
INITIAL COMMENTS:

SL30600015-1 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH

On November 15, 2023, the Minnesota STATES,"PROVIDER'S PLAN OF

Department of Health conducted a revisit at the CORRECTION." THIS APPLIES TO

above provider to follow-up on orders issued FEDERAL DEFICIENCIES ONLY. THIS

pursuant to a survey completed on August 21, WILL APPEAR ON EACH PAGE.

2023. At the time of the survey, there were 17

residents all of whom received services under the THERE IS NO REQUIREMENT TO

Assisted Living license. As a result of the revisit, SUBMIT A PLAN OF CORRECTION FOR

the licensee is in substantial compliance. VIOLATIONS OF MINNESOTA STATE
STATUTES.

THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144A.474
SUBDIVISION 11 (b)(1)(2).

{0430} 144G.40 Subd. 2 Uniform checklist disclosure of | {0 430}
SS=F | services

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 OITL12 If continuation sheet 1 of 8



Minnesota Department of Health

PRINTED: 11/21/2023

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

30600

FORMAPPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
R
B. WING 11/15/2023

NAME OF PROVIDER OR SUPPLIER

1501 19TH AVENUE SW

BROOKDALE WILLMAR WILLMAR, MN 56201

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

(X9)
COMPLETE
DATE

DEFICIENCY)

{0 430)

{0 480}
SS=F

Continued From page 1

(a) All assisted living facilities must provide to
prospective residents:

(1) a disclosure of the categories of assisted
living licenses available and the category of
license held by the facility;

(2) a written checklist listing all services permitted
under the facility's license, identifying all services
the facility offers to provide under the assisted
living facility contract, and identifying all services
allowed under the license that the facility does not
provide; and

(3) an oral explanation of the services offered
under the contract.

(b) The requirements of paragraph (a) must be
completed prior to the execution of the assisted
living contract.

(c) The commissioner must, in consultation with
all interested stakeholders, design the uniform
checklist disclosure form for use as provided
under paragraph (a).

This MN Requirement Is not met as evidenced
by:
No further actions required.

144G.41 Subd 1 (13) (1) (B) Minimum
requirements

(13) offer to provide or make available at least the
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:
No further action required.

Minnesota Department of Health
STATE FORM

{0 430}

{0 480}

6899

OITL12

If continuation sheet 2 of 8



Minnesota Department of Health

PRINTED: 11/21/2023
FORM APPROVED

STATEMENT OF DEFICIENCIES

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

(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
technical assistance regarding implementation of
the guidelines.

(b) The facility must maintain written evidence of

Minnesota Department of Health
STATE FORM

6899

OITL12

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
30600 B. WING 11/15/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1501 19TH AVENUE SW
BROOKDALE WILLMAR WILLMAR, MN 56201
(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)
{0640} | Continued From page 2 {0 640}
{0640} 144G .42 Subd. 7 Posting information for {0 640}
SS=F | reporting suspected ¢
The faclility shall support protection and safety
through access to the state's systems for
reporting suspected criminal activity and
suspected vulnerable adult maltreatment by:
(1) posting the 911 emergency number in
common areas and near telephones provided by
the assisted living facility;
(2) posting information and the reporting number
for the Minnesota Adult Abuse Reporting Center
to report suspected maltreatment of a vulnerable
adult under section 626.557; and
(3) providing reasonable accommodations with
Information and notices in plain language.
This MN Requirement Is not met as evidenced
by:
No further actions required.
{0660} 144G.42 Subd. 9 Tuberculosis prevention and {0 660}
SS=F | control

If continuation sheet 3 of 8



Minnesota Department of Health

PRINTED: 11/21/2023
FORM APPROVED

STATEMENT OF DEFICIENCIES

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

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 detalls 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.

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

This MN Requirement Is not met as evidenced
by:
No further actions required.

Minnesota Department of Health

STATE FORM

6899

OITL12

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
30600 B. WING 11/15/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1501 19TH AVENUE SW
BROOKDALE WILLMAR WILLMAR, MN 56201
(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)
{0660} | Continued From page 3 {0 660}
compliance with this subdivision.
This MN Requirement Is not met as evidenced
by:
No further actions required.
{0680} 144G .42 Subd. 10 Disaster planning and {0 680}
SS=F
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Minnesota Department of Health

PRINTED: 11/21/2023
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

30600

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

11/15/2023

NAME OF PROVIDER OR SUPPLIER

1501 19TH AVENUE SW

BROOKDALE WILLMAR WILLMAR, MN 56201

STREET ADDRESS, CITY, STATE, ZIP CODE

physical environment

(4) keep the physical environment, including
walls, floors, celling, 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
falled to maintain the facility 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 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 an
Isolated scope (when one or a limited number of
residents are affected or one or a limited number
of stafft are involved, or the situation has occurred
only occasionally).

The findings include:

On August 22, 2023, from approximately 10:05
a.m. to 11:30 a.m., survey staff toured the facility
with Licensed Assisted Living Director (LALD)-A.
During the facility tour, survey staff observed and
verified the following maintenance issues:

It was observed that the fire sprinkler
escutcheons were not against the wall in resident
rooms #4, #8 and #10.

It was observed there were holes in the sheet

Minnesota Department of Health
STATE FORM

6899

OITL12

(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)
{0 800} | Continued From page 4 {0 800}
{0 800} 144G.45 Subd. 2 (a) (4) Fire protection and {0 800}
SS=D

If continuation sheet 5 of 8



Minnesota Department of Health

PRINTED: 11/21/2023

FORM APPROVED

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) 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
thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting Iin
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.

Minnesota Department of Health
STATE FORM

6899

OITL12

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
30600 B. WING 11/15/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1501 19TH AVENUE SW
BROOKDALE WILLMAR WILLMAR, MN 56201
(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)
{0 800} | Continued From page 5 {0 800}
rock around pipes and wiring going up to the
celling in the mechanical rooms.
LALD-A verbally confirmed survey staff
observations during the facility tour.
No further information provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
{0 810} 144G.45 Subd. 2 (b)-(f) Fire protection and {0 810}
SS=F
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Minnesota Department of Health

PRINTED: 11/21/2023

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

30600

FORMAPPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
R
B. WING 11/15/2023

NAME OF PROVIDER OR SUPPLIER

1501 19TH AVENUE SW

BROOKDALE WILLMAR WILLMAR, MN 56201

STREET ADDRESS, CITY, STATE, ZIP CODE

(a) A facility may remove a resident from the
facility in an emergency If necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.

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

(1) the reason for the relocation;

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

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

(4) iIf 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

Minnesota Department of Health

STATE FORM

6899

OITL12

(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)
{0 810} | Continued From page 6 {0 810}
(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:
No further actions required.
{01060} 144G.52 Subd. 9 Emergency relocation {01060}
SS=F
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PRINTED: 11/21/2023

FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

30600

(X2) MULTIPLE CONSTRUCTION

A. BUILDING:

B. WING

(X3) DATE SURVEY

COMPLETED

R
11/15/2023

NAME OF PROVIDER OR SUPPLIER

1501 19TH AVENUE SW
WILLMAR, MN 56201

BROOKDALE WILLMAR

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(X3)

(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

DEFICIENCY)

CROSS-REFERENCED TO THE APPROPRIATE DATE

{01060}

{01890}
SS=F

Continued From page 7

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
desighated 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:
No further actions required.

144G.71 Subd. 20 Prescription drugs

A prescription drug, prior to being set up for
Immediate or later administration, must be kept In
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

This MN Requirement Is not met as evidenced
by:
No further actions required

Minnesota Department of Health

STATE FORM

{01060}

{01890}

6899

OITL12
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
September 14, 2023

Licensee

Brookdale Willmar

1501 19th Avenue Southwest
Willmar, MN 56201

RE: Project Number(s) SL30600015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on August 23, 2023, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the survey, the
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. The MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. The assighed tag number appears in the far left column entitled "ID Prefix
ag." The state statute number and the corresponding text of the state statute out of compliance are
listed in the "Summary Statement of Deficiencies” column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . . ."

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 for widespread violations;

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

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20.

In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5), the MDH may impose fine amounts of either

S1,000 or S5,000 to licensees who are found to be responsible for maltreatment.
The MDH may impose a fine of $1,000 for each substantiated maltreatment violation that consists of

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



Brookdale Willmar
September 14, 2023
Page 2

abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,9, 17. The MDH
also may impose a fine of $5,000 for each substantiated maltreatment violation consisting of sexual

assault, death, or abuse resulting in serious injury.

In accordance with Minn. Stat. § 144G.31, Subd. 4 (b), when a fine is assessed against a facility for
substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.

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

St-0-2310- 144g.91 Subd. 4 (a) - Appropriate Care And Services - $3,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $3,000.00. 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 I|dentify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

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

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

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
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 the MDH within 15
calendar days of the correction order receipt date.

A state correction order under Minn. Stat. § 144G.91, Subd. 8§, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is

substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.



Brookdale Willmar
September 14, 2023
Page 3

Please email reconsideration requests to: Health.HRD.Appeals@state.mn.us. Please attach this letter
as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and
submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

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 MDH 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. Requests
for hearing may be emailed to: Health.HRD.Appeals@state.mn.us.

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.

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,

A 'Q,l_ﬂ L{__.:]I__,L\_ﬁr 1 J\_\},@} +\,

Kelly Thorson, Supervisor

State Evaluation Team

Email: kelly.thorson@state.mn.us
Telephone: 320-223-7336 Fax: 651-281-9796

JMD
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0 000] Initial Comments 0 000
AT TENTION* **** Minnesota Department of Health is
documenting the State Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER(S) Tag numbers have been assigned to
Minnesota State Statutes for Assisted
In accordance with Minnesota Statutes, section Living License Providers. The assigned
144G.08 to 144G.95, these correction orders are tag number appears in the far left column
Issued pursuant to a survey. entitled "ID Prefix Tag." The state Statute
number and the corresponding text of the
Determination of whether violations are corrected state Statute out of compliance is listed in
requires compliance with all requirements the "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
failure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings is the Time Period for Correction.
SL30600015
PLEASE DISREGARD THE HEADING OF
On August 21, 2023, through August 23, 2023, THE FOURTH COLUMN WHICH
the Minnesota Department of Health conducted a STATES,"PROVIDER'S PLAN OF
survey at the above provider, and the following CORRECTION." THIS APPLIES TO
correction orders are issued. At the time of the FEDERAL DEFICIENCIES ONLY. THIS
survey, there were 15 active residents receiving WILL APPEAR ON EACH PAGE.
services under the Assisted Living license.
THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 144G.31
subd. 1, 2, and 3.
0430 144G.40 Subd. 2 Uniform checklist disclosure of | 0430
SS=F | services
(a) All assisted living facilities must provide to

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0430 | Continued From page 1 0430

prospective residents:

(1) a disclosure of the categories of assisted
living licenses available and the category of
license held by the facility;

(2) a written checklist listing all services permitted
under the facility's license, identifying all services
the facility offers to provide under the assisted
living facility contract, and identifying all services
allowed under the license that the facility does not
provide; and

(3) an oral explanation of the services offered
under the contract.

(b) The requirements of paragraph (a) must be
completed prior to the execution of the assisted
living contract.

(c) The commissioner must, in consultation with
all interested stakeholders, design the uniform
checklist disclosure form for use as provided
under paragraph (a).

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to provide a current
copy of the uniform checklist disclosure of
services with the required content for two of two
residents (R1, R2).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
IS 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:

Minnesota Department of Health
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0430 | Continued From page 2 0430

R1 and R2's records lacked a uniform checklist
disclosure of services to include:

- a disclosure of the categories of assisted living
licenses available and the category of license
held by the facility; and

- a written checklist listing all services permitted
under the facility's license, identifying all services
the facility offers to provide under the assisted
living facility contract, and identifying all services
allowed under the license that the facility does not
provide.

R1's diagnoses included schizophrenia (a serious
mental disorder that affects how a person thinks,
feels, and behaves). R1's service plan, dated July
1, 2022, indicated the resident received services
which included medication administration, chronic
condition management, showering, skin care,
laundry, and housekeeping.

During observation on August 22, 2023, at 7:01
a.m., ULP assisted R1 with his/her medications.

R2's diagnoses included failure to thrive. R2's
service plan dated June 26, 2023, indicated the
resident received services which included
medication administration, dressing, grooming,
showering, bathroom assist, laundry, and
housekeeping.

During observation on August 22, 2023, at 7:44
a.m., ULP assisted R2 with his/her medication.

On August 21, 2023, at 2:17 p.m., licensed
assisted living director (LALD)-A stated R1 and
R2 did not receive the Uniform Disclosure of
Assisted Living Services and Amenities
(UDALSA) form as required. LALD-A reported
residents started to receive the UDALA around
July 15, 2021. Surveyor observed licensee's
Minnesota Department of Health
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0430 | Continued From page 3 0430
UDALSA dated May 13, 2021.

No further information was provided.

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

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

(13) offer to provide or make available at least the
following services to residents:

(B) food must be prepared and served according
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 included document titled, Food
and Beverage Establishment Inspection Report
dated August 14, 2023, for the specific Minnesota
Food Code deficiencies.

Minnesota Department of Health
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0480 | Continued From page 4 0 480
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0640 144G.42 Subd. 7 Posting information for 0 640

SS=F | reporting suspected ¢

The facility shall support protection and safety
through access to the state's systems for
reporting suspected criminal activity and
suspected vulnerable adult maltreatment by:

(1) posting the 911 emergency number in
common areas and near telephones provided by
the assisted living facility;

(2) posting information and the reporting number
for the Minnesota Adult Abuse Reporting Center
to report suspected maltreatment of a vulnerable
adult under section 626.557; and

(3) providing reasonable accommodations with
Information and notices in plain language.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to post required content to include the 911
emergency number in common areas. 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:

Minnesota Department of Health
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0640 | Continued From page 5 0 640

On August 21, 2023, at 11:00 a.m., during the
facility tour with licensed assisted living director
(LALD)-A. The surveyor did not observe the 911
emergency number posted in the main areas or
near a cordless telephone located on a
countertop between the kitchen and dining room
area. LALD-A stated the cordless telephone
could be used by staff, residents, or visitors.
LALD-A stated she was unaware of the
requirement for the 911 emergency number to be
posted near the cordless telephone and/or in
common areas.

No further information provided.

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

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

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

Minnesota Department of Health
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0660 | Continued From page 6 0 660
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), which included a two-step tuberculin skin
test (TST) or other evidence of TB screening
such as a blood test and a TB history and
symptom screening, for two of two employees

(unlicensed personnel (ULP)-C, and clinical nurse
supervisor(CNS)-B).

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:

The licensee's TB risk assessment dated August
8, 2023, indicated the licensee was a low risk.

ULP-D
ULP-D was hired May 14, 2023, to provide direct
care services.

ULP-C's employee record lacked a two-step TST
or other evidence of TB screening such as a
blood test and a TB history and symptom
screening.

CNS-B
CNS-B was hired October 3, 2022, to provide
direct care services.

Minnesota Department of Health
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0660 | Continued From page 7 0 660

CNS-B's employee record contained a negative
two step tuberculin skin test (TST) and a TB
history and symptom screening dated June 7/,
2022; however, 118 days prior to CNS-B's hire
date. CNS-B's employee record lacked evidence
of the following:

- two step TST 90 days prior or upon hire

- TB history and symptom screening 90 days prior
or upon hire

On August 22, 2023, at 12:50 p.m. licensed
assisted living director (LALD)-A stated ULP-C
and CNS-B's employee files were missing the
above listed content.

The licensee's PL.3-020 Tuberculosis Testing
policy dated June 2017, indicated licensee
performed TB testing on new hires.

The Minnesota Department of Health (MDH)
guidelines, Regulations for Tuberculosis Control
In Minnesota Health Care Settings dated July
2013, and based on CDC guidelines, indicated an
employee may begin working with residents after
a negative TB history and symptom screen (no
symptoms of active TB disease) and a negative
IGRA or TST (first step) dated within 90 days
before hire. The second TST may be performed
after the HCW (health care worker) starts working
with patients. Baseline TB screening should be
documented in the employee's record.”

No further information was provided.

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

Minnesota Department of Health
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0 680| 144G.42 Subd. 10 Disaster planning and 0680

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
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 observation, interview, and record
review, the licensee failed to publicly post a
written emergency preparedness plan with all the
required content. This had the potential to affect
all residents, employees, and visitors to the
facility.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or

Minnesota Department of Health
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0680 | Continued From page 9 0 680

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 August 21, 2023, at 11:00 a.m., during a
facility tour, an emergency disaster plan was not
noted to be posted prominently as required.

On August 21, 2023, at 11:13 a.m., licensed
assisted living director (LALD)-A directed
surveyor to LALD-A's office and provided
surveyor the emergency plan in a large red three
ring binder on LALD-A's desk. LALD-A stated the
emergency plan was not posted prominently and
kept on LALD-A's desk.

The licensee's Emergency Manual policy dated
June 2023, indicated the emergency manual
should be readily available.

No further information provided.

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

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

Minnesota Department of Health
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0 800 | Continued From page 10 0 800

repair program.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to maintain the facility 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 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 an
Isolated scope (when one or a limited number of
residents are affected or one or a limited number
of staff are involved, or the situation has occurred
only occasionally).

The findings include:

On August 22, 2023, from approximately 10:05
a.m. to 11:30 a.m., survey staff toured the facility
with Licensed Assisted Living Director (LALD)-A.
During the facility tour, survey staff observed and
verified the following maintenance issues:

It was observed that the fire sprinkler

escutcheons were not against the wall in resident
rooms #4, #8 and #10.

It was observed there were holes in the sheet
rock around pipes and wiring going up to the
ceiling in the mechanical rooms.

LALD-A verbally confirmed survey staff
observations during the facility tour.

Minnesota Department of Health
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0 800 | Continued From page 11 0 800

No further information provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) 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
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
thereafter.
(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

Minnesota Department of Health
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drill.

This MN Requirement is not met as evidenced
by:

Based on a record review and interview, the
licensee failed to develop a fire safety and
evacuation plan with required elements, failed to
provide required employee and resident training
on evacuation, and failed to conduct required
evacuation drills. This had the potential to affect
all staff, residents, and visitors.

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

Findings include:

A record review and interview were conducted on
August 22, 2023, at approximately 11:15 a.m.
with Licensed Assisted Living Director (LALD)-A
on the fire safety and evacuation plan, fire safety
and evacuation training, and evacuation drills for
the facility.

Record review of the available documentation
iIndicated that the licensee did not have fire

protection procedures necessary for residents
iIncluded in the fire safety and evacuation plan.

Record review of the available documentation
indicated that the fire safety and evacuation plan
did not include procedures for resident

Minnesota Department of Health
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movement, evacuation, or relocation during a fire
or similar emergency including the identification
of unique or unusual resident needs for
movement or evacuation. The facility plan did
Include some provisions for relocation of
residents but did not specify how to move or
evacuate residents or identify the unique and
unusual needs of the residents.

During interview, LALD-A verified that the fire
safety and evacuation plan for the facility lacked
these provisions.

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.

(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

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

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

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

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

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

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide a written notice with the
required content for an emergency relocation to
the resident, legal representative, or designated
representative, for one of one resident (R2).

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

Minnesota Department of Health
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The findings include:
R2 admitted to the licensee on June 30, 2021.

R2's diagnoses included failure to thrive. R2's
service plan dated June 26, 2023, indicated the
resident received services which included
medication administration, dressing, grooming,
showering, bathroom assist, laundry, and
housekeeping.

R2's progress notes dated May 19, 2023, through
May 21, 2023, indicated R2 was transferred to the
hospital on May 19, 2023, due to being weak,
diaphoretic, and unable to sit up.

R2's record lacked evidence the licensee
provided the resident or resident's representative
a written emergency relocation notice.

On August 22, 2023, at 8:14 a.m., clinical nurse
supervisor (CNS)-B stated CNS-B was unaware
of the requirement and R2 did not receive the
written notice with the required content for an
emergency relocation.

The licensee's Admission Discharge Policy dated
July 2021, indicated in the event of an emergency
relocation the facility must provide a written notice
that contains at minimum:

-the reason for the relocation

-the name and contact information for the location
-contact information for the Office of Ombudsman
for Lon-Term Care

-iIf known and applicable, the approximate date or
range of dates within which the resident is
expected to return

-a statement that the facility refuses to provide
housing or services after a relocation

The notice, must be delivered as soon as

Minnesota Department of Health
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practicable to:

-the resident, the resident's legal representative,
and designated representative

-for residents who receive home and
community-based services, the resident's case
manager

-the Office of Ombudsman for Long-Term Care if
the resident has been relocated and has not
returned to facility within four days

No further information was provided.

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

01890| 144G.71 Subd. 20 Prescription drugs 01890
SS=F
A prescription drug, prior to being set up for
Immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure medications
were maintained including the opened date for

time sensitive medication storage for two of two
residents (R1, R2).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when

Minnesota Department of Health
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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:

On August 21, 2023, at 11:18 a.m. upon
medication storage observation. Surveyor
observed R1 and R2's time sensitive medications
to lack an open date for each medication.
Licensed assisted living director (LALD)-A verified
time sensitive medications for R1 and R2 lacked
an open date for each medication. LALD-A stated
staff are educated to place the open date on all
time sensitive medications by LALD-A and clinical
nurse supervisor (CNS)-B.

R1

R1's diagnoses included schizophrenia (a serious
mental disorder that affects how a person thinks,
feels, and behaves). R1's service plan, dated July
1, 2022, indicated the resident received services
which included medication administration, chronic
condition management, showering, skin care,
laundry, and housekeeping.

On August 22, 2023, at 7:01 a.m., surveyor
observed unlicensed personnel (ULP)-C
administer the following:

-basaglar kwikpen 100 unit/ milliliters (mL), inject
54 units subcutaneously one time a day for
diabetes mellitus with an open date on the cap;
and

-victoza, inject 1.8 milligrams (mQ)
subcutaneously one time a day for diabetes
mellitus pen that did not bear open date.

R2

R2's diagnoses included failure to thrive. R2's
service plan dated June 26, 2023, indicated the
Minnesota Department of Health
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resident received services which included
medication administration, dressing, grooming,
showering, bathroom assist, laundry, and
housekeeping.

On August 22, 2023, at 7:44 a.m., surveyor
observed ULP-C administer the following:
-brimonidine tartrate solution 0.2%, instill one
drop in right eye two time a day for glaucoma;
-prednisolone acetate 1%, instill one drop in right
eye two times a day for glaucoma;

-refresh tears, instill one drop in both eyes two
time a day for dry eyes; and

-timoptic 0.5%, instill one drop in right eye two
times a day for glaucoma, which each eye drop
had no open date labeled.

On August 22, 2023, at 7:48 a.m., ULP-C stated a
registered nurse (RN) trained ULP-C on eye drop
medications. ULP-C stated ULP-C was unsure if
R2's eye drops were to be labeled with an open
date. ULP-C stated she would ask clinical nurse
supervisor (CNS)-B and LALD-A.

On August 23, 2023, at 9:52 a.m. LALD-A stated
licensee did not have a policy for labeling and
dating time sensitive medications.

The licensee's Management and Insulin
Administration policy dated May 2023, indicated
the medication would be dated upon opening and
stored.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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02310, 144G.91 Subd. 4 (a) Appropriate care and 02310

SS=| | services

(a) Residents have the right to care and assisted
living services that are appropriate based on the
resident's needs and according to an up-to-date
service plan subject to accepted health care
standards.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the care and
services were provided according to acceptable
health care and medical, or nursing standards for
two of two residents (R2, R4) with a hospital
bedrails.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
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).

This resulted in an immediate correction order
Issued on August 22, 2023.

The findings include:

R2
R2's diagnosis included failure to thrive.

On August 22, 2023, at 6:48 a.m., the surveyor
observed R2's bed to be a hospital bed with
bilateral quarter upper bedrails in the upright
position on the right and left side of resident's
Minnesota Department of Health
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bed. Surveyor observed R2 position from lying to
sitting position with assist of the left bedrail.

R2's Service Plan dated June 26, 2023, indicated
R2 required assistance with medication
administration, dressing, grooming, showering,
bathroom, housekeeping and laundry.

R2's record lacked a comprehensive assessment
on the use of an assistive device, actual
measurements of the entrapment zones
pertaining to the use of the device, and risks
versus benefits discussion..

On August 22, 2023, at 8:16 a.m. clinical nurse
supervisor (CNS)-B stated "honestly, | did not
even know they were there", indicating lack of
bedrail assessment.

On August 22, 2023, at 9:30 a.m. R2 indicated
bedrails had been on R2's bed since R2 had
moved into the facility.

R4
R4's diagnoses included post stroke.

On August 22, 2023, at 8:23 a.m., the surveyor
observed R4's bed to be a hospital bed with
bilateral quarter upper bedrails. Both the right and
left side bedrail was in the raised position.

R4's Service Plan dated June 15, 2023, indicated
R4 required assistance with dressing, grooming,
showering, bathroom, skin care, housekeeping
and laundry.

R4's assessment dated June 15, 2023, indicated
R4 used halo safety ring as a bedside mobility
device.

Minnesota Department of Health
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R4's Negotiated Risk Agreement dated March 6,
2023, indicated R4 used a halo safety device.

R4's record lacked a bedrail assessment with
current bilateral quarter upper bedrails, including
measurements, purpose for use, and risks versus
benefits discussion on current bedrails.

On August 22, 2023, at 9:05 a.m., CNS-B stated
R4's assessments did not include R4's current
bedrail in R4's assessment. CNS-B stated CNS-B
had been unaware of the change in R4's bedrails
iIndicating licensee's maintenance usually
Installed the licensee's bedrails. CNS-B stated
CNS-B oversees the bedrail assessments and
had indicated R4's bedrails could have been
switched a month ago when R4 changed rooms
within the facility.

The licensee's Bedside Mobility Aids policy dated
May 2004, indicated all residents utilizing bedside
mobility aids should have a negotiated risk
agreement, or other state required form
completed, making sure all risks are fully disclose
In the residents record.

The FDA "A Guide to Bed Safety" revised April
2010, included the following information: "When
bed rails are used, perform an on-going
assessment of the patient's physical and mental
status, closely monitor high-risk patients. The
FDA also identified; "Patients who have problems
with memory, sleeping, incontinence, pain,
uncontrolled body movement, or who get out of
bed and walk unsafely without assistance, must
be carefully assessed for the best ways to keep
them from harm, such as falling. Assessment by
the patient's health care team will help to
determine how best to keep the patient safe."
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The Minnesota Department of Health (MDH)
website, Assisted Living Resources &
Frequently-Asked Questions (FAQs) dated June
20, 2023, indicated, "To ensure an individual is an
appropriate candidate for a bed rail, the licensee
must assess the individual's cognitive and
physical status as they pertain to the bed rail to
determine the intended purpose for the bed rail
and whether that person is at high risk for
entrapment or falls. This may include assessment
of the individual's incontinence needs, pain,
uncontrolled body movement or ability to transfer
iIn and out of bed without assistance. The
licensee must also consider whether the bed rail
has the effect of being an improper restraint.”
Also included, "Documentation about a resident's
bed rails includes, but is not limited to:

- Purpose and intention of the bed rail;

- Condition and description (i.e., an area large
enough for a resident to become entrapped) of
the bed rail;

- The resident's bed rail use/need assessment;

- Risk vs. benefits discussion (individualized to
each resident's risks);

- The resident's preferences;

- Installation and use according to manufacturer's
guidelines;

- Physical inspection of bed rail and mattress for
areas of entrapment, stability, and correct
installation; and

- Any necessary information related to
iInterventions to mitigate safety risk or negotiated
risk agreements.”

Additionally, the MDH website indicated for
hospital-style bed rails, the licensee must include
In their documentation, the bed rail
measurements and that the bed rail has not
shifted and is securely attached to the bed frame
per manufacturer recommendations.
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No further information was provided.
TIME PERIOD FOR CORRECTION: Immediate

IMMEDIACY LIFTED ON AUGUST 23,2023, AT
11:00 A.M.
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STATE FORM 6899 OITL11 If continuation sheet 24 of 24



Minnesota Department of Health
Food, Pools & Lodging Services
P.O. Box 64975

DEPARTMENT St. Paul, MN 55164-0975
OF HEALTH 651-201-4500
iype A Food and Beverage Establishment rage
Date: 08/21/23 _
Time:  11:45:46 Inspection Report
Report: 7930231159
— Location: — Establishment Infeo:
Brookdale Willmar ID #: 0037593
1501 19th Avenue Sw Risk:
Willmar, MN 56201 Announced Inspection: No

Kandiyohi County, 34

— License Categories: — Operator:

. Phone #: 3202341024
Expireson: / / D #-

The violations listed 1n this report include any previously 1ssued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

The following orders were 1ssued during this inspection.

4-500 Equipment Maintenance and Operation

4-501.11AB

MN Rule 4626.0735AB All equipment and components must be in good repair and maintained and adjusted in
accordance with manufacturer's specifications.

REPLACE THE TORN DOOR GASKET ON THE UPRIGHT COOLER NEAR THE COOKING AREA.
Comply By: 11/21/23

4-900 Protecting Clean Items
4-903.12A4

MN Rule 4626.0960A Discontinue storage of food, clean equipment, linens, utensils, or single-service and
single-use articles in locker rooms; toilet rooms; garbage rooms; mechanical rooms; under unshielded sewer
lines; under leaking water lines or sources of condensation or moisture; under open stairwells; or under other

sources of contamination.

ROASTER PAN WAS STORED UNDER THE DRAIN LINE OF THE PREP SINK IN THE KITCHEN.
STORE IN ANOTHER AREA AWAY FROM DRAIN LINES.

Comply By: 08/22/23

6-300 Physical Facility Numbers and Capacities
6-304.11C
MN Rule 4626.1475C Operate the ventilation system when ventilated equipment 1s 1n use.

AT TIME OF INSPECTION STAFF WAS COOKING WITHOUT OPERATING THE VENTILATION
HOOD. WHEN COOKING, THE VENTILATION SYSTEM MUST BE ON AT ALL TIMES.

Comply By: 08/21/23

Surface and Equipment Sanitizers



Type:  Full Food and Beverage Establishment Fage £
Date: 08/21/23

Time:  11:45:46 Inspection Report
Report: 7930231159
Brookdale Willmar

Hot Water: = at 162 Degrees Fahrenheit
Location;: DISHWASHER FINAL RINSE CYCLE

Violation Issued: No

Quaternary Ammonia: = 400PPM at Degrees Fahrenheit
Location: SANITIZER SPRAY BOTTLE
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Upright Cooler
Temperature: 40 Degrees Fahrenheit - Location: WHIPPED CREAM--UPRIGHT NEAR COOKING AREA

Violation Issued: No

Process/Item: Upright Cooler

Temperature: 40 Degrees Fahrenheit - Location: CRAN ORANGE MUFFIN MIX--COOLER IN DRY
STORAGE ROOM

Violation Issued: No

Process/Item: Cooking
Temperature: 210 Degrees Fahrenheit - Location: MEATLOAF
Violation Issued: No

Process/Item: Cooking
Temperature: 211 Degrees Fahrenheit - Location: HASHBROWNS
Violation Issued: No

Process/Item: Cooking
Temperature: 196 Degrees Fahrenheit - Location: CORN ON THE COB
Violation Issued: No

Total Orders In This Report Priority 1 Priority 2 Priority 3
0 0 3

NOTE: Plans and specifications must be submitted for review and approval prior to new construction, remodeling or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 7930231159 of 08/21/23.

Certified Food Protection ManagerErica A. Flickinger

Certification Number: _ 93945 Expires; _05/08/24

Inspection report reviewed with person in charge and emailed.

Signed: S1 gned:My«m\/[_A

Establishment Representative Tina Remmele, R.S.

Environmental Health Specialist

St. Cloud District Office
320-223-7302
tina.remmele(@state.mn.us




