DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
December 26, 2025

Licensee

Wildwood Grove
410 East Main Street
Le Roy, MN 55951

RE: Project Number(s) SL30710015

Dear Licensee:

On November 6, 2025, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found not corrected at the time of the follow-up survey completed
on August 5, 2025. This follow-up survey determined your facility continues to not be in substantial

compliance with 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.

At the time of this follow-up survey completed on November 6, 2025, we identified the following violation(s):

0775-Fire Protection And Physical Environment-144g.45 Subd. 2. (a) - $1,000.00
0830-Local Laws Apply-144g.45 Subd. 3

The details of the violation(s) noted at the time of this follow-up survey are delineated on the attached State
Form. Only the ID Prefix Tag in the left hand column without brackets will identify these state correction
orders. It is not necessary to develop a plan of correction.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are assessed is
$1,000.00. 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 outlined on the state form; however, plans of correction are not required to

be submitted for approval.

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
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§ 144G.20;
Level 5: a fine of $5,000 per violation, 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 MDH within 15 calendar days of the correction order
receipt date.

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

REQUESTING A HEARING

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

To submit a hearing request, please visit:
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.

INFORMAL CONFERENCE

In accordance with Minn. Stat. § 144A.475, Subd. 8 OR Minn. Stat. § 144G.20, Subd. 20, the Commissioner of
Health is authorized to hold a conference to exchange information, clarify issues, or resolve issues. The
Department of Health staff would like to schedule a conference call with Wildwood Grove. Please contact
Stephanie Jones de Palma at 651-201-4320 on or before January 5, 2026 to schedule the conference call.

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,

Stephanie Jones de Palma, Supervisor

State Engineering Services Section

Email: stephanie.jones.de.palma@state.mn.us

Telephone: 651-201-4320 Fax: 1-866-890-9290 CLN
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WILDWOOD GROVE

{0 000} Initial Comments {0 000}

*****ATTE NTI O N******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G .08 to 144G.95, this correction order(s) has
been issued pursuant to a survey.

Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
Indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:
Project # SL30710015-9

On November 6, 2025, the Minnesota
Department of Health conducted a follow-up
survey at the above provider to verify correction
of orders issued pursuant to a follow-up survey
completed on August 5, 2025. As a result of this
follow-up survey, the following orders were
Issued.

{0 480} 144G .41 Subdivision 1 Subd. 1a (a-b) Minimum | {0 480}
SS=F | requirements; required food services

(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
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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 i1s not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
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
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

Minnesota Department of Health
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(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:
Not reviewed during this survey.

{0550} 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
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:
Not reviewed during this survey.

07795 144G .45 Subd. 2. (a) Fire protection and physical | 0 775
SS=H| environment

Each assisted living facility must comply with the
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State Fire Code in Minnesota Rules, chapter
/9511, and:

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to comply with the
requirements of Minnesota State Fire Code
Rules, Chapter 7511. This had the potential to
directly affect all building occupants.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
or a violation that had the potential to cause more
than minimal harm to the resident) and was
Issued at a pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings Include:

On November 6, 2025, at 11:00 a.m., the
surveyor toured the facility with licensed assisted
living director (LALD)-H. During the facility tour of
the dementia care unit on the second floor, the
surveyor observed the following:

- A door handle with a keyed lock and latch
assembly was installed near the top of an
emergency exit door. The door latching hardware
was Installed more than 48" above the floor.

- A keypad for a controlled egress locking system
was Installed at this emergency exit door. The
safety systems for the controlled egress door
locking system could not be verified at the time of
the tour.

During the facility tour interview, LALD-H verified
the above listed observations. LALD-H stated the

Minnesota Department of Health
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door locking system was recently installed In
response to a survey. No further information was
provided.

Record review of the building plans indicated
where the keypad was installed, a wall with a door
was constructed at the top landing of the main
open stair case.

TIME PERIOD FOR CORRECTION: Two (2)
days

0 830| 144G.45 Subd. 3 Local laws apply 0 830
SS=F
Assisted living facilities shall comply with all
applicable state and local governing laws,
regulations, standards, ordinances, and codes for
fire safety, building, and zoning requirements,
except a facility with a licensed resident capacity
of six or fewer Is exempt from rental licensing
regulations imposed by any town, municipality, or
county.

This MN Requirement Is not met as evidenced
by:

Based on observation, record review, and
Interview, the licensee failed to comply with all
applicable state and local governing laws and

codes for permits and Minnesota Department of
Health (MDH) construction approval. This had the
potential to directly affect all building occupants.

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

Minnesota Department of Health
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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 the potential to
affect a large portion or all of the residents).

The findings include:

The licensee failed to obtain a permit from
Department of Labor and Industry (DLI) and
complete the MDH engineering services
construction plan approval process for installation
of a controlled egress locking system evident by
the following:

On November 20, 2023, the surveyor emailed
licensed assisted living director (LALD)-A
Instructions for submitting a plan review submittal
form for facility alterations.

On December 4, 2023, the interim state
engineering supervisor emailed LALD-A that all
proposed locking installations must be reviewed
by the MDH plan review team for compliance with
Minnesota State Fire Code and NFPA 101: Life
Safety Code. Instructions for submitting the
construction plan submittal form were provided.

On April 9, 2024, LALD-A emailed the surveyor
that alarms would be installed on the dementia
care unit doors.

On November 6, 2025, at 11:00 a.m., the
surveyor toured the facility with licensed assisted
living director (LALD)-H. During the facility tour of
the dementia care unit on the second floor, the
surveyor observed a keypad lock was installed at
an emergency exit door.

Minnesota Department of Health
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During the facility tour interview, LALD-H stated
the keypad was for the controlled egress locking
system and had been recently installed in
response to a survey. LALD-H stated they did not
know the date that the work had been completed.
LALD-H verified a permit from DLI| had not been
obtained and a plan review application was not
submitted to MDH engineering services for this
project.

TIME PERIOD FOR CORRECTION: Seven (7)
days

{g§5g} 144G.50 Subd. 3 Designation of representative {0 950}
(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative.” A Designated
Representative can assist you, receive certain
Information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Desighated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact”), or health care power of
attorney ("health care agent"), if applicable.”

(b) The contract must contain a page or space for
the nhame and contact information of the

Minnesota Department of Health
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designated representative and a box the resident
must initial if the resident declines to name a
desighated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

{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) 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
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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:
Not reviewed during this survey.

{01760} 144G.71 Subd. 8 Documentation of {01760}
SS=D | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
Include the sighature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident’'s medication management plan.

Minnesota Department of Health
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This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

{01940} 144G.72 Subd. 3 Individualized treatment or {01940}
SS=D | therapy managemen

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include In the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
Individualized treatment and therapy
management record for each resident which must
contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.
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This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.
{02110} 144G.82 Subd. 3 Policies {02110}

SS=F
(a) In addition to the policies and procedures
required in the licensing of all facilities, the
assisted living facility with dementia care licensee
must develop and implement policies and
procedures that address the:

(1) philosophy of how services are provided
based upon the assisted living facility licensee's
values, mission, and promotion of
person-centered care and how the philosophy
shall be implemented,;

(2) evaluation of behavioral symptoms and
design of supports for intervention plans,
Including nonpharmacological practices that are
person-centered and evidence-informed,;

(3) wandering and egress prevention that
provides detailed instructions to staff in the event
a resident elopes;

(4) medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications;

(5) staff training specific to dementia care;

(6) description of life enrichment programs and
how activities are implemented;

(7) description of family support programs and
efforts to keep the family engaged,;

(8) limiting the use of public address and
Intercom systems for emergencies and
evacuation drills only;

(9) transportation coordination and assistance to
and from outside medical appointments; and
(10) safekeeping of residents’ possessions.

(b) The policies and procedures must be provided

Minnesota Department of Health
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to residents and the residents’ legal and
designated representatives at the time of
move-in.

This MN Requirement Is not met as evidenced

by:
Not reviewed during this survey.
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m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
September 24, 2025

Licensee

Wildwood Grove
410 East Main Street
Le Roy, MN 55951

RE: Project Number(s) SL30710015
Dear Licensee:

On August 5, 2025, the Minnesota Department of Health (MDH) completed a follow-up survey of your facility
to determine correction of orders found on the survey completed on July 23, 2023. This follow-up survey
determined your facility had not corrected all of the state correction orders issued pursuant to the July 20,
2023 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the last survey,
completed on July 20, 2023, found not corrected at the time of the August 5, 2025, follow-up survey and/or
subject to penalty assessment are as follows:

0340-Correction Orders-144g.30 Subd. 5 - $500.00
0800-Fire Protection And Physical Environment-144g.45 Subd. 2 (a) (4) - $500.00

The details of the violations noted at the time of this follow-up survey completed on August 5, 2025 (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.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are assessed is
$1,000.00. 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 outlined on the state form; however, plans of correction are not required to be submitted
for approval.

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

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023



Wildwood Grove
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Page 2

§ 144G.20;
Level 5: a fine of $5,000 per violation, 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 MDH within 15 calendar days of the correction order
receipt date.

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

REQUESTING A HEARING

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

To submit a hearing request, please visit:
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.

We urge you to review these orders carefully. If you have questions, please contact Benjamin Zwart at
651-201-3715.

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,
Benjamin Zwart, Supervisor
State Engineering Services Section

Email: Benjamin.Zwart@state.mn.us
Telephone: 651-201-3715 Fax: 1-866-890-9290

CLN
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ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, this correction order(s) has
been issued pursuant to a survey.

Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
iIndicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:
Project # SL30710015-8

On August 4, 2025, through August 5, 2025, the
Minnesota Department of Health conducted a
revisit at the above provider to follow-up on
orders issued pursuant to a survey completed on
May 19, 2025. As a result of the follow-up survey,
the following orders were reissued.

{0 340} 144G.30 Subd. 5 Correction orders {0 340}
SS=F
(a) A correction order may be issued whenever
the commissioner finds upon survey or during a
complaint investigation that a facility, a
managerial official, an agent of the facility, or staff
of the facility is not in compliance with this
chapter. The correction order shall cite the
specific statute and document areas of
noncompliance and the time allowed for
correction.
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FORM APPROVED

(b) The commissioner shall mail or email copies
of any correction order to the facility within 30
calendar days after the survey exit date. A copy
of each correction order and copies of any
documentation supplied to the commissioner
shall be kept on file by the facility and public
documents shall be made available for viewing
by any person upon request. Copies may be kept
electronically.

(c) By the correction order date, the facility must:
(1) document in the facility's records any action
taken to comply with the correction order. The
commissioner may request a copy of this
documentation and the facility's action to respond
to the correction order in future surveys, upon a
complaint investigation, and as otherwise
needed; and

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to comply with correction orders
from surveys completed on August 8, 2023, and
reissued October 25, 2023, February 2, 2024,
April 30, 2024, October 4, 2024, November 21,
2024, February 25, 2025, and May 19, 2025 .
The lack of action to ensure compliance with
regulations had the potential to affect all
residents receiving services from the licensee.

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).
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The findings include:

During a survey conducted on July 18, 2023, the
licensee was cited using the 0800 tag
identification number for unpermitted construction
work that included removal of fire rated doors in a
nurse office area and kitchen storage room.

On August 5, 2025, consultant (C)-K emailed the
surveyor copies of the Department of Labor and
Industry building and mechanical permits,
effective August 1, 2025. The licensee provided
updates in response to the plan approval letter
from Minnesota Department of Health
Engineering Services dated June 23, 2025. The
licensee provided a corrective action plan and
indicated in the email that the licensee was
working on procuring contractors for the work to
be completed.

Previous survey 0800 tag identification number
findings:

On May 19, 2025, during the seventh follow up
survey, the surveyor confirmed the deficient
condition remained, as the licensee failed to
provide approved plans and specifications from a
registered design professional and an approved
building permit from the Department of Labor and
Industry for the renovations evident by the
following:

On May 9, 2025, at 1:17 p.m., LALD-A emailed
the surveyor that a plan was not available as they
found a mistake on the plan. The plan had been
returned to the architect for revisions. LALD-A
was hoping to receive the revised plans today but
nothing had come through yet. LALD-A explained
they were working with a new management
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company and had been in touch with the
Department of Labor and Industry (DLI). During
an interview on May 19, 2025, at 2:30 p.m.,
LALD-A stated there were no updates since the
May 9, 2025, email. Updated plans and an
approved building permit from DLI| were not
provided.

On January 14, 2025, during the sixth follow up
survey, the surveyor emailed licensed assisted
living director (LALD)-A requesting
documentation to support corrective actions
taken for the removal of fire doors in the nurse's
office space and kitchen storage room since the
previous survey. A MDH plan review application
with a submission date of November 1, 2024,
was received. On January 17, 2025, LALD-A
responded with the current resident census and
no further information was provided from the
licensee.

On October 14, 2024, during the fifth follow up
survey, the surveyor emailed licensed assisted
living director (LALD)-A requesting
documentation to support corrective actions
taken for the removal of fire doors in the nurse's
office space and kitchen storage room. On
October 17, 2024, LALD-A responded:

- The licensee had submitted the Department of
Labor and Industry plan review through the portal
and paid the fee.

- The door had been filled in with fire rated
sheetrock.

On October 14, 2024, the surveyor emailed
licensed assisted living director (LALD)-A
Information on the Minnesota Department of
Health engineering services plan review
application process as required under MN
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Statute 144G.

The required Minnesota Department of Health
engineering services plan review application had
not been submitted for the project as of October
25, 2024.

On July 8, 2024, during the fouth follow up
survey, survey staff emailed licensed assisted
living director (LALD)-A requesting
documentation to support corrective actions
taken for the removal of fire doors in the nurse's
office space and kitchen storage room. On July
12, 2024, at 1:30 p.m., LALD-A responded "| can
tell you that | have not gotten anywhere in getting
things submitted. | do need more than 1 business
days notice when you are able to re-schedule. |
will reach out to my vendor and see what the
problem is. | think that no one understands the
seriousness of this situation - because in their
eyes this is such a $650 project requiring a
$1,400 blueprint. | will reiterate the importance of
getting this taken care of. It is ridiculous and |
apologize.”

On July 12, 2024, the surveyor extended the time
to submit survey documentation to July 18, 2024.
On July 12, 2024, LALD-A responded "| will see if
| can get things done by the 18th."

As of July 26, 2024, the surveyor had not
received any additional documentation from the
licensee.

On March 26, 2024, during the third follow up
survey, survey staff emailed licensed assisted
living director (LALD)-A requesting
documentation to support corrective actions
taken for the removal of fire doors in the nurse's

Minnesota Department of Health

STATE FORM

(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)
{0 340} | Continued From page 4 {0 340}

6899 If continuation sheet 5 of 17

RTQW19




PRINTED: 09/24/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
R
30710 B. WING 08/05/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
410 EAST MAIN STREET
WILDWOOD GROVE
LE ROY, MN 55951
(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)
{0 340} | Continued From page 5 {0 340}

office space and kitchen storage room. On March
26, 2024, at 11:04 a.m., LALD-A responded
"Although we received the ok from the architect
to remove the wall in the nurse's office without a
fire door - when we went to get estimates on
removing that wall it was discovered that there
are sprinklers installed in the wall and it would be
expensive to remove those sprinklers or re-route
them. The blueprint of the building did not
Indicate those sprinkler lines were there. \We
can't justify the money we would have to spend
for the small space we would gain in the nurse's
office. We let the board know yesterday that we
are not going to do that wall removal that we sent
to you. In the meantime, we are looking at
moving the nurse's office downstairs, to gain
more space - we have an architect plan if it is
approved. The board met yesterday but wants
more information. Once they approve that we will
submit the blueprint for the wall that will be
Installed. In the meantime, | will have our
maintenance man install the fire door in the
nurse's office. He is not here today but | will have
him do it tomorrow. The firewall and fire door will
be installed by April 5th in the kitchen area. The
contractor we are using has been tied up on a
project but he assured me it would be completed
no later than April 5th."

On April 3, 2024, at 10:47 a.m., LALD-A emailed
survey staff "In the kitchen area, we closed off
one of the doorways with fire rated sheetrock.
There was a fire door put on the other doorway.
Upstairs in the nurses offices we installed a fire
door."

On December 27, 2023, during the second follow
up survey, survey staff emailed the licensed
assisted living director (LALD)-A requesting

Minnesota Department of Health
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documentation to support corrective actions
taken for the removal of fire doors in the nurse's
office space and kitchen storage room. The
LALD-A responded in an email on January 3,
2024, at 3:59 p.m., with a correction plan signed
by an architect. LALD-A explained in the email
that the first bid was received for the kitchen
storage area project and another bid was
expected in a week or two. LALD-A indicated that
the bids then go before the board on the fourth
Monday of the month for approval. LALD-A
further explained that the remodel in the nurse's
office area was on hold as the kitchen project
was getting very expensive and the facility might
reinstall the fire door that had been removed to
complete this part of the correction.

On September 20, 2023, during the first follow up
survey, survey staff emailed the licensed assisted
living director (LALD)-A requesting
documentation to support that physical
environment corrections had been completed.

On September 21, 2023, the LALD-A emailed
that they had been unable to obtain written
documentation showing that the removal of the
fire doors in the nurse's office space and the
Kitchen storage room had been approved by a
licensed architect in the State of Minnesota.
Additionally, written documentation was not
provided from a local building or fire official
showing that the removal of the fire doors had
been approved. The LALD-A explained that the
rooms were repurposed from the original design.
On September 25, 2023, the LALD-A emailed
blueprints for review. The blueprints provided
Indicate that fire doors were required in these
locations based on the design plans.
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On July 18, 2023, during the initial survey, survey
staff toured the facility with the director of
maintenance (DM)-E. During the facility tour,
survey staff observed the following:

1. A screen door was installed in front of the
marked exit door in the dining room. All paths of
egress must be maintained to allow occupants to
exit the building in a safe and efficient manner in
the event of an emergency.

2. In the nurse's office space on the second
story, there was a fire-rated door frame with no
fire door installed.

3. In the kitchen storage room, there was a
fire-rated door frame with a screen door installed.
4. A hole was observed in a fire door that was a
marked exit in the secure dementia care unit on
the second story.

These deficient conditions were verified by DM-E
accompanying on the facility tour. The licensed
assisted living director (LALD)-A explained during
an interview at approximated 12:00 p.m., on July
18, 2023, that the nurse's office space had
previously been a beauty salon and that the
Kitchen storage area was remodeled at some
point in the past but was unsure on the original
use for this room.

144G.41 Subdivision 1 Subd. 1a (a-b) Minimum
requirements; required food services

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

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

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

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
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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:
Not reviewed during this survey.

144G.41 Subd. 7 Resident grievances; reporting
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 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:
Not reviewed during this survey.

144G .45 Subd. 2 (a) (4) Fire protection and
physical environment

Minnesota Department of Health
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(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to provide the physical
environment in a continuous state of good repair
and operation with regard to 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 a
pattern scope (when more than a limited number
of residents are affected, more than a limited
number of staff are involved, or the situation has
occurred repeatedly; but is not found to be
pervasive).

The findings include:

On August 4, 2025, the surveyor emailed
consultant (C)-K and requested documentation to
support 0800 tag corrective actions completed
pursuant to a survey completed on May 19,
2025, for removal of fire doors in the nurse's
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(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space
for the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated

Minnesota Department of Health
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office space and kitchen storage room. On
August 5, 2025, C-K responded in an email
building and mechanical permits were received
and the licensee was working on procuring
contractors for the work to be completed. A
corrective action plan, copies of the permits, and
supporting photos were provided.
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This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.
{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 Disabillities;

(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

(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;
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SS=D | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
Include the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.
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(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:
Not reviewed during this survey.
{01760} 144G.71 Subd. 8 Documentation of {01760}
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therapy managemen

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include In the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
individualized treatment and therapy
management record for each resident which
must contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident
Instructions relating to the treatments or therapy
administration;

(3) identification of treatment or therapy tasks
that will be delegated to unlicensed personnel;
(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.
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(a) In addition to the policies and procedures
required In the licensing of all facilities, the
assisted living facility with dementia care
licensee must develop and implement policies
and procedures that address the:

(1) philosophy of how services are provided
based upon the assisted living facility licensee's
values, mission, and promotion of
person-centered care and how the philosophy
shall be implemented,;

(2) evaluation of behavioral symptoms and
design of supports for intervention plans,
iIncluding nonpharmacological practices that are
person-centered and evidence-informed;

(3) wandering and egress prevention that
provides detailed instructions to staff in the event
a resident elopes;

(4) medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications;

(5) staff training specific to dementia care;

(6) description of life enrichment programs and
how activities are implemented,;

(7) description of family support programs and
efforts to keep the family engaged,;

(8) limiting the use of public address and
intercom systems for emergencies and
evacuation drills only;

(9) transportation coordination and assistance to
and from outside medical appointments; and
(10) safekeeping of residents’' possessions.

(b) The policies and procedures must be
provided to residents and the residents' legal and
designated representatives at the time of
move-in.
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This MN Requirement is not met as evidenced
by:

Not reviewed during this survey.
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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
July 11, 2025

Licensee

Wildwood Grove
410 East Main Street
Le Roy, MN 55951

RE: Project Number(s) SL30710015
Dear Licensee:

On April 16, 2025, the Minnesota Department of Health (MDH) completed a follow-up survey of your facility to
determine correction of orders found on the survey completed on July 20, 2023. This follow-up survey
determined your facility had not corrected all of the state correction orders issued pursuant to the July 20,
2023 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the last survey,
completed on July 20, 2023, found not corrected at the time of the April 16, 2025, 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 April 16, 2025 (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.

Also, at the time of this follow-up survey completed on April 16, 2025, we identified the following violation(s):

0340-Correction Orders-144g.30 Subd. 5 - $500.00
0830-Local Laws Apply-144g.45 Subd. 3

The details of the violation(s) noted at the time of this follow-up survey are delineated on the attached State
Form. Only the ID Prefix Tag in the left hand column without brackets will identify these state correction orders.
It is not necessary to develop a plan of correction.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are assessed is
$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 outlined on the state form; however, plans of correction are not required to be submitted
for approval.

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

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023



Wildwood Grove
July 11, 2025
Page 2

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

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

REQUESTING A HEARING

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

To submit a hearing request, please visit:
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.

We urge you to review these orders carefully. If you have questions, please contact Benjamin J. Zwart at
651-201-3715.

You are encouraged to retain this document for your records. Itis your responsibility to share the information
contained in the letter and/or state form with your organization’s Governing Body.

Sincerely,
Benjamin J. Zwart, Supervisor

State Engineering Services Section
Email: Benjamin.Zwart@state.mn.us

Telephone: 651-201-3715 Fax: 1-866-890-9290

HHH
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*kkkk ATT E N T I O N *kkkkkk

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, this correction order(s) has
been issued pursuant to a survey.

Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:
Project # SL30710015-7

On April 17, 2025, through May 19, 2025, the
Minnesota Department of Health conducted a
revisit at the above provider to follow-up on
orders issued pursuant to a survey completed on
January 17, 2025. As a result of the follow-up
survey, the following orders were reissued and a
new order issued.

0 340, 144G.30 Subd. 5 Correction orders 0 340
SS=F
(a) A correction order may be issued whenever
the commissioner finds upon survey or during a
complaint investigation that a facility, a
managerial official, an agent of the facility, or staff
of the facility is not in compliance with this
chapter. The correction order shall cite the
specific statute and document areas of
noncompliance and the time allowed for
correction.
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(b) The commissioner shall mail or email copies
of any correction order to the facility within 30
calendar days after the survey exit date. A copy of
each correction order and copies of any
documentation supplied to the commissioner
shall be kept on file by the facility and public
documents shall be made available for viewing by
any person upon request. Copies may be kept
electronically.

(c) By the correction order date, the facility must:
(1) document in the facility's records any action
taken to comply with the correction order. The
commissioner may request a copy of this
documentation and the facility's action to respond
to the correction order in future surveys, upon a
complaint investigation, and as otherwise
needed; and

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to provide documentation with
actions taken to comply with correction orders
from a survey completed on August 8, 2023, and
reissued October 25, 2023, February 2, 2024,
April 30, 2024, October 4, 2024, November 21,
2024, and February 25, 2025. The lack of action
to ensure compliance with regulations had the
potential to affect all residents receiving services
from the licensee.

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).
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The findings include:

During a survey conducted on July 18, 2023, the
licensee was cited using the 0800 tag
identification number for unpermitted construction
work that included removal of fire rated doors in a
nurse office area and kitchen storage room.

On May 19, 2025, during the seventh follow up
survey, the surveyor confirmed the deficient
condition remained, as the licensee failed to
provide approved plans and specifications from a
registered design professional and an approved
building permit from the Department of Labor and
Industry for the renovations evident by the
following:

On May 9, 2025, at 1:17 p.m., LALD-A emailed
the surveyor that a plan was not available as they
found a mistake on the plan. The plan had been
returned to the architect for revisions. LALD-A
was hoping to receive the revised plans today but
nothing had come through yet. LALD-A explained
they were working with a new management
company and had been in touch with the
Department of Labor and Industry (DLI). During
an interview on May 19, 2025, at 2:30 p.m.,
LALD-A stated there were no updates since the
May 9, 2025, email. Updated plans and an
approved building permit from DLI| were not
provided.

Previous survey 0800 tag identification number
findings:

On January 14, 2025, during the sixth follow up
survey, the surveyor emailed licensed assisted
living director (LALD)-A requesting documentation
to support corrective actions taken for the
removal of fire doors in the nurse's office space
Minnesota Department of Health
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and kitchen storage room since the previous
survey. A MDH plan review application with a
submission date of November 1, 2024, was
received. On January 17, 2025, LALD-A
responded with the current resident census and
no further information was provided from the
licensee.

On October 14, 2024, during the fifth follow up
survey, the surveyor emailed licensed assisted
living director (LALD)-A requesting documentation
to support corrective actions taken for the
removal of fire doors in the nurse's office space
and kitchen storage room. On October 17, 2024,
LALD-A responded:

- The licensee had submitted the Department of
Labor and Industry plan review through the portal
and paid the fee.

- The door had been filled in with fire rated
sheetrock.

On October 14, 2024, the surveyor emailed
licensed assisted living director (LALD)-A
information on the Minnesota Department of
Health engineering services plan review
application process as required under MN Statute
144G.

The required Minnesota Department of Health
engineering services plan review application had
not been submitted for the project as of October
25, 2024.

On July 8, 2024, during the fouth follow up
survey, survey staff emailed licensed assisted
living director (LALD)-A requesting documentation
to support corrective actions taken for the
removal of fire doors in the nurse's office space
and kitchen storage room. On July 12, 2024, at
1:30 p.m., LALD-A responded "l can tell you that |
Minnesota Department of Health
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have not gotten anywhere in getting things
submitted. | do need more than 1 business days
notice when you are able to re-schedule. | will
reach out to my vendor and see what the problem
IS. | think that no one understands the
seriousness of this situation - because in their
eyes this is such a $650 project requiring a
$1,400 blueprint. | will reiterate the importance of
getting this taken care of. It is ridiculous and |
apologize.”

On July 12, 2024, the surveyor extended the time
to submit survey documentation to July 18, 2024.
On July 12, 2024, LALD-A responded "| will see if
| can get things done by the 18th."

As of July 26, 2024, the surveyor had not
received any additional documentation from the
licensee.

On March 26, 2024, during the third follow up
survey, survey staff emailed licensed assisted
living director (LALD)-A requesting documentation
to support corrective actions taken for the
removal of fire doors in the nurse's office space
and kitchen storage room. On March 26, 2024, at
11:04 a.m., LALD-A responded "Although we
received the ok from the architect to remove the
wall in the nurse's office without a fire door - when
we went to get estimates on removing that wall it
was discovered that there are sprinklers installed
in the wall and it would be expensive to remove
those sprinklers or re-route them. The blueprint of
the building did not indicate those sprinkler lines
were there. We can't justify the money we would
have to spend for the small space we would gain
In the nurse's office. We let the board know
yesterday that we are not going to do that wall
removal that we sent to you. In the meantime, we
are looking at moving the nurse's office

Minnesota Department of Health
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downstairs, to gain more space - we have an
architect plan if it is approved. The board met
yesterday but wants more information. Once they
approve that we will submit the blueprint for the
wall that will be installed. In the meantime, | will
have our maintenance man install the fire door in
the nurse's office. He is not here today but | will
have him do it tomorrow. The firewall and fire
door will be installed by April 5th in the kitchen
area. The contractor we are using has been tied
up on a project but he assured me it would be
completed no later than April 5th."

On April 3, 2024, at 10:47 a.m., LALD-A emailed
survey staff "In the kitchen area, we closed off
one of the doorways with fire rated sheetrock.
There was a fire door put on the other doorway.
Upstairs in the nurses offices we installed a fire
door."

On December 27, 2023, during the second follow
up survey, survey staff emailed the licensed
assisted living director (LALD)-A requesting
documentation to support corrective actions
taken for the removal of fire doors in the nurse's
office space and kitchen storage room. The
LALD-A responded in an email on January 3,
2024, at 3:59 p.m., with a correction plan signed
by an architect. LALD-A explained in the email
that the first bid was received for the kitchen
storage area project and another bid was
expected in a week or two. LALD-A indicated that
the bids then go before the board on the fourth
Monday of the month for approval. LALD-A
further explained that the remodel in the nurse's
office area was on hold as the kitchen project was
getting very expensive and the facility might
reinstall the fire door that had been removed to
complete this part of the correction.

Minnesota Department of Health
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On September 20, 2023, during the first follow up
survey, survey staff emailed the licensed assisted
living director (LALD)-A requesting documentation
to support that physical environment corrections
had been completed.

On September 21, 2023, the LALD-A emailed that
they had been unable to obtain written
documentation showing that the removal of the
fire doors in the nurse's office space and the
kKitchen storage room had been approved by a
licensed architect in the State of Minnesota.
Additionally, written documentation was not
provided from a local building or fire official
showing that the removal of the fire doors had
been approved. The LALD-A explained that the
rooms were repurposed from the original design.
On September 25, 2023, the LALD-A emailed
blueprints for review. The blueprints provided
iIndicate that fire doors were required in these
locations based on the design plans.

On July 18, 2023, during the initial survey, survey
staff toured the facility with the director of
maintenance (DM)-E. During the facility tour,
survey staff observed the following:

1. A screen door was installed in front of the
marked exit door in the dining room. All paths of
egress must be maintained to allow occupants to
exit the building in a safe and efficient manner in
the event of an emergency.

2. In the nurse's office space on the second story,
there was a fire-rated door frame with no fire door
installed.

3. In the kitchen storage room, there was a
fire-rated door frame with a screen door installed.
4. A hole was observed in a fire door that was a
marked exit in the secure dementia care unit on
the second story.

Minnesota Department of Health

STATE FORM 6899 RTQW18 If continuation sheet 7 of 18




PRINTED: 07/11/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
R
30710 B. WING 04/16/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
410 EAST MAIN STREET
WILDWOOD GROVE
LE ROY, MN 55951
(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)

0 340 | Continued From page 7 0 340

These deficient conditions were verified by DM-E
accompanying on the facility tour. The licensed
assisted living director (LALD)-A explained during
an interview at approximated 12:00 p.m., on July
18, 2023, that the nurse's office space had
previously been a beauty salon and that the
Kitchen storage area was remodeled at some
point in the past but was unsure on the original
use for this room.

TIME PERIOD FOR CORRECTION: Seven (7)
days

{0 480} 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum | {0 480}
SS=F | requirements; required food services

(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

Minnesota Department of Health
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provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

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

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and

(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{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

Minnesota Department of Health
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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
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:
Not reviewed during this survey.

{0 800} 144G.45 Subd. 2 (a) (4) Fire protection and {0 800}
SS=E | physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to provide the physical
environment in a continuous state of good repair
and operation with regard to the health, safety,

Minnesota Department of Health
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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 a
pattern scope (when more than a limited number
of residents are affected, more than a limited
number of staff are involved, or the situation has
occurred repeatedly; but is not found to be
pervasive).

The findings include:

On April 17, 2025, at 12:22 p.m., the surveyor
emailed LALD-A and requested documentation to
support 0800 tag corrective actions completed
pursuant to a survey completed on January 14,
2025, for removal of fire doors in the nurse's
office space and kitchen storage room. On April
17,2025, at 2:01 p.m., LALD-A responded in an
email that they were out of the office today and
tomorrow, that the architect came down to
physically look at the situation and is working on
the food storage area, and they had already sent
pictures of the fire door that was replaced in the
nurses office. On April 22, 2025, at 10:13 a.m.,
LALD-A responded in an email "What do you
need me to send back? The architect just sent
me a plan while | was gone but there are some
mistakes on it. The door has been replaced in the
nurse's office. | don't think | have anything to
send until | get the plan sent up to the state.”

During an interview on May 19, 2025, at 2:30
p.m., LALD-A stated no new construction had
been completed and they were still waiting to
receive revised plans back from the architect.
Minnesota Department of Health
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LALD-A stated these plans would be submitted to
MDH Engineering Services and Department of
Labor and Industry once received.

0 830| 144G.45 Subd. 3 Local laws apply 0 830
SS=F
Assisted living facilities shall comply with all
applicable state and local governing laws,
regulations, standards, ordinances, and codes for
fire safety, building, and zoning requirements,
except a facility with a licensed resident capacity
of six or fewer is exempt from rental licensing
regulations imposed by any town, municipality, or
county.

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to comply with all applicable state
and local governing laws and codes for building
permits and Minnesota Department of Health
(MDH) construction approval. This had the
potential to directly affect all residents, staff, and
visitors.

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

The findings include:

The licensee failed to obtain an approved building

Minnesota Department of Health
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permit from Department of Labor and Industry
and complete the MDH engineering services
construction plan approval process evident by the
following:

On May 1, 2025, at 9:25 a.m., the surveyor
emailed LALD-A and requested a copy of the
approved building permit from the Department of
Labor and Industry (DLI) for the unpermitted
construction. LALD-A responded to the email on
May 1, 2025, at 10:48 a.m., that they were not
sure If their automatic reply worked and they
would be out of the office until May 7, 2025, and
the plans were downloaded to the DLI site
yesterday.

On May 8, 2025, DLI emailed MDH Engineering
Services that review comments went out
September 18, 2024 to the licensee for the
unapproved construction completed without
permits and they were awaiting applicant
response.

On May 9, 2025, at 1:17 p.m., LALD-A emailed
the surveyor that DLI| stated "once | got your
approval, they can approve as well."

As of May 19, 2025, MDH engineering services
had not received a disposition to each comment
In the plan approval letter dated January 8, 2025.

In an interview on May 19, 2025, at 2:30 p.m.,
LALD-A stated a DLI building permit had not been
obtained. LALD-A verified they had received the
plan approval letter dated January 8, 2025, from
MDH and stated they had responded to the plan
approval letter in an email explaining it did not
make sense as no construction had been
completed.

Minnesota Department of Health
STATE FORM 6899 RTQW18 If continuation sheet 13 of 18



PRINTED: 07/11/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
R
30710 B. WING 04/16/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
410 EAST MAIN STREET
WILDWOOD GROVE
LE ROY, MN 55951
(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)

0 830 | Continued From page 13 0 830

TIME PERIOD FOR CORRECTION: Two (2)
days

{0 950} 144G.50 Subd. 3 Designation of representative {0 950}
SS=C
(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement is not met as evidenced

Minnesota Department of Health
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by:
{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

(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

Minnesota Department of Health
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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:
Not reviewed during this survey.

{01760} 144G.71 Subd. 8 Documentation of {01760}
SS=D | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
iInclude the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01940} 144G.72 Subd. 3 Individualized treatment or {01940}
SS=D | therapy managemen

For each resident receiving management of
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ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include in the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
individualized treatment and therapy
management record for each resident which must
contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{02110} 144G.82 Subd. 3 Policies {02110}
SS=F
(a) In addition to the policies and procedures
required in the licensing of all facilities, the
assisted living facility with dementia care licensee

Minnesota Department of Health
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{02110} | Continued From page 17 {02110}

must develop and implement policies and
procedures that address the:

(1) philosophy of how services are provided
based upon the assisted living facility licensee's
values, mission, and promotion of
person-centered care and how the philosophy
shall be implemented;

(2) evaluation of behavioral symptoms and
design of supports for intervention plans,
including nonpharmacological practices that are
person-centered and evidence-informed;

(3) wandering and egress prevention that
provides detailed instructions to staff in the event
a resident elopes;

(4) medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications;

(5) staff training specific to dementia care;

(6) description of life enrichment programs and
how activities are implemented;

(7) description of family support programs and
efforts to keep the family engaged;

(8) limiting the use of public address and
iIntercom systems for emergencies and
evacuation drills only;

(9) transportation coordination and assistance to
and from outside medical appointments; and
(10) safekeeping of residents' possessions.

(b) The policies and procedures must be provided
to residents and the residents' legal and
designated representatives at the time of
move-in.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.
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m DEPARTMENT
| OF HEALTH
Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
February 25, 2025

Licensee

Wildwood Grove
410 East Main Street
Le Roy, MN 55951

RE: Project Number(s) SL30710015

Dear Licensee:

On January 14, 2025, the Minnesota Department of Health (MDH) completed a follow-up survey of

your facility to determine correction of orders found on the survey completed on July 23, 2024. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the July 20, 2024 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on July 20, 2024, found not corrected at the time of the January 14, 2025,
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 January 14, 2025
(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 outlined on the state form; however, plans of correction are not
required to be submitted for approval.

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

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023



Wildwood Grove
February 25, 2025
Page 2

We urge you to review these orders carefully. If you have questions, please contact Benjamin J. Zwart
at 651-201-3715.

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, ]
Benjamin J. Zwart, P.E., Supervisor
State Engineering Services Section

Email: Benjamin.Zwart@state.mn.us
Telephone: 651-201-3715 Fax: 1-866-890-9290

HHH
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WILDWOOD GROVE

{0 000}| Initial Comments {0 000}

*kkkk ATT E N T I O N *kkkkkk

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, this correction order(s) has
been issued pursuant to a survey.

Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:
Project # SL30710015-6

On January 14, 2025, through January 17, 2025,
the Minnesota Department of Health conducted a
revisit at the above provider to follow-up on
orders issued pursuant to a survey completed on
October 17, 2024. As a result of the follow-up
survey, the following orders were reissued.

{0 480} 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum | {0 480}
SS=F | requirements; required food services

(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

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

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

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

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and

(7) notwithstanding Minnesota Rules, part

Minnesota Department of Health
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4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{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
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
iIndividual may contact the Office of Health Facility
Complaints at the Minnesota Department of
Health.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{0 800} 144G.45 Subd. 2 (a) (4) Fire protection and {0 800}
SS=E | physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of

Minnesota Department of Health
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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 record review and interview, the
licensee failed to provide the physical
environment in a continuous state of good repair
and operation with regard to the health, safety,
and well-being of the residents. This had the
potential to directly affect residents, staff, and
visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
pattern scope (when more than a limited number
of residents are affected, more than a limited
number of staff are involved, or the situation has
occurred repeatedly; but is not found to be
pervasive).

The findings include:

On January 14, 2025, the surveyor emailed
licensed assisted living director (LALD)-A
requesting documentation to support corrective
actions taken for the removal of fire doors in the
nurse's office space and kitchen storage room
since the previous survey. A MDH plan review
application with a submission date of November
1, 2024, was received. On January 17, 2025,
LALD-A responded with the current resident
census and no further information was provided
from the licensee.

Minnesota Department of Health
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{0 950} 144G.50 Subd. 3 Designation of representative {0 950}
SS=C
(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01060} 144G.52 Subd. 9 Emergency relocation {01060}
SS=F

(a) A facility may remove a resident from the

Minnesota Department of Health
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{01060} | Continued From page 5 {01060}

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

(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

Minnesota Department of Health
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{01060} | Continued From page 6 {01060}

a termination and triggers the termination process
In this section.currently known; and

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01760} 144G.71 Subd. 8 Documentation of {01760}
SS=D | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
iInclude the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01940} 144G.72 Subd. 3 Individualized treatment or {01940}
SS=D | therapy managemen

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include in the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current

Minnesota Department of Health
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{01940} | Continued From page 7 {01940}

individualized treatment and therapy
management record for each resident which must
contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration:;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{02110} 144G.82 Subd. 3 Policies {02110}
SS=F
(a) In addition to the policies and procedures
required in the licensing of all facilities, the
assisted living facility with dementia care licensee
must develop and implement policies and
procedures that address the:
(1) philosophy of how services are provided
based upon the assisted living facility licensee's
values, mission, and promotion of
person-centered care and how the philosophy

Minnesota Department of Health
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shall be implemented;

(2) evaluation of behavioral symptoms and
design of supports for intervention plans,
iIncluding nonpharmacological practices that are
person-centered and evidence-informed;

(3) wandering and egress prevention that
provides detailed instructions to staff in the event
a resident elopes;

(4) medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications;

(5) staff training specific to dementia care;

(6) description of life enrichment programs and
how activities are implemented,;

(7) description of family support programs and
efforts to keep the family engaged,;

(8) limiting the use of public address and
Intercom systems for emergencies and
evacuation drills only;

(9) transportation coordination and assistance to
and from outside medical appointments; and
(10) safekeeping of residents' possessions.

(b) The policies and procedures must be provided
to residents and the residents' legal and
designated representatives at the time of
move-in.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.
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m DEPARTMENT
| OF HEALTH
Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
November 21, 2024

Licensee

Wildwood Grove
410 East Main Street
Le Roy, MN 55951

RE: Project Number(s) SL30710015

Dear Licensee:

On October 17, 2024, the Minnesota Department of Health (MDH) completed a follow-up survey of
your facility to determine correction of orders found on the survey completed on July 20, 2023. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the July 20, 2023 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on July 20, 2023, found not corrected at the time of the October 17, 2024,
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 October 17, 2024
(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 outlined on the state form; however, plans of correction are not
required to be submitted for approval.

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

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023



Wildwood Grove
November 21, 2024
Page 2

We urge you to review these orders carefully. If you have questions, please contact Benjamin J. Zwart
at 651-201-3715.

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,

Benjamin J. Zwart, P.E., Supervisor
State Engineering Services Section
Health Regulation Division

Email: Benjamin.Zwart@state.mn.us
Telephone: 651-201-3715 Fax: 1-866-890-9290

JMD
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ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, this correction order(s) has
been issued pursuant to a survey.

Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:
Project # SL30710015-4

On October 14, 2024, through October 17, 2024,
the Minnesota Department of Health conducted a
revisit at the above provider to follow-up on
orders issued pursuant to a survey completed on
July 18, 2024. As a result of the follow-up survey,
the following orders were reissued.

{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:
No further action required.

Minnesota Department of Health
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{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
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:
No further action required.

{0 800} 144G.45 Subd. 2 (a) (4) Fire protection and {0 800}
SS=E | physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement is not met as evidenced

Minnesota Department of Health
STATE FORM 6899 RTQW16 If continuation sheet 2 of 9
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by:

Based on record review and interview, the
licensee failed to provide the physical
environment in a continuous state of good repair
and operation with regard to the health, safety,
and well-being of the residents. This had the
potential to directly affect residents, staff, and
visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
pattern scope (when more than a limited number
of residents are affected, more than a limited
number of staff are involved, or the situation has
occurred repeatedly; but is not found to be
pervasive).

The findings include:

On October 14, 2024, the surveyor emailed
licensed assisted living director (LALD)-A
requesting documentation to support corrective
actions taken for the removal of fire doors in the
nurse's office space and kitchen storage room.
On October 17, 2024, LALD-A responded:

- The licensee had submitted the Department of
Labor and Industry plan review through the portal
and paid the fee.

- The door had been filled in with fire rated
sheetrock.

On October 14, 2024, the surveyor emailed
licensed assisted living director (LALD)-A
information on the Minnesota Department of
Health engineering services plan review
application process as required under MN Statute
144G.

Minnesota Department of Health
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No further information was provided from the
licensee.

The required Minnesota Department of Health
engineering services plan review application had
not been submitted for the project as of October
25, 2024.

{g 558} 144G.50 Subd. 3 Designation of representative {0 950}
(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated

Minnesota Department of Health
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representative.

This MN Requirement is not met as evidenced
by:
No further action required.

{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
(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;

Minnesota Department of Health
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(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 action required.

{01760} 144G.71 Subd. 8 Documentation of {01760}
SS=D | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
iInclude the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

This MN Requirement is not met as evidenced
by:
No further action required.
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{01940} 144G.72 Subd. 3 Individualized treatment or {01940}

5S=D | therapy managemen

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include in the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
individualized treatment and therapy
management record for each resident which must
contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement is not met as evidenced
by:
No further action required.
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{02110} 144G.82 Subd. 3 Policies {02110}
SS=F

(a) In addition to the policies and procedures
required in the licensing of all facilities, the
assisted living facility with dementia care licensee
must develop and implement policies and
procedures that address the:

(1) philosophy of how services are provided
based upon the assisted living facility licensee's
values, mission, and promotion of
person-centered care and how the philosophy
shall be implemented;

(2) evaluation of behavioral symptoms and
design of supports for intervention plans,
iIncluding nonpharmacological practices that are
person-centered and evidence-informed,;

(3) wandering and egress prevention that
provides detailed instructions to staff in the event
a resident elopes;

(4) medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications;

(5) staff training specific to dementia care;

(6) description of life enrichment programs and
how activities are implemented,;

(7) description of family support programs and
efforts to keep the family engaged,;

(8) limiting the use of public address and
iIntercom systems for emergencies and
evacuation drills only;

(9) transportation coordination and assistance to
and from outside medical appointments; and
(10) safekeeping of residents' possessions.

(b) The policies and procedures must be provided
to residents and the residents' legal and
designated representatives at the time of
move-in.
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This MN Requirement is not met as evidenced
by:

No further action required.
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
October 4, 2024

Licensee

Wildwood Grove
410 East Main Street
Le Roy, MN 55951

RE: Project Number(s) SL30710015

Dear Licensee:

On July 18, 2024, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on July 20, 2023, and follow
-up surveys completed on September 29, 2023; January 3, 2024; and March 26, 2024. This follow-up
survey determined your facility had not corrected all of the state correction orders issued pursuant to
the most recent follow-up survey completed on March 26, 2024.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on March 26, 2024, found not corrected at the time of the July 18, 2024,
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 July 18, 2024
(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 outlined on the state form; however, plans of correction are not
required to be submitted for approval.

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.

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023



Wildwood Grove
October 4, 2024
Page 2

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

We urge you to review these orders carefully. If you have questions, please contact Benjamin J. Zwart
at 651-201-3715.

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,

Benjamin J. Zwart, P.E., Supervisor
State Engineering Services Section
Health Regulation Division

Email: Benjamin.Zwart@state.mn.us
Telephone: 651-201-3715 Fax: 1-866-890-9290

JMD
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ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, this correction order(s) has
been issued pursuant to a survey.

Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:
Project # SL30710015-4

On July 9, 2024, through July 18, 2024, the
Minnesota Department of Health conducted a
revisit at the above provider to follow-up on
orders issued pursuant to a survey completed on
March 26, 2024. As a result of the follow-up
survey, the following orders were reissued.

{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:
No further action required.
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{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
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:
No further action required.

{0 800} 144G.45 Subd. 2 (a) (4) Fire protection and {0 800}
SS=E | physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement is not met as evidenced

Minnesota Department of Health
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by:

Based on record review and interview, the
licensee failed to provide the physical
environment in a continuous state of good repair
and operation with regard to the health, safety,
and well-being of the residents. This had the
potential to directly affect residents, staff, and
visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
pattern scope (when more than a limited number
of residents are affected, more than a limited
number of staff are involved, or the situation has
occurred repeatedly; but is not found to be
pervasive).

The findings include:

On July 8, 2024, survey staff emailed licensed
assisted living director (LALD)-A requesting
documentation to support corrective actions
taken for the removal of fire doors in the nurse's
office space and kitchen storage room. On July
12, 2024, at 1:30 p.m., LALD-A responded "l can
tell you that | have not gotten anywhere in getting
things submitted. | do need more than 1 business
days notice when you are able to re-schedule. |
will reach out to my vendor and see what the
problem is. | think that no one understands the
seriousness of this situation - because in their
eyes this is such a $650 project requiring a
$1,400 blueprint. | will reiterate the importance of
getting this taken care of. It is ridiculous and |
apologize.”

On July 12, 2024, the surveyor extended the time
to submit survey documentation to July 18, 2024.
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On July 12, 2024, LALD-A responded "| will see if
| can get things done by the 18th."

As of July 26, 2024, the surveyor had not
received any additional documentation from the
licensee.

{0 950} 144G.50 Subd. 3 Designation of representative {0 950}
SS=C
(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.
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This MN Requirement is not met as evidenced
by:
No further action required.

{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
(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
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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 action required.

{01760} 144G.71 Subd. 8 Documentation of {01760}
SS=D | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
iInclude the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

This MN Requirement is not met as evidenced
by:
No further action required.

{01940} 144G.72 Subd. 3 Individualized treatment or {01940}
SS=D | therapy managemen
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For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include in the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
individualized treatment and therapy
management record for each resident which must
contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement is not met as evidenced
by:
No further action required.

{02110} 144G.82 Subd. 3 Policies {02110}
SS=F

(a) In addition to the policies and procedures
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required in the licensing of all facilities, the
assisted living facility with dementia care licensee
must develop and implement policies and
procedures that address the:

(1) philosophy of how services are provided
based upon the assisted living facility licensee's
values, mission, and promotion of
person-centered care and how the philosophy
shall be implemented;

(2) evaluation of behavioral symptoms and
design of supports for intervention plans,
iIncluding nonpharmacological practices that are
person-centered and evidence-informed;

(3) wandering and egress prevention that
provides detailed instructions to staff in the event
a resident elopes;

(4) medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications;

(5) staff training specific to dementia care;

(6) description of life enrichment programs and
how activities are implemented;

(7) description of family support programs and
efforts to keep the family engaged;

(8) limiting the use of public address and
iIntercom systems for emergencies and
evacuation drills only;

(9) transportation coordination and assistance to
and from outside medical appointments; and
(10) safekeeping of residents' possessions.

(b) The policies and procedures must be provided
to residents and the residents' legal and
designated representatives at the time of
move-in.

This MN Requirement is not met as evidenced
by:
No further action required.

Minnesota Department of Health
STATE FORM 6899 RTQW15 If continuation sheet 8 of 9



PRINTED: 10/04/2024

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
R
30710 B. WING 07/18/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
410 EAST MAIN STREET
WILDWOOD GROVE
LE ROY, MN 55951
(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)
Minnesota Department of Health
STATE FORM 6899 RTQW15 If continuation sheet 9 of 9



DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
April 30, 2024

Licensee
Wildwood Grove

410 East Main Street
Le Roy, MN 55951

RE: Project Number(s) SL30710015

Dear Licensee:

On March 26, 2024, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on July 20, 2023. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the July 20, 2023 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on July 20, 2023, found not corrected at the time of the March 26, 2024,
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 March 26, 2024
(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.

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.

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. §

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023



Wildwood Grove
April 30, 2024
Page 2

626.557.

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

We urge you to review these orders carefully. If you have questions, please contact Robert Dehler at
651-201-3710.

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,

L h—
b

Bob Dehler, P.E.

Engineering Manager
Engineering Services Section
Health Regulation Division

Email: Robert.Dehler@state.mn.us
Telephone: 651-201-3710

PMB
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WILDWOOD GROVE

{0 000} Initial Comments {0 000}

*****ATTE NTI O N******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G .08 to 144G.95, this correction order(s) has
been issued pursuant to a survey.

Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
Indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:
Project # SL30710015-3

On March 26, 2024, the Minnesota Department of
Health conducted a revisit at the above provider
to follow-up on orders issued pursuant to a
survey completed between December 27, 2023,
and January 3, 2024. At the time of the survey,
there were 27 active residents, 27 receiving
services under the Assisted Living with Dementia
Care license.

{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
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by:
No further action required.

144G .41 Subd. 7 Resident grievances; reporting
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
Information for the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabillities
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:
No further action required.

144G .45 Subd. 2 (a) (4) Fire protection and
physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.
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This MN Requirement Is not met as evidenced
by:

Based on record review and interview, the
licensee failed to provide the physical
environment in a continuous state of good repair
and operation with regard to the health, safety,
and well-being of the residents. This had the
potential to directly affect residents, staff, and
visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
pattern scope (when more than a limited number
of residents are affected, more than a limited
number of staff are involved, or the situation has
occurred repeatedly; but is not found to be
pervasive).

The findings Include:

On March 26, 2024, survey staff emailed licensed
assisted living director (LALD)-A requesting
documentation to support corrective actions
taken for the removal of fire doors in the nurse's
office space and kitchen storage room. On March
26, 2024, at 11:04 a.m., LALD-A responded
"Although we received the ok from the architect to
remove the wall in the nurse's office without a fire
door - when we went to get estimates on
removing that wall it was discovered that there
are sprinklers installed in the wall and it would be
expensive to remove those sprinklers or re-route
them. The blueprint of the building did not
Indicate those sprinkler lines were there. We can't
justify the money we would have to spend for the
small space we would gain in the nurse's office.
We let the board know yesterday that we are not
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going to do that wall removal that we sent to you.
In the meantime, we are looking at moving the
nurse's office downstairs, to gain more space -
we have an architect plan if it is approved. The
board met yesterday but wants more information.
Once they approve that we will submit the
blueprint for the wall that will be installed. In the
meantime, | will have our maintenance man
Install the fire door in the nurse's office. He Is not
here today but | will have him do it tomorrow. The
firewall and fire door will be installed by April Sth
In the kitchen area. The contractor we are using
has been tied up on a project but he assured me
It would be completed no later than April Sth.”

On April 3, 2024, at 10:47 a.m., LALD-A emalled
survey staff "In the kitchen area, we closed off
one of the doorways with fire rated sheetrock.
There was a fire door put on the other doorway.
Upstairs in the nurses offices we installed a fire
door.”

144G .50 Subd. 3 Designation of representative

(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative.” A Designated
Representative can assist you, receive certain
Information and notices about you, including
some information related to your health care, and
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advocate on your behalf. A Desighated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact”), or health care power of
attorney ("health care agent”), if applicable.”

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

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

144G.52 Subd. 9 Emergency relocation

(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;
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(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

(9) 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:
No further action required.

144G.71 Subd. 8 Documentation of
administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
Include the sighature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
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and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident’'s needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

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

144G.72 Subd. 3 Individualized treatment or
therapy managemen

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include In the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
Individualized treatment and therapy
management record for each resident which must
contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy
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(a) In addition to the policies and procedures
required in the licensing of all facilities, the
assisted living facility with dementia care licensee
must develop and implement policies and
procedures that address the:

(1) philosophy of how services are provided
based upon the assisted living facility licensee's
values, mission, and promotion of
person-centered care and how the philosophy
shall be implemented,;

(2) evaluation of behavioral symptoms and
design of supports for intervention plans,
Including nonpharmacological practices that are
person-centered and evidence-informed;

(3) wandering and egress prevention that
provides detailed instructions to staff in the event
a resident elopes;

(4) medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications;

(5) staff training specific to dementia care;

(6) description of life enrichment programs and
how activities are implemented;

(/) description of family support programs and
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{01940} | Continued From page 7 {01940}
recelved, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.
This MN Requirement Is not met as evidenced
by:
No further action required.
{02110}| 144G .82 Subd. 3 Policies {02110}
SS=F
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efforts to keep the family engaged,;

(8) limiting the use of public address and
Intercom systems for emergencies and
evacuation drills only;

(9) transportation coordination and assistance to
and from outside medical appointments; and
(10) safekeeping of residents’ possessions.

(b) The policies and procedures must be provided
to residents and the residents’ legal and
designated representatives at the time of
move-in.

This MN Requirement Is not met as evidenced
by:
No further action required.
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m DEPARTMENT
| OF HEALTH
Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
February 2, 2024

Licensee

Wildwood Grove
410 East Main Street
Le Roy, MN 55951

RE: Project Number(s) SL30710015
Dear Licensee:

On January 3, 2024, the Minnesota Department of Health (MDH) completed a follow-up survey of
your facility to determine correction of orders found on the initial survey completed on July 20, 2023,
and the follow-up survey completed on September 29, 2023. This follow-up survey determined your
facility had not corrected all of the state correction orders issued pursuant to the follow-up survey on
September 29, 2023.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on September 29, 2023, found not corrected at the time of the January 3,
2024, follow-up survey and/or subject to penalty assessment are as follows:

0800 - Fire Protection And Physical Environment - 144g.45 Subd. 2 (a) (4)
0820 - Fire Protection And Physical Environment - 144g.45 Subd. 2 (g)

The details of the violations noted at the time of this follow-up survey completed on January 3, 2024
(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.

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.

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023



Wildwood Grove
February 2, 2024
Page 2

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.

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

We urge you to review these orders carefully. If you have questions, please contact Tim Hanna at
507-208-8982.

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,

e

Time: it

Tim Hanna, Interim Supervisor

State Engineering Services Section

Health Regulation Division

Email: Tim.Hanna@state.mn.us

Telephone: 507-208-8982 Fax: 1-866-890-9290

JMD
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{0 000}| Initial Comments {0 000}

*kkkk ATT E N T I O N *kkkkkk

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, this correction order(s) has
been issued pursuant to a survey.

Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:
Project # SL30710015-2

On December 27, 2023, and January 3, 2024, the
Minnesota Department of Health conducted a
revisit at the above provider to follow-up on
orders issued pursuant to a survey completed
between September 5, 2023, and September 29,
2023. At the time of the survey, there were 30
active residents, 30 receiving services under the
Assisted Living with Dementia Care license.

{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

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

No further action required.

{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
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:
No further action required.

{0 800} 144G.45 Subd. 2 (a) (4) Fire protection and {0 800}
SS=E | physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

Minnesota Department of Health
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This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to provide the physical
environment in a continuous state of good repair
and operation with regard to 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 a
pattern scope (when more than a limited number
of residents are affected, more than a limited
number of staff are involved, or the situation has
occurred repeatedly; but is not found to be
pervasive).

The findings include:

On December 27, 2023, survey staff emailed the
licensed assisted living director (LALD)-A
requesting documentation to support corrective
actions taken for the removal of fire doors in the
nurse's office space and kitchen storage room.
The LALD-A responded in an email on January 3,
2024, at 3:59 p.m., with a correction plan signed
by an architect. LALD-A explained in the email
that the first bid was received for the kitchen
storage area project and another bid was
expected in a week or two. LALD-A indicated that
the bids then go before the board on the fourth
Monday of the month for approval. LALD-A
further explained that the remodel in the nurse's
office area was on hold as the kitchen project was
getting very expensive and the facility might
reinstall the fire door that had been removed to
Minnesota Department of Health
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complete this part of the correction.

{0 820} 144G.45 Subd. 2 (g) Fire protection and physical | {0 820}
SS=E | environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to provide hardware on two exit
doors that would not delay exiting in an
emergency. This had the potential to directly
affect all residents, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
pattern scope (when more than a limited number
of residents are affected, more than a limited
number of staff are involved, or the situation has
occurred repeatedly; but is not found to be
pervasive).

The findings include:

Minnesota Department of Health
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On December 27, 2023, survey staff emailed the
licensed assisted living director (LALD)-A
requesting photos and documentation to support
corrective actions taken for unapproved locking
arrangements on two exit doors in the dementia
care unit. Survey staff requested corrections for
the following:

1. In the dementia care unit on the second story,
a keypad lock was installed on the wall for a
marked exit. Additionally, a door knob with a
key-only lock was installed near the top of this
door. Special locking arrangements that secure
people in the building are required to fail in the
open position in the event of fire alarm, sprinkler
system activation, or loss of electrical power. This
key-only lock would prevent the fail safe operation
of this exit door from working properly. Door
latching hardware is required to be located not
higher than 48" from the floor.

2. Near resident room 214, a doorknob equipped
with a push-button lock had been installed near
the top of the marked exit door. Additionally, a
barrel bolt lock was installed at the top and into
the head jamb of this marked exit door. Door
latching hardware is required to be located not
higher than 48" from the floor and release from
the latched position in one operation.

The LALD-A responded in an email on January 3,
2024, at 3:59 p.m., that the fire exit in Pines will
be resolved by installing a child safety door lock
that requires staff to pull out the plunger, which
lowers the bar holding up the door latch, allowing
the door to open. The facility also plans to install
a door alarm. The existing slide lock will be
removed once the facility knows this plan will
meet expectations. None of these corrections

Minnesota Department of Health
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have been executed because the facility needs to
know if they are acceptable.

{0 950} 144G.50 Subd. 3 Designation of representative {0 950}
SS=C
(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement is not met as evidenced
by:
No further action required.

Minnesota Department of Health
STATE FORM 6899 RTQW13 If continuation sheet 6 of 10



PRINTED: 02/02/2024

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
R
30710 B. WING 01/03/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
410 EAST MAIN STREET
WILDWOOD GROVE
LE ROY, MN 55951
(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)
{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

(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

Minnesota Department of Health
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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 action required.

{01760} 144G.71 Subd. 8 Documentation of {01760}
SS=D | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
include the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

This MN Requirement is not met as evidenced
by:
No further action required.

{01940} 144G.72 Subd. 3 Individualized treatment or {01940}
SS=D | therapy managemen

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include in the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
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must also develop and maintain a current
individualized treatment and therapy
management record for each resident which must
contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration:;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement is not met as evidenced
by:
No further action required.

{02110} 144G.82 Subd. 3 Policies {02110}
SS=F
(a) In addition to the policies and procedures
required in the licensing of all facilities, the
assisted living facility with dementia care licensee
must develop and implement policies and
procedures that address the:
(1) philosophy of how services are provided
based upon the assisted living facility licensee's
values, mission, and promotion of

Minnesota Department of Health
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{02110} | Continued From page 9 {02110}

person-centered care and how the philosophy
shall be implemented;

(2) evaluation of behavioral symptoms and
design of supports for intervention plans,
iIncluding nonpharmacological practices that are
person-centered and evidence-informed;

(3) wandering and egress prevention that
provides detailed instructions to staff in the event
a resident elopes;

(4) medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications;

(5) staff training specific to dementia care;

(6) description of life enrichment programs and
how activities are implemented,;

(7) description of family support programs and
efforts to keep the family engaged,;

(8) limiting the use of public address and
intercom systems for emergencies and
evacuation drills only;

(9) transportation coordination and assistance to
and from outside medical appointments; and
(10) safekeeping of residents' possessions.

(b) The policies and procedures must be provided
to residents and the residents' legal and
designated representatives at the time of
move-in.

This MN Requirement is not met as evidenced
by:
No further action required.
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DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
October 25, 2023

Licensee
Wildwood Grove

410 East Main Street
Le Roy, MN 55951

RE: Project Number(s) SL30710015
Dear Licensee:

On September 29, 2023, the Minnesota Department of Health (MDH) completed a follow-up survey of
your facility to determine correction of orders found on the survey completed on July 20, 2023. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the July 20, 2023 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey completed on July 20, 2023, found not corrected at the time of the September 29, 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)
0820-Fire Protection And Physical Environment-144g.45 Subd. 2 (g)
2040-Fire Protection And Physical Environment-144g.81 Subdivision 1

The details of the violations noted at the time of this follow-up completed on September 29, 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.

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.

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023



Wildwood Grove
October 25, 2023
Page 2

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
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

We urge you to review these orders carefully. If you have questions, please contact Tim Hanna at
507-208-8982.

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,
_______.—-""-'-___‘ %_(,ﬁ-‘_‘_—__
Lo

Tim Hanna, Interim Supervisor

State Engineering Services Section

Health Regulation Division

Email: Tim.Hanna@state.mn.us

Telephone: 507-208-8982 Fax: 1-866-890-9290

PMB
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{0 000}/ Initial Comments {0 000}
AT TENTION®*** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assighed tag humber
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:
Project # SL30/710015-1 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On September 5, 2023, and September 29, 2023, STATES,"PROVIDER'S PLAN OF
the Minnesota Department of Health conducted a CORRECTION." THIS APPLIES TO
revisit at the above provider to follow-up on FEDERAL DEFICIENCIES ONLY. THIS
orders issued pursuant to a survey completed WILL APPEAR ON EACH PAGE.
between July 17, 2023, and July 20, 2023. At the
time of the survey, there were 30 active residents, THERE IS NO REQUIREMENT TO
21 receiving services under the Assisted Living SUBMIT A PLAN OF CORRECTION FOR
with Dementia Care license. As a result of the VIOLATIONS OF MINNESOTA STATE
revisit, the following orders were reissued. 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.
{04380} 144G.41 Subd 1 (13) (1) (B) Minimum {0 480}
SS=F | requirements
(13) offer to provide or make available at least the

Minnesota Department of Health
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{0 480)
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SS=F

{0 800}
SS=E

Continued From page 1

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

144G .41 Subd. 7 Resident grievances; reporting
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
Information for the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabillities
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
lealth.

This MN Requirement Is not met as evidenced
by:
no further action required

144G .45 Subd. 2 (a) (4) Fire protection and
physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,

Minnesota Department of Health
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{0 800}
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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 record review, the licensee failed to
provide the physical environment in a continuous
state of good repair and operation with regard to
the health, safety, and well-being of the residents.
This had the potential to directly affect all
residents and staff.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident’'s health or safety) and was issued at a
pattern scope (when more than a limited number
of residents are affected, more than a limited
number of staff are involved, or the situation has
occurred repeatedly; but is not found to be
pervasive).

The findings include:

On September 20, 2023, survey staff emailed the
licensed assisted living director (LALD)-A
requesting documentation to support that physical
environment corrections had been completed.

On September 21, 2023, the LALD-A emailed that
they had been unable to obtain written
documentation showing that the removal of the
fire doors In the nurse's office space and the
Kitchen storage room had been approved by a
licensed architect in the State of Minnesota.
Additionally, written documentation was not
Minnesota Department of Health
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provided from a local building or fire official
showing that the removal of the fire doors had
been approved. The LALD-A explained that the
rooms were repurposed from the original design.
On September 25, 2023, the LALD-A emalled
blueprints for review. The blueprints provided
Indicate that fire doors were required in these
locations based on the design plans.

{0820} 144G.45 Subd. 2 (g) Fire protection and physical | {0 820}
SS=E | environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement Is not met as evidenced
by:

Based on record review, the licensee failed to
provide facilities that were not a distinct hazard to
life. This had the potential to directly affect all
residents and staff.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
pattern scope (when more than a limited number

Minnesota Department of Health
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of residents are affected, more than a limited
number of staff are involved, or the situation has
occurred repeatedly; but is not found to be
pervasive).

The findings Include:

On September 20, 2023, survey staff emailed the
licensed assisted living director (LALD)-A
requesting documentation to support that physical
environment corrections had been completed.

1. In the dementia care unit on the second story,
a keypad lock was installed on the wall for a
marked exit, the LALD-A explained in the emaill
that this door will automatically unlock if the fire
alarm goes off. Additionally, a door knob with a
Key-only lock was installed near the top of this
door. Special locking arrangements that secure
people in the building are required to fail in the
open position in the event of fire alarm, sprinkler
system activation, or loss of electrical power. This
key-only lock would prevent the fail safe operation
of this exit door from working properly.
Additionally, door latching hardware is required to
be located not higher than 48" from the floor.

2. Near resident room 214, the key-only lock was
replaced with a doorknob equipped with a
push-button lock near the top of the marked exit
door. Additionally, a barrel bolt lock was installed
at the top and into the head jamb of this marked
exit door. Door latching hardware is required to
be located not higher than 48" from the floor and
release from the latched position in one
operation.

{0 950} 144G.50 Subd. 3 Designation of representative {0 950}
SS=C

(a) Before or at the time of execution of an

Minnesota Department of Health
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assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative.” A Designated
Representative can assist you, receive certain
Information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designhated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact”), or health care power of
attorney ("health care agent”), if applicable.”

(b) The contract must contain a page or space for
the name and contact information of the
desighated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement Is not met as evidenced
by:
no further action required

{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

Minnesota Department of Health
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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
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

Minnesota Department of Health
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This MN Requirement Is not met as evidenced
by:
no further action required

{01760} 144G.71 Subd. 8 Documentation of {01760}
SS=D | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident’'s record. The documentation must
Include the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident’'s needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

This MN Requirement Is not met as evidenced
by:
no further action required

{01940} 144G.72 Subd. 3 Individualized treatment or {01940}
SS=D | therapy managemen

For each resident receilving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include Iin the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
Individualized treatment and therapy
management record for each resident which must

Minnesota Department of Health
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Continued From page 8

contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy
recelved, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement Is not met as evidenced
by:
no further action required

144G .81 Subdivision 1 Fire protection and
physical environment

An assisted living facility with dementia care that
has a secured dementia care unit must meet the
requirements of section 144G .45 and the
following additional requirements:

(1) a hazard vulnerability assessment or safety
risk must be performed on and around the
property. The hazards indicated on the
assessment must be assessed and mitigated to
protect the residents from harm; and

(2) the facility shall be protected throughout by an
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{02040} | Continued From page 9 {02040}

approved supervised automatic sprinkler system
by August 1, 2029.

This MN Requirement Is not met as evidenced
by:

Based on record review, the licensee failed to
provide a safety risk assessment or hazard
vulnerability assessment of the physical
environment on and around the property with
mitigation factors for the facility. This deficient
practice had the ability 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) and was issued at a
pattern scope (when more than a limited number
of residents are affected, more than a limited
number of staff are involved, or the situation has
occurred repeatedly; but Is not found to be
pervasive).

Findings include:

On September 20, 2023, survey staff emailed the
licensed assisted living director (LALD)-A
requesting documentation to support that an
assessment of the physical environment had
been completed that identified safety risks or
hazards on and around the property with
mitigation factors. On September 21, 2023, the
LALD-A emailed a completed Risk Assessment
Form. No mitigation was included as part of this
rsk assessment.

Record review of the available documentation
Indicated that the licensee had not completed an
assessment of the physical environment that
identified safety risks or hazards on and around
Minnesota Department of Health
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{02040} | Continued From page 10 {02040}

the property with mitigation factors.

{02110} 144G .82 Subd. 3 Policies {02110}
SS=F

(a) In addition to the policies and procedures

required in the licensing of all facilities, the

assisted living facility with dementia care licensee

must develop and implement policies and

procedures that address the:

(1) philosophy of how services are provided

based upon the assisted living facility licensee's

values, mission, and promotion of

person-centered care and how the philosophy

shall be implemented,;

(2) evaluation of behavioral symptoms and

design of supports for intervention plans,

Including nonpharmacological practices that are

person-centered and evidence-informed;

(3) wandering and egress prevention that

provides detailed instructions to staff in the event

a resident elopes;

(4) medication management, including an

assessment of residents for the use and effects

of medications, including psychotropic

medications;

(5) staff training specific to dementia care;

(6) description of life enrichment programs and

how activities are implemented;

(7) description of family support programs and

efforts to keep the family engaged,;

(8) limiting the use of public address and

Intercom systems for emergencies and

evacuation drills only;

(9) transportation coordination and assistance to

and from outside medical appointments; and

(10) safekeeping of residents' possessions.

(b) The policies and procedures must be provided

to residents and the residents' legal and

designated representatives at the time of

Minnesota Department of Health
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This MN Requirement Is not met as evidenced
by:
no further action required
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
August 8, 2023

Licensee

Wildwood Grove
410 East Main Street
Le Roy, MN 55951

RE: Project Number(s) SL30710015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on July 20, 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 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
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 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.

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

$1,000 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
abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,9, 17. The MDH

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021
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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-0-1290 - 144g.60 Subdivision 1 - Background Studies Required - $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 |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 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.
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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,
L’w

Jodi Johnson, Supervisor
State Evaluation Team

Email: jodi.johnson@state.mn.us
Telephone: 507-344-2730 Fax: 651-281-9796

JMD
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AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assigned tag number
144G.08 to 144G.95, these correction orders are appears in the far left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "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.
SL30710015
PLEASE DISREGARD THE HEADING OF
On July 17, 2023, through July 20, 2023, the THE FOURTH COLUMN WHICH
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 30 active residents; 26 WILL APPEAR ON EACH PAGE.
receiving services under the Assisted Living with
Dementia Care license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
1290: An immediate correction order was issued VIOLATIONS OF MINNESOTA STATE
on July 20, 2023. The immediacy was removed,; STATUTES.
however, non-compliance remains at a level 3,
widespread scope (). 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.
0480| 144G.41 Subd 1 (13) (i) (B) Minimum 0 480
SS=F | requirements
(13) offer to provide or make available at least the
Minnesota Department of Health
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0480 | Continued From page 1 0 480

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 July 20, 2023, for the specific Minnesota
Food Code deficiencies.

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

0 550 144G.41 Subd. 7 Resident grievances; reporting | 0550
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
Information for the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities

Minnesota Department of Health
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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
iIndividual 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, interview, and record
review, the licensee failed to postin a
conspicuous place, information about the
licensee's grievance procedure with the required
content. This had the potential to affect the
licensee's current residents, staff, and visitors.

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

The findings include:

The licensee failed to post information about the
facilities' grievance procedure, and the name,
telephone number and e-mail contact information
for the individuals who were responsible for
handling resident grievances.

On July 17, 2023, at 12:30 p.m. during the facility
tour, the surveyor noted a bulletin board near the
elevator and front entrance that contained

required postings. However, there was no posted

Minnesota Department of Health
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facility grievance procedure.

On July 17, 2023, at 2:23 p.m. administrative
assistant (AA)-C stated she thought that
information was included on the back side of the
ombudsman information sheet; however, it did
not include the grievance procedure. AA-C
stated the above content was not posted as
required.

The licensee's 2.09 Complaint/Grievance policy
dated August 1, 2021, lacked information
regarding the posting, name, number and email
contact for the individual responsible for handling
the grievance.

No further information was provided.

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

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

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide the physical environment in a
continuous state of good repair and operation
with regard to the health, safety, and well-being of

Minnesota Department of Health
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the residents. This had the potential to directly
affect all residents and staff.

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:

On July 18, 2023, between 8:50 a.m. and 11:05
a.m., survey staff toured the facility with the
director of maintenance (DM)-E. During the
facility tour, survey staff observed the following:

1. A screen door was installed in front of the
marked exit door in the dining room. All paths of
egress must be maintained to allow occupants to
exit the building in a safe and efficient manner in
the event of an emergency.

2. In the nurse's office space on the second story,
there was a fire-rated door frame with no fire door
installed.

3. In the kitchen storage room, there was a
fire-rated door frame with a screen door installed.
4. A hole was observed in a fire door that was a
marked exit in the secure dementia care unit on
the second story.

These deficient conditions were verified by DM-E
accompanying on the facility tour. The licensed
assisted living director (LALD)-A explained during
an interview at approximated 12:00 p.m., on July
18, 2023, that the nurse's office space had
previously been a beauty salon and that the
Kitchen storage area was remodeled at some
Minnesota Department of Health
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point in the past but was unsure on the original
use for this room.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0810| 144G.45 Subd. 2 (b)-(f) Fire protection and 0810
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

Minnesota Department of Health
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activation is not required to initiate the evacuation
drill.

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to complete the required employee
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) 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 July 18, 2023, between 11:05 a.m. and 11:45
a.m., documents were reviewed by survey staff.

The licensee failed to meet the required
evacuation drill frequency. Evacuation drill
records were provided dated 06-14-2022,
4-20-2023, and 6-27-2023. The time or shift was
not documented on 2 of the drill records. The
evacuation drill frequency of twice per year per
shift with at least one evacuation drill every other
month was not met.

These deficient conditions were verified by the
licensed assisted living director (LALD)-A and the
director of maintenance (DM)-E on July 18, 2023,
at approximately 12:00 p.m.

No further information was provided.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty-one
(21) days

0 820| 144G.45 Subd. 2 (g) Fire protection and physical | 0820
SS=F | environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide facilities that were not a distinct
hazard to life. This had the potential to directly
affect all residents and staff.

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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On July 18, 2023, between 8:50 a.m. and 11:05
a.m., survey staff toured the facility with the
director of maintenance (DM)-E. During the
facility tour, survey staff observed the following:

1. In the dementia care unit on the second story,
a keypad lock that required a code to exit was
provided on the wall for the marked exit door and
a key-only lock was installed near the top of the
door.

2. Near resident room 214, a key-only lock was
installed near the top of a marked exit door.

3. A key-only hinged hasp lock was installed on
the marked exit door in the dining room.

All paths of egress must provide unobstructed
exiting for occupants and access for emergency
responders in the event of an emergency.

These deficient conditions were verified by DM-E
accompanying on the facility tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days

SOS%CO 144G.50 Subd. 3 Designation of representative 0 950
(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your

Minnesota Department of Health
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"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide the required notice for
right to a designated representative on a
document separate from the contract for three of
three residents (R2, R3, R4).

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all the
residents).

The findings include:

R2, R3, and R4's records lacked evidence in
Minnesota Department of Health
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writing of providing on a document separate from
the contact verbatim notice of "RIGHT TO
DESIGNATE A REPRESENTATIVE FOR
CERTAIN PURPOSES. You have the right to
name anyone as your "Designated
Representative." A Designated Representative
can assist you, receive certain information and
notices about you, including some information
related to your health care, and advocate on your
behalf. A Designhated Representative does not
take the place of your guardian, conservator,
power of attorney ("attorney-in-fact"), or health
care power of attorney ("health care agent"), if
applicable."

R2

R2's diagnoses included diabetes, congestive
heart failure (heart doesn't pump as efficiently as
it should), hypertension (high blood pressure),
rheumatoid and osteoarthritis (inflammatory
disorder affecting joints).

R2's Service Plan (Waiver) - Addendum to
Contract dated July 18, 2023, indicated R2
received services including assistance with
morning and bedtime cares, blood glucose
monitoring, medication administration, showering,
and daily weights.

R2's Resident Agreement (contract) dated April
21, 2022, included a name/address/telephone
number line to identify a designated
representative and a box to initial if the resident
declined to name a designated representative;
however, it lacked the required statutory language
provided on a form separate from the contract.

R3

R3's diagnoses included neurocognitive disorder
(dementia) due to Alzheimer's disease and
Minnesota Department of Health
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hypertension.

R3's Service Plan (Waiver) - Addendum to
Contract dated March 8, 2023, indicated R3
received services including assistance with
morning and bedtime cares, behavior monitoring,
and medication administration.

R3's Resident Agreement dated March 8, 2023,
iIncluded a name/address/telephone number line
to identify a designated representative and a box
to initial if the resident declined to name a
designated representative; however, it lacked the
required statutory language provided on a form
separate from the contract.

R4
R4's diagnosis included neurocognitive disorder.

R4's Service Plan (Private) - Addendum to
Contract dated July 18, 2023, indicated R4
received services including assistance with
morning and bedtime cares, behavior monitoring,
medication administration, showering, and
toileting assistance.

R4's Resident Agreement dated May 12, 2023,
iIncluded a name/address/telephone number line
to identify a designated representative and a box
to initial if the resident declined to name a
designated representative; however, it lacked the
required statutory language provided on a form
separate from the contract.

On July 19, 2023, at 9:12 a.m. licensed assisted
living director (LALD)-A stated the right to
designate a representative statutory language
was not present anywhere in the current assisted
living contract. LALD-A indicated she had not
made any changes to the contract since it had
Minnesota Department of Health
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been implemented and assumed that it was
correct. LALD-A further stated all residents were
provided the same contract.

The licensee's 1.08 Designated Representative
policy dated August 1, 2021, included before or at
the time of execution of an assisted living
contract, [The Licensee] would offer residents the
opportunity to identify a designated representative
In writing.

3. The Designated Representative form must
provide the following verbatim notice:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
iInformation and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of
attorney("attorney-in-fact"), or health care power
of attorney ("health care agent"), if applicable."

No further information was provided.

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

21806F0 144G.52 Subd. 9 Emergency relocation 01060
(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

Minnesota Department of Health
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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

(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
Minnesota Department of Health

STATE FORM 6899 RTQW11 If continuation sheet 14 of 30




PRINTED: 08/08/2023

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: | COMPLETED
A. BUILDING:
30710 B. WING 07/20/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
410 EAST MAIN STREET
WILDWOOD GROVE
LE ROY, MN 55951
(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)

01060 | Continued From page 14 01060

required content for an emergency relocation and
failed to notify the Office of Ombudsman for
Long-Term Care of the emergency relocation 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) 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:

R2's diagnoses included diabetes, congestive
heart failure (heart doesn't pump as efficiently as
it should), hypertension (high blood pressure),
rheumatoid and osteoarthritis (inflammatory
disorder affecting joints).

R2's Service Plan (Waiver) - Addendum to
Contract dated July 18, 2023, indicated R2
received services including assistance with
morning and bedtime cares, blood glucose
monitoring, medication administration, showering,
and daily weights.

R2's Notes (progress notes) dated April 24, 2023,
at 7:31 a.m. identified R2 had been taken to the
emergency room on April 22, 2023, and had been
admitted. Note dated May 1, 2023, at 1:27 p.m.
iIndicated resident returned from the hospital (nine
days later).

R2's record lacked a written notice that
contained, at a minimum:

- the reason for the relocation.

- the name and contact information for the

Minnesota Department of Health
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location to which the resident has been relocated
and any new service provider.

- contact information for the Office of
Ombudsman for Long-Term Care.

- 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.

- 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.

In addition, R2's record lacked notification to the
Office of Ombudsman for Long-Term Care the
resident had been relocated and had not returned
to the facility within four days.

On July 18, 2023, at 1:20 p.m. clinical nurse
supervisor (CNS)-B stated a written notice related
to R2's emergency relocation had not been
completed, and further lacked notification to the
Office of Ombudsman for Long-Term Care that
the residents had been relocated and had not
returned to the facility within four days. CNS-B
stated they had not been doing this for any
residents, and they were not aware of the
requirement.

The licensee's 1.23 Emergency Relocation policy
dated August 1, 2023, noted in the event of an
emergency relocation [The Licensee] would
provide a written notice that contained at a
minimum:

a. The reason for the relocation.

b. The name and contact information for the
location to which the resident has been relocated
and any new service provider.

Minnesota Department of Health
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c. Contact information for the Office of
Ombudsman for Long-Term Care.

d. 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.

e. A statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal.

The facility will provide contact information for the
agency to which the resident may submit an
appeal.

The notice required will be delivered as soon as
practicable to:

a. The resident, legal representative, and
designated representative.

b. Forresidents who receive home and
community-based waiver services, the resident's
case manager.

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

No further information was provided.

TIME PERIOD TO CORRECT: Twenty-one (21)

days
01290| 144G.60 Subdivision 1 Background studies 01290
SS=l| required

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be

Minnesota Department of Health
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classified as private data on individuals under
section 13.02, subdivision 12.

(c) Termination of an employee in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure background
studies were conducted prior to staff providing
services for one of two employees (unlicensed
personnel (ULP)-F). This had the potential to
affect all residents currently receiving services.
This resulted in an immediate correction order on
July 20, 2023, at 9:35 a.m.

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).

The findings include:

On July 17, 2023, at 4.01 p.m., ULP-F was
observed to independently administer
medications to R3 in his room.

ULP-F had a hire date of March 7, 2023.

ULP-F's employee record included a Final
Registry Results Form dated March 6, 2023, from
the Minnesota Department of Human Services
Minnesota Department of Health
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(DHS); however, lacked evidence of a
background study clearance as required.

On July 20, 2023, at 9:28 a.m., licensed assisted
living director (LALD)-A stated employees were
required to have a background study clearance
before working independently.

On July 20, 2023, at 9:29 a.m., LALD-A stated
after speaking to administrative assistant (AA)-C
(in charge of background studies), ULP-F had not
been cleared for her background study and
required supervision. LALD-A stated ULP-F had
been working independently, indicating there may
have been a misunderstanding of what direct
supervision meant. LALD-A further stated she
was not aware ULP-F did not have a background
study clearance letter.

The licensee's 4.02 Background Studies policy
dated August 1, 2021, included: No employee
may provide direct services and have
independent direct contact with any residents until
acceptable result of the background study have
been received. [f hired prior to receiving the
results of the background study, or the tentative
background study results indicate more time is
needed requiring supervision, new hires shall not
be permitted to interact or provide services to
tenants or clients except under the direct
supervision (eyesight) of another qualified staff
person.

No further information was provided.

TIME PERIOD FOR CORRECTION: IMMEDIATE

Immediacy is removed as confirmed by the
surveyor's on-site observation and review by
evaluation supervisor on July 20, 2023; however,
Minnesota Department of Health
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noncompliance remains at a scope and severity
of |.
01760] 144G.71 Subd. 8 Documentation of 01760

SS=D | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
include the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure one of two
unlicensed personnel (ULP-F) administered
medications as prescribed.

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:

Minnesota Department of Health
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R3's diagnoses included neurocognitive disorder
(dementia) due to Alzheimer's disease and
hypertension.

R3's Service Plan (Waiver) - Addendum to
Contract dated March 8, 2023, indicated R3
received services including assistance with
morning and bedtime cares, behavior monitoring,
and medication administration.

R3's prescriber's orders dated April 29, 2023,
iIncluded orders for diclofenac (nonsteroidal
anti-inflammatory topical pain relief) 1% gel apply
two grams to LEFT hand four times a day for
pain.

R3's medication administration record (MAR)
dated July 2023, included an order for diclofenac
1% gel apply two grams to LEFT hand four times
a day for pain.

On July 17, 2023, at 4:01 p.m. the surveyor
observed ULP-F prepare R3's medication for
administration. ULP-F grabbed R3's tube of
diclofenac and after comparing the diclofenac
with R3's MAR, sanitized hands and applied
gloves. ULP-F then used the medications plastic
measuring device to measure the two-gram
amount of gel, wiped off with her gloved hand,
and applied the diclofenac gel to R3's RIGHT
hand. After ULP-F rubbed the diclofenac gel onto
R3's RIGHT hand, ULP-F proceeded to rub
remaining gel onto R3's LEFT hand. ULP-F
proceeded back to R3's sink, washed measuring
device, removed gloves, washed hands, and
documented administration of the diclofenac gel.
ULP-F stated the MAR did not match where the
diclofenac gel had been applied indicating she
was going off a "verbal order" and was to apply

Minnesota Department of Health
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the gel to both hands. ULP-F was unable to state
who or when she received the "verbal order" from
but indicated it was sometime after March 2023.

On July 18, 2023, at 10:12 a.m. clinical nurse
supervisor (CNS)-B stated the ULP should have
followed the orders as reflected on the MAR.

The licensee's 7.08 Medication Management -
Administration & Setup policy dated August 1,
2021, identified the nursing staff and ULP trained
to provide medication administration would
document any medication administration provided
accurately in each resident record. ULP would
also document any reason why medication
administration was not completed as prescribed
and document any follow-up procedures that
were provided to meet the resident's needs when
medications were not administered as prescribed
and in compliance with the resident's medication
management plan.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01940 144G.72 Subd. 3 Individualized treatment or 01940
SS=D | therapy managemen

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include in the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
individualized treatment and therapy
management record for each resident which must

Minnesota Department of Health
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contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
relating to the treatments or therapy
administration;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to develop and
implement a treatment or therapy management
plan to include all required content 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 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).
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The findings include:

During the entrance conference on July 17, 2023,
at 11:50 a.m., licensed assisted living director
(LALD)-A stated the licensee provided treatment
management services to their residents.

R2's diagnoses included diabetes, congestive
heart failure (heart doesn't pump as efficiently as
it should), hypertension (high blood pressure),
rheumatoid and osteoarthritis (inflammatory
disorder affecting joints).

R2's Service Plan (Waiver) - Addendum to
Contract dated July 18, 2023, indicated R2
received assistance with daily weights.

R2's prescriber orders dated May 31, 2023,
included an order to weigh daily and record.
Regular weight 298-303 Ibs, call cardiology if
weight less than 298 Ibs or greater than 303 Ibs
two days in a row.

R2's RTasks (computer program identifying tasks
to complete with resident) included the instruction
for nurse, tech-aide/unlicensed personnel (ULP)
to check resident's weight and record daily.
Notify registered nurse (RN) when; weight is less
than 298 pound (Ibs) or greater than 303 Ibs for
two days in a row.

On July 18, 2023, at 8:16 a.m. ULP-| was
observed to assist R2 onto a scale and obtain his
daily weight. ULP-| obtained and recorded a
weight result of 306 Ibs. ULP-| stated R2's
recorded weight the day prior was 304 Ibs and
she would need to notify the nurse. ULP-I| then
sent a message to the RN via the computer
system notifying her of R2's weight last two days.
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R2's Vital Sign - One Weight document dated
April 17, 2023, through July 17, 2023, identified
daily weights had been completed.

R2's records lacked a treatment management
plan to include the following required content for
the daily weights:

- any resident-specific requirements relating to
documentation of treatment and therapy received,
verification that all treatment and therapy was
administered as prescribed and monitoring of
treatment or therapy to prevent possible
complications or adverse reactions.

On July 18, 2023, at 1:20 p.m. clinical nurse
supervisor (CNS)-B stated R2's record lacked a
treatment management plan to include all the
required content as noted above. CNS-B further
stated she had not recognized daily weights as a
treatment.

The licensee's 7.05 Treatment & Therapy
Management Plan policy dated August 1, 2021,
iIndicated [The Licensee] would develop and
maintain a current individualized treatment and
therapy management record for each resident
which must contain at least the following:

e. Any resident-specific requirement relating to
documentation of treatment and therapy received.
f. Verification that all treatment and therapy was
administered as prescribed.

g. Monitoring of treatment or therapy to prevent
possible complications or adverse reactions.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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02040 144G.81 Subdivision 1 Fire protection and 02040

SS=F | physical environment

An assisted living facility with dementia care that
has a secured dementia care unit must meet the
requirements of section 144G.45 and the
following additional requirements:

(1) a hazard vulnerability assessment or safety
risk must be performed on and around the
property. The hazards indicated on the
assessment must be assessed and mitigated to
protect the residents from harm; and

(2) the facility shall be protected throughout by an
approved supervised automatic sprinkler system
by August 1, 2029.

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to provide a safety risk
assessment or hazard vulnerability assessment
of the physical environment on and around the
property with mitigation factors for the facility.
This deficient practice had the ability 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) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

Findings include:

On July 18, 2023, between 11:05 a.m. and 11:45
a.m., documents were reviewed by survey staff.
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Record review of the available documentation
indicated that the licensee had included a Hazard
and Vulnerability Assessment Tool as part of the
emergency preparedness plan. An assessment
of the physical environment that identified safety
risks or hazards on and around the property with
mitigation factors had not been completed.

This deficient condition was verified by the
licensed assisted living director (LALD)-A and the
director of maintenance (DM)-E on July 18, 2023,
at approximately 12:00 p.m.

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

02110] 144G.82 Subd. 3 Policies 02110
SS=F
(a) In addition to the policies and procedures
required in the licensing of all facilities, the
assisted living facility with dementia care licensee
must develop and implement policies and
procedures that address the:

(1) philosophy of how services are provided
based upon the assisted living facility licensee's
values, mission, and promotion of
person-centered care and how the philosophy
shall be implemented;

(2) evaluation of behavioral symptoms and
design of supports for intervention plans,
iIncluding nonpharmacological practices that are
person-centered and evidence-informed;

(3) wandering and egress prevention that
provides detailed instructions to staff in the event
a resident elopes;

(4) medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications;
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(5) staff training specific to dementia care;

(6) description of life enrichment programs and
how activities are implemented;

(7) description of family support programs and
efforts to keep the family engaged;

(8) limiting the use of public address and
iIntercom systems for emergencies and
evacuation drills only;

(9) transportation coordination and assistance to
and from outside medical appointments; and
(10) safekeeping of residents' possessions.

(b) The policies and procedures must be provided
to residents and the residents' legal and
designated representatives at the time of
move-in.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure policies and procedures
required in the licensing of assisted living facilities
with dementia care were provided to each
resident and/or the resident's legal and
designated representative at the time of move-in
for three of three residents (R2, R3, R4).

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 included:

The licensee had an assisted living with dementia
care license effective August 1, 2022.
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R2, R3, and R4's records lacked documentation
for receipt of the required Assisted Living with
Dementia Care policies and procedures at the
time of resident move-in, to include:

- philosophy of how services were provided based
upon the assisted living facility licensee's values,
mission, and promotion of person-centered care
and how the philosophy shall be implemented,;

- evaluation of behavioral symptoms and design
of supports for intervention plans, including
nonpharmacological practices that were
person-centered and evidence-informed;

- wandering and egress prevention that provides
detailed instructions to staff in the event a
resident elopes;

- medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications;

- staff training specific to dementia care;

- description of life enrichment programs and how
activities were implemented;

- description of family support programs and
efforts to keep the family engaged;

- limiting the use of public address and intercom
systems for emergencies and evacuation drills
only;

- transportation coordination and assistance to
and from outside medical appointments; and

- safekeeping of residents' possessions.

On July 19, 2023, at 9:14 a.m. licensed assisted
living director (LALD)-A stated none of the current
residents had received the required policies.
LALD-A further stated she was not aware of the
requirement.

No further information provided.

TIME PERIOD FOR CORRECTION: Twenty-one
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Minnesota Department of Health
Environmental Health - FPLS

DEPARTMENT Rochester
OF HEALTH

Type:  Full Food and Beverage Establishment rage 1

Date: 07/20/23 _

Time:  07:33:29 Inspection Report

Report: 1038231516

— Location: — Establishment Infe:
Wildwood Grove ID #: 0038979
410 East Main Street Risk:
Le Roy, MN55951 Announced Inspection: No
Mower County, 50

— License Categories: — Operator:
. Phone #: 5073249515
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.

3-500B Microbial Control: hot and cold holding
3-501.16A2 ** Priority 1 **

MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical
refrigeration.

REFRIGERATION UNIT OUT OF TEMP, FOR UNKNOWN DURATION. THREE ITEMS (TURKEY,
JELLO, MAC AND CHEESE) MEASURED AT 46 DEGREE F. ALL HAZARDOUS FOOD IN UNIT
DISCARDED.

Comply By: 07/20/23

Surface and Equipment Sanitizers

Chlorine: = 200ppm at Degrees Fahrenheit
[.ocation: Chemical Dishwasher
Violation Issued: No

Chlorine: = at Degrees Fahrenheit
[ocation:
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Upright Cooler
Temperature: 46 Degrees Fahrenheit - Location: Jello
Violation Issued: Yes

Process/Item: Upright Cooler
Temperature: 46 Degrees Fahrenheit - Location: Turkey
Violation Issued: Yes




Type:  Full Food and Beverage Establishment Hage £
Date: 07/20/23

Time:  07:33:29 Inspection Report
Report: 1038231516
Wildwood Grove

Process/Item: Upright Cooler
Temperature: 46 Degrees Fahrenheit - Location: Mac and Cheese
Violation Issued: Yes

Process/Item: Upright Cooler
Temperature: 41 Degrees Fahrenheit - Location: Shredded Cheese
Violation Issued: No

Process/Item: Upright Freezer
Temperature: -7 Degrees Fahrenheit - Location: Pre Cooked Hamburgers
Violation Issued: No

Process/Item: Upright Freezer
Temperature: -1 Degrees Fahrenheit - Location: Bread
Violation Issued: No

Process/Item: Upright Freezer
Temperature: -1 Degrees Fahrenheit - Location: Min1 Corndogs
Violation Issued: No

Process/Item: Upright Freezer
Temperature: Degrees Fahrenheit - Location:
Violation Issued: No

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

Jill. megraw(@gmail.com

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 1038231516 of 07/20/23.

Certified Food Protection ManagerJill Megraw
Certification Number: _EFM106713 Expires: _00/22/23

i —

Establishment Representative Rob Davis
Sanitarian 2
Rochester District Office
507-810-9902

rob.davis(@state.mn.us

Signed: Signed:




