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F0000 INITIAL COMMENTS

On 3/17/26 through 3/18/26 , a standard abbreviated
survey was conducted at your facility. Your facility
was found to be NOT in compliance with §42 CFR 483,
Subpart B, Requirements for Long Term Care Facilities.

F0000

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

04/10/2026

The following complaint was reviewed: H (iQIES #). An
incidental finding was discovered and cited at F550 .

H 53252600-C

H 53257264-C

H 53259005-C

H 53259005-C

H 53259004-C

The facility's plan of correction (POC) will serve as
your allegation of compliance upon the Departments
acceptance. Because you are enrolled in ePOC, your
signature is not required at the bottom of the first
page of the CMS-2567 form. Your electronic submission
of the POC will be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an onsite
revisit of your facility may be conducted to validate
that substantial compliance with the regulations has
been attained.

F0550
SS = D

Resident Rights/Exercise of Rights

CFR(s): 483.10(a)(1)(2)(b)(1)(2)

§483.10(a) Resident Rights.

F0550 The process for satisfying this requirement has been
reviewed and revised as needed to ensure the facility
is providing residents with toileting assistance in a
timely manner.

04/10/2026

The resident has a right to a dignified existence,
self-determination, and communication with and access
to persons and services inside and outside the
facility, including those specified in this section.

R4's toileting plan was reviewed and remains current.

All current residents requiring toileting assistance
have the ability to be affected if this requirement is
not met.

§483.10(a)(1) A facility must treat each resident with Like residents have been reviewed to ensure appropriate

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
participation.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Continued from page 1
respect and dignity and care for each resident in a
manner and in an environment that promotes maintenance
or enhancement of his or her quality of life,
recognizing each resident's individuality. The facility
must protect and promote the rights of the resident.

§483.10(a)(2) The facility must provide equal access to
quality care regardless of diagnosis, severity of
condition, or payment source. A facility must establish
and maintain identical policies and practices regarding
transfer, discharge, and the provision of services
under the State plan for all residents regardless of
payment source.

§483.10(b) Exercise of Rights.

The resident has the right to exercise his or her
rights as a resident of the facility and as a citizen
or resident of the United States.

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

F0550 Continued from page 1
toileting plans.

Appropriate Gardens at Foley staff have been reeducated
to this requirement by utilizing Monarch Healthcare
Managements Call Light policy.

Appropriate Gardens at Foley staff have been reeducated
to this requirement by utilizing Monarch Healthcare
Managements Resident Rights policy.

Audits will be completed two (2) times per week for two
(2) weeks; one (1) time per week for four (4) weeks;
and monthly thereafter for one (1) month. Audit results
will be reviewed at QAPI. Any deficient practice will
be identified and corrected at the time of occurrence.

Director of Nursing or designee is the responsible
party.

Corrective action will be completed by 04/10/2026.

§483.10(b)(1) The facility must ensure that the
resident can exercise his or her rights without
interference, coercion, discrimination, or reprisal
from the facility.

§483.10(b)(2) The resident has the right to be free of
interference, coercion, discrimination, and reprisal
from the facility in exercising his or her rights and
to be supported by the facility in the exercise of his
or her rights as required under this subpart.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, and document review,
the facility failed to provide toileting assistance in
a timely manner for 1 of 1 resident (R4), reviewed for
dignity.

Findings include:

R4's face sheet printed 3/19/26, indicated admitted to
the facility on 1/24/23, and had the following
diagnoses: unspecified focal traumatic brain injury
(localized brain damage from a specific impact to the
brain), seizures, major depressive disorder, and morbid
obesity.

During interview on 3/18/26 at 1:16 p.m., R4 stated he
was aware when he needed to have a bowel movement and
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Continued from page 2
he notified staff by a push button call light system.
R4 stated when he felt the urge to have a bowel
movement, he was supposed to be transferred to the
toilet or a commode to complete. R4 stated at times he
waited an hour or more for staff to answer his call
light and this resulted in incontinence. R4 stated this
made him upset and frustrated. He felt 'like a little
kid' and 'it's embarrassing to me'.

F0550

Review of R4's call light log from 12/26/25 through
12/28/25, and 3/11/26 through 3/18/26 revealed the
following:

12/25/25 at 1:58 p.m. R4's call light was unanswered
for 42 minutes and 42 seconds

12/26/25 at 7:13 p.m. R4's call light was unanswered
for 57 minutes and 59 seconds

12/26/25 at 2:02 p.m. R4's call light was unanswered
for 60 minutes and 22 seconds

3/13/26 at 7:47 p.m. R4's call light was unanswered for
32 minutes and 5 seconds

During interview on 3/18/26 at 4:22 p.m., Director of
Nursing (DON) stated staff were encouraged to answer
call lights as quickly as possible. DON stated call
light times could be longer based on the time of day or
how many staff were working. DON reviewed call light
times for R4 and stated the facility was aware call
light times had been increasing and they were working
towards a resolution as a facility to reduce the amount
of time residents had to wait. DON stated extended call
lights that resulted in incontinence could negatively
affect residents and result in a dignity issue. DON
stated she expected staff to answer the call lights as
quickly as they were able and to communicate with
residents if they had to wait longer than anticipated.
DON stated it was important to answer call lights
timely to promote quality of life and support the
residents' rights.

During interview on 3/18/26 at 4:50 p.m., Administrator
(Admin) stated he believed an acceptable amount of time
for staff to respond to a call light was 6-8 minutes,
but that time could increase or decrease based on
resident needs and how many staff were available. Admin
stated 45 minutes, 60 minutes or longer was an
unreasonable wait time. Admin stated he was aware call
light times were long as the facility had received
resident/family grievances related to long call light
wait times. Admin reviewed facility provided call light
logs and acknowledged multiple response times in excess
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Continued from page 3
of 30 minutes. Admin stated this could have a negative
effect on residents' quality of life and dignity.

The Combined Federal and State Bill of Rights for
residents in nursing care facilities states the
following: The resident has a right to a dignified
existence, self-determination, and communication with
and access to persons and services inside and outside
the facility; The facility must treat each resident
with respect and dignity and care for each resident in
a manner and in an environment that promoters
maintenance or enhancement of his or her quality of
life, recognizing each resident's individuality. The
facility must protect and promote the rights of the
resident.

Facility provided policy titled Resident Rights Policy
with last revision date of 11/2025

F0550
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20000 Initial Comments

*****ATTENTION******

20000

NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section 144A.10,
this correction order has been issued pursuant to a
survey. If, upon reinspection, it is found that the
deficiency or deficiencies cited herein are not
corrected, a fine for each violation not corrected
shall be assessed in accordance with a schedule of
fines promulgated by rule of the Minnesota Department
of Health.

Determination of whether a violation has been corrected
requires compliance with all requirements of the rule
provided at the tag number and MN Rule number indicated
below. When a rule contains several items, failure to
comply with any of the items will be considered lack of
compliance. Lack of compliance upon re-inspection with
any item of multi-part rule will result in the
assessment of a fine even if the item that was violated
during the initial inspection was corrected.

You may request a hearing on any assessments that may
result from non-compliance with these orders provided
that a written request is made to the Department within
15 days of receipt of a notice of assessment for
non-compliance.

INITIAL COMMENTS:

On 3/17/26 through 3/18/26, a standard abbreviated
survey was conducted at your facility. Your facility
was found to be in compliance with §42 CFR 483, Subpart
B, Requirements for Long Term Care Facilities.

The following complaints were reviewed: H (iQIES #). An
incidental finding was discovered and cited at F550.

H 53252600-C

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

04/10/2026

Office of Primary Care and Health Systems Management

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

STATE FORM Event ID: 1F4EBC-H1 Facility ID: 00629

(X6) DATE

If continuation sheet Page 1 of 2



Minnesota State Department of Health

PRINTED: 04/13/2026

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

NAME OF PROVIDER OR SUPPLIER

The Gardens at Foley LLC

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

03/18/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

253 PINE STREET , FOLEY, Minnesota, 56329

(X4) ID
PREFIX

TAG

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

ID
PREFIX

TAG
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H 53257264-C

H 53259005-C

H 53259005-C

H 53259004-C

The facility's plan of correction (POC) will serve as
your allegation of compliance upon the Departments
acceptance. Because you are enrolled in ePOC, your
signature is not required at the bottom of the first
page of the CMS-2567 form. Your electronic submission
of the POC will be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an onsite
revisit of your facility may be conducted to validate
that substantial compliance with the regulations has
been attained.
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