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F0000
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INITIAL COMMENTS

On 12/3/25 through 12/4/25, a standard abbreviated
survey was completed at your facility by the Minnesota
Department of Health to determine if your facility was
in compliance with requirements of 42 CFR Part 483,
Subpart B, and Requirements for Long Term Care
Facilities.

The following complaint was reviewed. H53299003C
(2678746) with a deficiency issued at F600.

As a result of the survey a deficiency was cited at
F657.

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.

Free from Abuse and Neglect

CFR(s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and Exploitation

The resident has the right to be free from abuse,
neglect, misappropriation of resident property, and
exploitation as defined in this subpart. This includes
but is not limited to freedom from corporal punishment,
involuntary seclusion and any physical or chemical
restraint not required to treat the resident's medical
symptoms.
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F0000

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

12/30/2025

F0600 In regard to this statement in the "standard is not met
as evidenced by" area,

"R2's Progress Note dated 11/25/25, indicated he had an
episode of touching a female resident's breast. The
medication administration record was updated to
include: one to one staff supervision with male staff
when in public areas."

12/30/2025

In reality, the medication administration record
states: one to one staff supervision with male resident
when in public areas. (see attachment-progress note)

§483.12(a) The facility must- Plan of Correction:

§483.12(a)(1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or involuntary

When the resident is out of the locked unit, resident
will have one on one staff supervision and
direction/assistance. When on Pine unit, resident is

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
seclusion;

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview and document review the
facility failed to implement care planned interventions
to reduce the risk of abuse for 1 of 3 residents (R2)
who had a history of inappropriately touching female
residents.

F0600 Continued from page 1
one to one supervision.

Resident will not be seated in direct proximity to
female residents when sitting in common areas.

WSLC staff will replace floor mat alarm with a bed
alarm so when the stands up staff will be notified of
resident getting out of be so assistance can be
provided.

Findings include:

R2's Transfer/Discharge Report indicated he admitted to
the facility on 2/28/24. R2's diagnosis included
adjustment disorder with depressed mood, vascular
dementia, and muscle weakness.

R2's quarterly Minimum Data Set dated 11/13/25,
indicated he was independent with bed mobility, and
required supervision to ambulate.

R2's care plan dated 11/5/25, identified vulnerability
related to functional limitations and poor impulse
control and identified behaviors that included touching
fellow female residents inappropriately. The care plan
identified the use of a motion sensor and floor alarms.
The care plan indicated R2 was to be provided one to
one staff supervision in common areas to ensure his
behaviors were appropriate and fellow residents were
free from distress.

R2's Progress Note dated 11/25/25, indicated he had an
episode of touching a female resident's breast. The
medication administration record was updated to
include: one to one staff supervision with male staff
when in public areas.

During interview on 12/3/25 at 1:41 p.m., nursing
assistant (NA)-B stated on 11/25/25, she heard the door
alarm and saw R1 going down the hall in her wheelchair.
NA-B stated the activity aide was with R1 and two other
residents. NA-B saw R2's hand in the vicinity of R1's
breast and moved his hand away. NA-B was not sure if R2
had his hand on R1's breast but said he had been
reaching that way. NA-B stated some of the nurses had
told her not to turn her back on R2 because he was
"grabby." NA-B stated R2 was not dependent on staff and
could ambulate independently.

During observation on 12/3/25 at 4:18 p.m., R2 was in
his room, lying down with his feet on the floor. R2's
floor sensor alarm was approximately a foot away from
his bed. Upon entrance and exit from room, R2's motion
sensor did not activate.

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1DD026-H1 Facility ID: 00797 If continuation sheet Page 2 of 5
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Continued from page 2

During observation and interview on 12/3/25 at 4:22
p.m., NA-A stated R2 required standby assist and staff
needed to watch him because he was inappropriate with
other residents. NA-A stated R2 got up very quickly and
had a monitoring system in his room to alert staff if
he got up. R2's room was observed with NA-A who
confirmed the motion sensor did not activate upon
entrance or exit from the room. NA-A stated the motion
sensor had not been turned on. Further NA-A
acknowledged the floor mat was not next to the bed and
stated R1 may have kicked it out of the way. NA-A said
the floor mat should have been next to the bed.

F0600

During interview on 12/3/25 at 4:27 p.m., licensed
practical nurse (LPN)-A stated R2 had to be watched as
he liked to touch people inappropriately. Staff
supervised him to ensure he was away from female
residents. LPN-A stated R2 had alarms to alert staff he
left his room.

During interview on 12/4/25 at 9:09 a.m., NA-C stated
the purpose of R2's alarms was to know where he was, if
R2 got up or if someone else was in his room so staff
could intercept. NA-C stated R2 wandered on the unit.

During observation on 12/4/25 at 9:13 a.m., R2's motion
sensor activated. R1 had wheeled into his room. R2 was
in the dining room at the time of the observation.

Facility Policy Resident Abuse Prohibition Policy dated
11/24/24, defined sexual abuse as non-consensual sexual
contact of any type with a resident. The policy
indicated; It is the policy of WSLC that each resident
will be free from abuse, neglect, mistreatment,
exploitation and misappropriation of property. Abuse
can include but is not limited to physical harm, pain,
mental anguish, verbal abuse (derogatory terms), sexual
abuse, or involuntary seclusion from any
source. Additionally, residents will be protected from
abuse, neglect, and harm while they are residing at the
facility. No abuse or harm of any type will be
tolerated, and residents and staff will be monitored
for protection.

F0657
SS = D

Care Plan Timing and Revision

CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans

§483.21(b)(2) A comprehensive care plan must be-

F0657 Original Plan of Correction: 01/09/2026

Comprehensive care plans were revised and updated to
include mood and behaviors, target behaviors, and
interventions that are effective for managing behaviors
in dementia residents. (see attachment-care plan)

(i) Developed within 7 days after completion of the Care plan has been update for staff to remove resident
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Continued from page 3
comprehensive assessment.

(ii) Prepared by an interdisciplinary team, that
includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the
resident.

(C) A nurse aide with responsibility for the resident.

(D) A member of food and nutrition services staff.

(E) To the extent practicable, the participation of the
resident and the resident's representative(s). An
explanation must be included in a resident's medical
record if the participation of the resident and their
resident representative is determined not practicable
for the development of the resident's care plan.

(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs or as
requested by the resident.

(iii)Reviewed and revised by the interdisciplinary team
after each assessment, including both the comprehensive
and quarterly review assessments.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview and document review the
facility failed to develop care planned interventions
for 1 of 3 residents (R1) reviewed who displayed
behaviors toward other residents.

Findings include:

R1's Transfer/Discharge Report indicated she admitted
to the facility 3/27/25. R1's diagnosis included
adjustment disorder, delusional disorders, and
dementia.

R1's quarterly Minimum Data Set (MDS) dated 9/23/25,
indicated she was independent with wheelchair mobility
on the unit. The MDS indicated R1 displayed physical,
verbal and other behaviors.

R1's care plan dated 10/31/25, indicated she was taking
psychotropic medications for treatment of behavioral
symptoms related to dementia, severe agitation and
delusional disorder. The care plan lacked a behavior
care plan.
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PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
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APPROPRIATE DEFICIENCY)

F0657 Continued from page 3
from confrontational situations immediately. Staff to
observe resident closely if becoming irritated/agitated
with others and intervene as needed. Redirection or
distraction with snacks or “babies” will be provided as
needed.

Additional Plan of Correction for follow up question:

Care plan changes are initially discussed in IDT
meetings. Care coordinator provided written change to
staff (see attached). Moving forward changes will be
provided both in PCC communication notes as well as in
writing to staff.

(X5)
COMPLETION

DATE
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Continued from page 4
R1's Progress Notes identified the following:

10/27/25, R1 was wandering around the household going
into other resident's room.

11/5/25. R1 was wandering around the household,
collecting anything she liked along the way.

11/5/25, R2 was found in another resident's room
washing her clothes that were covered in feces.

11/6/25. R1 had an altercation with another resident
during supper time. R1 got upset and slapped R3 on the
arm.

R3's quarterly MDS dated 11/25/25 indicated a diagnosis
of Early onset Alzheimer's and Severe Dementia with
anxiety.

During observation on 12/4/25, R1 was propelling on the
unit in her wheelchair stating, "I have no place to
go." At 7:54 a.m., R1 approached survey and when asked,
stated "I am fine, I have my baby (referring to a
stuffed dog)." R1 also had a banana, spoon, clothing
protector and a newspaper on her lap. At 9:13 a.m.,
another resident's motion sensor activated as R1
entered the resident's room.

During interview on 12/4/25 at 12:46 p.m., licensed
practical nurse (LPN)-B stated R1 could be a little
"spicy." LPN-B said when she was "in a mood" she tried
to keep R1 and R3 away from each other. LPN-B said R1
and R3 had an incident at the dinner table one time and
said they had no problem swearing at each other.

Facility policy Comprehensive Care Plans dated
12/22/24, indicated It is the policy of this facility
to develop and implement a comprehensive
person-centered care plan for each resident, consistent
with resident rights, that includes measurable
objectives and timeframes to meet a resident’s medical,
nursing, and mental and psychosocial needs that are
identified in the resident’s comprehensive assessment.
The comprehensive care plan will include measurable
objectives and timeframes to meet the resident’s needs
as identified in the resident’s comprehensive
assessment. The objectives will be utilized to monitor
the resident’s progress. Alternative interventions will
be documented, as needed.

F0657
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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 12/3/25 through 12/4/25, a complaint survey was
conducted at your facility by surveyors from the
Minnesota Department of Health (MDH). Your facility was
in compliance with the MN State Licensure.

The following complaints were reviewed during the
survey. H53299003C (2678746)

Minnesota Department of Health is documenting the State
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20000 Continued from page 1
Licensing Correction Orders using Federal software.

The facility is enrolled in ePOC and therefore a
signature is not required at the bottom of the first
page of state form. Although no plan of correction is
required, it is required that the facility acknowledge
receipt of the electronic documents.
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