DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
June 24, 2026

Licensee

Wesley Residence of Duluth
5601 Grand Avenue

Duluth, MN 55807

RE: Project Number(s) SL30422016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on May 21, 2026, 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 $S500 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
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pursuant to this survey:

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 - $1,000.00

St - 0-0780 - 144g.45 Subd. 2 (a) (1) - Fire Protection And Physical Environment - $1,000.00
St - 0 - 0800 - 144g.45 Subd. 2 (a) (4) - Fire Protection And Physical Environment - $1,000.00
St - 0 - 0810 - 144g.45 Subd. 2 (b-F) - Fire Protection And Physical Environment - $1,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $4,500.00. 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 I|dentify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.

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

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by MDH within 15 calendar
days of the correction order receipt date.

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

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.
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To submit a hearing request, please visit:
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.

You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in the letter and state form with your organization’s Governing Bodly.

If you have any questions, please contact me.

K¢ L
Jessie Chenze, Supervisor
State Evaluation Team

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

Sincerely,

KKM
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ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
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.” The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies” column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
fallure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
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Minnesota Department of Health conducted a full CORRECTION." THIS APPLIES TO
survey at the above provider and the following FEDERAL DEFICIENCIES ONLY. THIS
correction orders are issued. At the time of the WILL APPEAR ON EACH PAGE.
survey, there were 32 residents; 32 receiving
services under the Assisted Living Facility 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
SUBDIVISION 1-3.
0 480, 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services
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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 i1s not required to
Install 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,
existing floor, wall, and ceiling finishes are

Minnesota Department of Health
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allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.13795, 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 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:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated May 19, 2026, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0 490 144G .41 Subdivision 1b Minimum requirements; | 0490
SS=F | other required services

All assisted living facilities must offer to provide or
make available the following services to
residents:

(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
Identifying 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,

Minnesota Department of Health
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and psychosocial needs. This had the potential to
affect all 32 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
problems are pervasive or represent a systemic
fallure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

During the entrance conference on May 19, 2026,
at 9:46 a.m. through 10:34 a.m., clinical nurse
supervisor (CNS)-B and housing manager
(HM)-C stated the licensee had not been offering
or providing a daily program of social and
recreational activities for residents since January
2026, and recently hired an activity staff that
would be starting that week. CNS-B stated staff
have not been providing daily activities for
residents since the licensee lost their activity
staff.

During the facility tour on May 19, 2026, at 10:42
a.m., with CNS-B, the surveyor observed an
activity calendar posted in the main hallway
entrance of the facility; however, the activity
calendar posted dated May 2026, was blank and
did not have a dally activity scheduled. At 11:19
a.m., the surveyor observed the 2nd floor of the
facility with CNS-B and observed an activity room
that was locked. CNS-B stated residents did not
have key access to the activities room.

On May 21, 2026, at 10:50 a.m., RS stated the
licensee has not had a dalily planned activity for

Minnesota Department of Health
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several months. RS stated an activity calendar
was posted monthly but it was blank and did not
have daily activity listed. RS stated the licensee
hired a new activity staff that was starting that
week.

The licensee's Uniform Disclosure of Assisted
Living Services and Amenities dated August 1,
2021, indicated the licensee provided supportive
services to include required daily social and
recreational services.

No further information was provided.

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

0510 144G .41 Subd. 3 Infection control program 0 510
SS=F
(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
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facllities.

(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
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Infection control during medication administration

for one of two employees (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
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:

During the entrance conference on May 19, 2026
at 9:43 a.m., clinical nurse supervisor (CNS)-B
and housing manager (HM)-C stated the licensee
provided required infection control training upon
hire and at a minimum, annually.

el

ULP-E was hired January 20, 2026, to provide
direct care services to residents at the facility.

ULP-E's employee record indicated ULP-E
completed infection control and medication
administration training on January 24, 2026.

On May 20, 2026, at 1:13 p.m. through 1:20 p.m.,
the surveyor observed ULP-E prepare R6's
medications, enter R6's room, administer R6's
medications, exited the room and documented
medications administered in EMR (electronic
medical record). ULP-E prepared R/'s
medications, entered R/'s room, administered
medications, exited room and documented
medications administered in EMR. ULP-E
prepared R5's medications, entered R5's room,
administered medications, exited room and
Minnesota Department of Health
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documented R5's medications administered in
EMR. The surveyor did not observe ULP-E
perform hand hygiene prior to preparing resident
medications, In between administering resident
medications or after administering medications.
Immediately following the medication
observations, ULP-E stated ULP-E did not realize
ULP-E did not use hand sanitizer during the
medication process and should have performed
hand hygiene.

On May 21, 2026, at 12:55 p.m., CNS-B stated
staff should perform hand hygiene before
preparing medications, in-between residents and
after administration of medications. CNS-B
stated hand sanitizer was available for use
throughout the building and in the medication
room.

The licensee's Hand Hygiene policy dated
January 2025, indicated hand hygiene should be
performed between resident cares and whenever
direct physical contact with a resident takes
place.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 550] 144G .41 Subd. 7 Resident grievances; reporting | 0 550
SS=F | maltreatment

All facilities must post in a conspicuous place
Information about the facilities’ grievance
procedure, and the name, telephone number, and
email contact information for the individuals who
are responsible for handling resident grievances.
The notice must also have the contact

Minnesota Department of Health
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Information for the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities
and must have information for reporting
suspected maltreatment to the Minnesota Adult
Abuse Reporting Center. The notice must also
state that if an individual has a complaint about
the facility or person providing services, the
Individual may contact the Office of Health Facility
Complaints at the Minnesota Department of
Health.

This MN Requirement Is not met as evidenced
by:

Based on observation and interview, the licensee
falled to post in a conspicuous place, the required
Information related to the grievance procedure.
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) 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:

During the facility tour on May 19, 2026, at 10:42
a.m. through 11:37 a.m., with clinical nurse
supervisor (CNS)-B, the licensee's grievance
procedure was not observed posted within the
facility. CNS-B stated the grievance procedure
was located in a folder in the staff office and was
available from staff if requested by a resident.
CNS-B stated the grievance procedure was not
posted within the facility. The surveyor reviewed

Minnesota Department of Health
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the licensee's Resident Grievance
policy/procedure located in the locked staff work
room. The Grievance policy/procedure lacked
the required content to indicate the name,
telephone number, and e-mail contact information
for the individual(s) who were responsible for
handling resident grievances and the contact
Information to the Ombudsman of Long-Term
Care. CNS-B stated CNS-B was unaware of the
required content and was not aware the
grievance procedure was required to be posted.

The licensee's Resident Grievance policy dated
February 2023, lacked the required content noted
above and indicated the licensee would notify all
recipients of service of this policy, and provide a
copy, upon permission or within at leas five
working days of service Initiation.

No further information was provided.

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

0 630 144G .42 Subd. 6 (b) Compliance with 0 630
S3S=D | requirements for reporting ma

(b) The facility must develop and implement an
Individual abuse prevention plan for each
vulnerable adult. The plan shall contain an
Individualized review or assessment of the
person's susceptibility to abuse by another
Individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.
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This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure an individual
abuse prevention plan (IAPP) was developed to
Include the required content for one of three
residents (R3).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious Injury, impairment, or death), and
was Issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

During the entrance conference on May 19, 2026,
at 9:53 a.m., clinical nurse supervisor (CNS)-B
stated registered nurse (RN)-H completed
resident assessments.

R3's diaghoses included schizophrenia, anxiety,
depression, chronic obstructive pulmonary
disease, difficulty walking and dysphagia
(difficulty swallowing).

R3's Service Plan (\Waiver)- Addendum to
Contract dated April 8, 2026, indicated R3's
services Included medication administration,
dressing, grooming, bathing, behavior monitoring,
safety checks, housekeeping and laundry.

On May 20, 2026, at 7:21 a.m., the surveyor
observed CNS-B obtain R3's blood glucose
(sugar) with results of 115 milligrams per deciliter
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(mg/dl).

R3's |IAPP dated March 6, 2026, indicated R3
was at risk to be abused and had no history of
risk of self-abuse; however, R3's assessment did
not include an assessment of R3's risk of abusing
other vulnerable adults.

On May 21, 2026, at 12:49 p.m., CNS-B stated
CNS-B was aware of the required content in an
|APP assessment. CNS-B reviewed R3's |APP
and stated CNS-B was unsure why R3's |IAPP
was missing the review of R3's risk of abusing
others and would have to look more into it.

The licensee's Individual Abuse Prevention Plan
policy dated January 2025, indicated the licensee
would develop an individual abuse prevention
plan for each assisted living resident. The IAPP
would include;

-an Individualized review or assessment of the
resident’'s susceptibility to be abuse by another
Individual, including other vulnerable adults;
-the person's risk of abusing other vulnerable
adults: and

-specific measures to minimize the risk of abuse
to that person and other vulnerable adults; and
-measure to minimize the risk of self-abuse, If
applicable.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 650 144G .42 Subd. 8 (a) Staff records 0 650
SS=D

(a) The facility must maintain current records of
each paid staff member, each regularly
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scheduled volunteer providing services, and each
Individual contractor providing services. The
records must include the following infomation:

(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

(2) records of orientation, required annual training
and infection control training, and competency
evaluations:

(3) current job description, including
gualifications, responsibilities, and identification of
staff persons providing supervision,;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and

(6) documentation of the background study as
required under section 144.057.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure employees
received orientation to assisted living
requirements and regulations prior to providing

services for one of one employee (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 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
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situation has occurred only occasionally).
The findings include:

During the entrance conference on May 19, 2026,
at 9:43 a.m., clinical nurse supervisor (CNS)-B
and housing manager (HM)-C stated the
licensee was familiar with the current minimum
assisted living requirements.

ULP-E was hired January 20, 2026, to provide
direct care services to residents at the facility.

On May 20, 2026, at 1:13 p.m., through 1:20
p.m., the surveyor observed ULP-E prepare and
administer resident medications.

ULP-E's employee record lacked documented
evidence of the following required orientation:
-review of the provider's polices and procedures.

On May 21, 2026, at 10:15 a.m., assisted living
director in residency (ALDIR)-D stated the
licensee did not have documentation for ULP-E's
review of the licensee's policies and procedures
at the time of hire. ALDIR-D stated the licensee
would have to develop a process to ensure each
new employee's record included documentation
of review of the licensee's policies and
procedures.

The licensee's Personnel Records policy dated
January 1, 2025, indicated personnel records
would be kept up-to-date, will organized and
confidential and would comply with the assisted
living law and other relevant laws. The personnel
record for each person would include a record of
all required training for unlicensed personnel and
competency evaluations.
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No further information was provided.

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

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

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and 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:

Based on interview and record review, the
licensee failed to develop a written emergency
preparedness plan (EPP) with all the required
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content. In addition, the licensee failed to post the
EPP in a prominent area available to residents,
staff and visitors. 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), 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:

During the entrance conference on May 19, 2026,
at 9:43 a.m., clinical nurse supervisor (CNS)-B
and housing manager (HM)-C stated licensed
assisted living director (LALD)-| was responsible
for developing and updating the licensee's EPP;
however, LALD-| was currently on medical leave
and to refer to executive director (ED)-A with any
guestions.

During the facility tour on May 19, 2026, 10:42
a.m., to 11:37 a.m., with CNS-B the surveyor did
not observe the licensee's emergency
preparedness plan or signage indicated where
the emergency plan was located. CNS-B stated
CNS-B was unsure where the licensee's EPP
was kept and stated the EPP could be located in
the business office or staff office, which both are
locked when no In use.

The licensee's emergency plan last review date of
August 29, 2025, lacked the following information:
-documentation of a quarterly review of the
licensee's missing resident policy;

-documentation of participation in an annual
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full-scale exercise that is community based or
conduct an annual, individual, facility-based
functional exercise; or

-an additional annual exercise that may include a
second full-scale exercise or mock disaster drill
or table-top exercise and analyze the facility's
response to and maintain documentation of all
drills, tabletop exercises and emergency events &
revise plan as needed.

During the exit survey on May 21, 2026, at 4:00
p.m., the surveyor informed ED-A and housing
manager (HM)-C, if the missing emergency
preparedness information noted above was
located, the license could send the documents to

the surveyor via emall for review by the end the
next day (May 22, 2026).

On May 21, 2026, p.m., at 5:33 p.m., the surveyor
received an email from HM-C that included a
document titled AWAIR: Home Safety,
Emergency Response, and Evacuation Plan
revised April 2019; however, the information
provided did not include missing EPP information
noted above.

The licensee's undated Essential Guide Assisted
Living iIn Minnesota Volume 2: Clinical Polices
and Procedures indicated the health care
system's unified emergency preparedness
program should be updated each time a facility
leaves or enters the health care system's
program. The integrated program should
demonstrate that each separate facility included
In the program actively participated in the
program's development, and each facility should
desighate personnel to collaborate with the health
care system to develop the plan. This
participation should be documented. All
components of the emergency preparedness
Minnesota Department of Health
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program that are reviewed annually should
Include all participating facilities, and each facility
should be able to prove that it was involved in
annual reviews and updates.

No further information was provided.

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