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March 3, 2026

Licensee
Walker Methodist  Westwood  II
61 Thompson Avenue West
West Saint Paul, MN 55118

RE: Project Number(s) SL28949016

Dear Licensee:

The Minnesota  Department  of Health (MDH) completed  a survey on February 11, 2026, for the
purpose  of evaluating and assessing compliance with state  licensing statutes.  At the  time of the
survey, MDH noted  violations of the  laws pursuant  to  Minnesota  Statute,  Chapter  144G, Minnesota
Food Code, Minnesota  Rules Chapter  4626, Minnesota  Statute  626.5572 and/ or Minnesota  Statute
Chapter  260E.

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

STATE CORRECTION ORDERS
The enclosed  State  Form documents  the  state  correction  orders.  MDH documents  state  licensing
correction  orders  using federal  software.  Tag numbers  are  assigned to  Minnesota  state  statutes  for
Assisted Living Facilities. The assigned tag number  appears  in the  far left column entitled  "ID Prefix
Tag." The state  statute  number  and the  corresponding  text  of the  state  statute  out  of compliance are
listed in the  "Summary Statement  of Deficiencies" column. This column also includes the  findings that
are  in violation of the  state  statute  after  the  statement,  "This MN Requirement  is not  met  as
evidenced  by . . ."

IMPOSITION OF FINES
In accordance  with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement  actions  may be imposed
based  on the  level and scope of the  violations and may be imposed  immediately  with no opportunity
to  correct  the  violation first as follows:

Level 1: no fines or enforcement;
Level 2: a fine of $500 per  violation, in addition  to  any enforcement  mechanism  authorized  in

§ 144G.20;
Level 3: a fine of $1,000 per  incident,  in addition  to  any enforcement  mechanism

authorized  in § 144G.20;
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Level 4: a fine of $3,000 per  incident,  in addition  to  any enforcement  mechanism  authorized  in
§ 144G.20;

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

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

St - 0 - 0775 - 144g.45 Subd. 2. (a) - Fire Protection  And Physical Environment  - $500.00

The refor e, in accor danc e wit h Minn. Sta t. §§ 144G.01 to  144G.999 9, 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 accorda nce with Mi nn. Stat.  § 144G.30, Sub d. 5(c), th e lic ens ee  mus t docum ent  ac tions 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:

· Identify how the  area( s) of noncompliance  was corrected  related  to  the
resident( s)/employee( s) identified in the  correction  order.

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

· Identify what  changes  to  your systems  and practices  were  made  to  ensure  compliance with
the  specific statute( s).

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

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

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

To appe  al fi nes via re cons iderat  ion , pl ease  follow the procedu  re outl ined abo ve. Plea se no te  tha  t you
may re que  st a rec onside rati on or a hearing, bu t not bot  h. If you wis h to cont  est  ta  gs with out  fine s in
a reconsideration  and tags with the  fines at  a hearing,  please  submit  two separate  appeals  forms at
the  website  listed above.

The MDH Health Regulation Division (HRD) values your feedback  about  your experience  during the
survey and/ or investigation  process.  Please fill out  this anonymous  provider  feedback  questionnaire
at  your conv enien  ce at  thi s link: https: / / forms.office.com/ g/Bm5uQEpHVa. Your inpu t is import  ant
to  us and will enable  MDH to  improve its processes  and communication  with providers.  If you have
any questions  regarding the  questionnaire,  please  contact  Susan Winkelmann at
susan.winkelmann@state. mn.us or call 651-201-5952.

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,

Jodi Johnson, Supervisor
State  Evaluation Team
Email: Jodi.Johnson@state. mn.us
Telephone:  507-344-2730 Fax: 1-866-890-9290

CLN
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*****ATTENTION*****

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER( S)

In accordance  with Minnesota  Statutes,  section
144G. 08  to 144G. 95,  these  correction  orders  are
issued  pursuant  to a  survey.

Determination  of whether  violations  are  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:

Minnesota  Department  of Health  is
documenting  the  State  Correction  Orders
using  federal  software.  Tag numbers  have
been  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  is listed  in the  "Summary
Statement  of Deficiencies"  column.  This
column  also  includes  the  findings  which
are  in violation of the  state  requirement
after  the  statement,  "This  Minnesota
requirement  is not  met  as  evidenced  by."
Following the  evaluators'  findings  is the
Time Period  for Correction.

SL28949016- 0

On  February  9,  2026,  through  February  11, 2026,
the  Minnesota  Department  of Health  conducted  a
full survey  at  the  above  provider  and  the  following
correction  orders  are  issued.  At the  time  of the
survey,  there  were  30  residents;  30  receiving
services  under  the  Assisted  Living Facility with
Dementia  Care  license.

PLEASE  DISREGARD  THE HEADING OF
THE FOURTH  COLUMN WHICH
STATES, "PROVIDER' S  PLAN OF
CORRECTION. " THIS APPLIES  TO
FEDERAL DEFICIENCIES  ONLY. THIS
WILL APPEAR  ON EACH PAGE.

THERE  IS NO REQUIREMENT  TO
SUBMIT A PLAN OF CORRECTION  FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

THE LETTER  IN THE LEFT COLUMN IS
USED  FOR  TRACKING PURPOSES  AND
REFLECTS  THE SCOPE  AND LEVEL
ISSUED  PURSUANT  TO 144G. 31
SUBDIVISION 1-3.

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

0 480

Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE
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(a)  Except  as  provided  in paragraph  (b), food
must  be  prepared  and  served  according  to the
Minnesota  Food  Code,  Minnesota  Rules,  chapter
4626.
(b) For  an  assisted  living facility with a  licensed
capacity  of ten  or fewer  residents:
(1) notwithstanding  Minnesota  Rules,  part
4626. 0033,  item A, the  facility may  share  a
certified  food  protection  manager  (CFPM)  with
one  other  facility located  within a  60-mile radius
and  under  common  management  provided  the
CFPM  is present  at  each  facility frequently
enough  to effectively  administer,  manage,  and
supervise  each  facility's  food  service  operation;
(2) notwithstanding  Minnesota  Rules,  part
4626. 0545,  item A, kick plates  that  are  not
removable  or cannot  be  rotated  open  are  allowed
unless  the  facility has  been  issued  repeated
correction  orders  for violations  of Minnesota
Rules,  part  4626. 1565  or 4626. 1570;
(3) notwithstanding  Minnesota  Rules,  part
4626. 0685,  item A, the  facility is not  required  to
provide  integral  drainboards,  utensil  racks,  or
tables  large  enough  to accommodate  soiled  and
clean  items  that  may  accumulate  during  hours  of
operation  provided  soiled  items  do  not
contaminate  clean  items,  surfaces,  or food,  and
clean  equipment  and  dishes  are  air dried  in a
manner  that  prevents  contamination  before
storage;
(4) notwithstanding  Minnesota  Rules,  part
4626. 1070,  item A, the  facility 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

0 480

Minnesota  Department  of Health
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allowed  provided  the  facility keeps  them  clean
and  in good  condition;
(6) notwithstanding  Minnesota  Rules,  part
4626. 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.

0 480

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  document  titled,  Food  and
Beverage  Establishment  Inspection  Report
(FBEIR)  dated  February  9,  2026,  for the  specific
Minnesota  Food  Code  violations.  The  Inspection
Report  was  provided  to the  licensee  within 24
hours  of the  inspection.

TIME PERIOD  FOR  CORRECTION:  Please  refer
Minnesota  Department  of Health
STATE FORM 6899 KNUZ11 If continuation  sheet  3 of 37
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to the  FBEIR for any  compliance  dates.

0 480

0 700  144G. 43  Subdivision  1 Resident  record
SS= F

(b) Resident  records,  whether  written  or
electronic,  must  be  protected  against  loss,
tampering,  or unauthorized  disclosure  in
compliance  with chapter  13  and  other  applicable
relevant  federal  and  state  laws.  The  facility shall
establish  and  implement  written  procedures  to
control  use,  storage,  and  security  of resident
records  and  establish  criteria  for release  of
resident  information.

0 700

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  resident' s
personal  health  and  medical  information  was  kept
private.  This  had  the  potential  to affect  all
residents  residing  within the  facility.

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

The  findings  include:

On  February  10,  2026,  at  7:49  a. m. , the  surveyor
observed  an  unattended  medication  cart  with a
laptop  on  it. The  laptop  screen  had  private
resident  information  on  it, which  was  visible  to
others.  After a  few minutes,  unlicensed  personnel
(ULP)-G approached  the  medication  cart  and

Minnesota  Department  of Health
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started  to prepare  R6's  medications  to be
administered.  While  ULP-G prepared  R6' s
medications,  a  resident  called  out  for assistance
and  ULP-G placed  R6' s  medication  cards  on  top
of the  medication  cart,  locked  the  medication  cart
and  went  to assist  the  resident.  ULP-G left R6's
record  open  on  the  laptop  screen  which  was
visible  to others.

0 700

On  February  10,  2026,  at  8:05  a. m. , ULP-G
stated  they  were  supposed  to cover  the  laptop
screen  with a  laminated  sheet  when  not  using  the
laptop  to protect  resident  information.

On  February  11, 2026,  at  10:41  a. m. , clinical
nurse  supervisor  (CNS) -B stated  all staff  were
trained  to keep  resident  records  confidential  and
private  from any  unauthorized  individuals.
Regional  Director  of Operations  (RDOO) -J  stated
the  licensee  was  in the  process  of enabling
automatic  logoff on  all laptops  but  expected  staff
to either  log off or hide  the  screen  when  the
laptop  was  not  in use.

The  licensee' s  HIPAA Privacy  and  Disclosure
policy dated  January  2026,  indicated  the  licensee
safeguards  all PHI in any  form (oral,  written,
electronic,  or visual)  and  limits its use  and
disclosure  to those  permitted  or required  by law.
PHI shall  only be  accessed  by authorized
workforce  members  with a  legitimate  business
need.

No further  information  was  provided.

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

Minnesota  Department  of Health
STATE FORM 6899  KNUZ11 If continuation  sheet  5 of 37
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0 730  144G. 43  Subd.  3 Contents  of resident  record
SS= D

Contents  of a  resident  record  include  the
following for each  resident:
(1) identifying information,  including  the  resident' s
name,  date  of birth, address,  and  telephone
number;
(2) the  name,  address,  and  telephone  number  of
the  resident' s  emergency  contact,  legal
representatives,  and  designated  representative;
(3) names,  addresses,  and  telephone  numbers  of
the  resident' s  health  and  medical  service
providers,  if known;
(4) health  information,  including  medical  history,
allergies,  and  when  the  provider  is managing
medications,  treatments  or therapies  that  require
documentation,  and  other  relevant  health
records;
(5) the  resident' s  advance  directives,  if any;
(6) copies  of any  health  care  directives,
guardianships,  powers  of attorney,  or
conservatorships;
(7) the  facility's  current  and  previous
assessments  and  service  plans;
(8) all records  of communications  pertinent  to the
resident' s  services;
(9) documentation  of significant  changes  in the
resident' s  status  and  actions  taken  in response  to
the  needs  of the  resident,  including  reporting  to
the  appropriate  supervisor  or health  care
professional;
(10)  documentation  of incidents  involving the
resident  and  actions  taken  in response  to the
needs  of the  resident,  including  reporting  to the
appropriate  supervisor  or health  care
professional;
(11) documentation  that  services  have  been
provided  as  identified  in the  service  plan;
(12)  documentation  that  the  resident  has  received

0 730

0 730
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and  reviewed  the  assisted  living bill of rights;
(13)  documentation  of complaints  received  and
any  resolution;
(14)  a  discharge  summary,  including  service
termination  notice  and  related  documentation,
when  applicable;  and
(15)  other  documentation  required  under  this
chapter  and  relevant  to the  resident' s  services  or
status.

0 730

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to include  the  required  content  in a
discharge  summary  for one  of the  discharged
residents  (R5) .

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

The  findings  include:

R5 was  admitted  on  August  12,  2025,  and
discharged  on  December  1,  2025.

R5's  record  contained  a  Death  or Discharge
Summary  dated  December  1,  2025;  however,  it
was  completed  on  February  9,  2026,  after  the
start  of survey.

On  February  9,  2026,  at  2:50  p.m. , clinical nurse
supervisor  (CNS) -B provided  the  surveyor  R5' s
discharge  summary  and  stated  it had  been
missed  during  the  nurse  transition,  and  she  had
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now completed  it.

0 730

The  licensee' s  Discharge  and  Transfer  policy
dated  December  22,  2025,  indicated  a  discharge
summary  shall  be  completed  when  a  resident
transfers  to another  facility or level  of care,
returns  home,  is hospitalized  and  not  expected  to
return,  permanently  relocates,  discontinues
services  and  death.

No further  information  was  provided.

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

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

Each  assisted  living facility must  comply  with the
State  Fire  Code  in Minnesota  Rules,  chapter
7511,  and:

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the  physical
environment  of the  facility was  maintained  in
compliance  with the  requirements  of Minnesota
Statute  144G.

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  the  potential  to
affect  a  large  portion  or all of the  residents) .
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The  findings  include:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
February  10,  2026,  for the  specific  violations
related  the  physical  environment  under  Minnesota
Statute  144G.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days.

01540  144G. 64  (a)  (3) Training  in Dementia,  Mental
SS= D Illness,  and  De-

01540

(3) for assisted  living facilities  with dementia  care,
direct- care  staff  must  have  completed  at  least
eight  hours  of initial training  on  topics  specified
under  paragraph  (b) within 80  working  hours  of
the  employment  start  date.  Until this  initial training
is complete,  the  staff  member  must  not  provide
direct  care  unless  there  is another  staff  member
on  site  who has  completed  the  initial eight  hours
of training  on  topics  related  to dementia  and  two
hours  of training  on  topics  related  to mental
illness  and  de- escalation  and  who can  act  as  a
resource  and  assist  if issues  arise.  A trainer  of
the  requirements  under  paragraph  (b) or a
supervisor  meeting  the  requirements  in clause  (1)
must  be  available  for consultation  with the  new
staff  member  until the  training  requirement  is
complete.  Direct-care  staff  must  have  at  least  two
hours  of training  on  topics  related  to dementia
and  one  hour  of training  on  topics  related  to
mental  illness  and  de- escalation  for each  12
months  of employment  thereafter;
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This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  one  of two
employees  (unlicensed  personnel  (ULP)-F
received  the  required  amount  of dementia  care
training  in the  required  time  frame.

01540

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:

The  licensee  had  an  Assisted  Living with
Dementia  Care  license.

ULP-F was  hired  on  March  13,  2023,  to provide
direct  care  and  services  to the  licensee' s
residents.

ULP-F's  employee  record  contained  evidence
that  the  employee  received  30  minutes  of
dementia  care  training,  not  the  required  two hours
of dementia  training  for each  12  months  of
employment  for the  year  2024.

On  February  11, 2026,  at  10:  47  a. m. , licensed
assisted  living director  (LALD)-A and  the  surveyor
reviewed  ULP-F's  training  transcript  and  LALD-A
stated  ULP-F had  only completed  30  minutes  of
the  required  dementia  training  for 2024.

The  licensee' s  Staff  Training,  Orientation,  and
Minnesota  Department  of Health
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Competency  policy dated  January  2026,  indicated
annual  dementia  training  hours  are  completed  as
required  by governing  regulations.

No further  information  was  provided.

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

01620  144G. 70  Subd.  2 (c-e)  Initial reviews,
SS= E assessments,  and  monitoring

01620

(a)  Residents  who are  not  receiving  any  assisted
living services  shall  not  be  required  to undergo  an
initial nursing  assessment.
(b) An assisted  living facility shall  conduct  a
nursing  assessment  by a  registered  nurse  of the
physical  and  cognitive  needs  of the  prospective
resident  and  propose  a  temporary  service  plan
prior to the  date  on  which  a  prospective  resident
executes  a  contract  with a  facility or the  date  on
which  a  prospective  resident  moves  in, whichever
is earlier.  If necessitated  by either  the  geographic
distance  between  the  prospective  resident  and
the  facility, or urgent  or unexpected
circumstances,  the  assessment  may  be
conducted  using  telecommunication  methods
based  on  practice  standards  that  meet  the
resident' s  needs  and  reflect  person- centered
planning  and  care  delivery.
(c) Resident  reassessment  and  monitoring  must
be  conducted  by a  registered  nurse:
(1) no  more  than  14  calendar  days  after  initiation
of services;
(2) as  needed  based  on  changes  in the  resident' s
needs;  and
(3) at  least  every  90  calendar  days.
(d) Sections  of the  reassessment  and  monitoring
in paragraph  (c) may  be  completed  by a  licensed
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practical  nurse  as  allowed  under  the  Nurse
Practice  Act in sections  148. 171  to 148. 285.  A
registered  nurse  must  review  the  findings  as  part
of the  resident' s  reassessment.
(e)  For  residents  only receiving  assisted  living
services  specified  in section  144G. 08,  subdivision
9,  clauses  (1) to (5), the  facility shall  complete  an
individualized  initial review  of the  resident' s  needs
and  preferences.  The  initial review  must  be
completed  within 30  calendar  days  of the  start  of
services.  Resident  monitoring  and  review  must
be  conducted  as  needed  based  on  changes  in
the  needs  of the  resident  and  cannot  exceed  90
calendar  days  from the  date  of the  last  review.
(f) A facility must  inform the  prospective  resident
of the  availability of and  contact  information  for
long- term  care  consultation  services  under
section  256B. 0911,  prior to the  date  on  which  a
prospective  resident  executes  a  contract  with a
facility or the  date  on  which  a  prospective
resident  moves  in, whichever  is earlier.

01620

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  the  registered  nurse
(RN) completed  a  change  of condition
assessment  for three  of three  residents  (R2,  R1,
and  R3) . In addition,  the  licensee  failed  to
complete  fall assessments/ follow up  for one  of
one  resident  (R2) .

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

01620

The  findings  include:

CHANGE  IN CONDITION-HOSPITALIZATION

R2
R2 was  admitted  on  October  7,  2025,  with
diagnoses  that  included  orthostatic  hypotension
(rapid  drop  in blood  pressure  occurring  upon
standing  up  from a  sitting  or lying position) .

R2's  service  plan  agreement  dated  January  20,
2026,  indicated  R2  received  services  to include
grooming,  dressing,  bathing,  toileting,  bed
transfers,  safety  checks,  escorts,  behavior
interventions  and  medication  administration.  R2's
service  plan  agreement  did not  include  twice  daily
blood  pressure  checks.

R2's  progress  notes  dated  December  23,  2025,
indicated  R2  was  sent  to the  emergency  room
due  to low blood  pressure,  slurred  speech  and
complaints  of dizziness.  R2  was  admitted  to the
hospital.

R2's  hospital  discharge  summary  dated
December  29,  2025,  indicated  R2  was
hospitalized  December  23,  2025,  through
December  29,  2025,  for fluctuating  blood
pressure.

R2's  record  contained  a  Level  of Care
Assessment  dated  December  29,  2025,  but  not
completed  until January  13,  2026,  however  this
was  not  a  comprehensive  nurse  assessment,
rather,  it determines  the  level  of care  R2
received.
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R2's  record  lacked  a  change  of condition
assessment  upon  his  return  to the  licensee.

01620

On  February  11, 2026,  at  11:03  a. m. , clinical
nurse  supervisor  (CNS) -B reviewed  R2' s  record
and  stated  R2's  record  did not  include  a
comprehensive  change  in condition  assessment
for R2  when  he  returned  from the  hospital.
CNS- B stated  the  level  of care  assessment  is not
a  comprehensive  nurse  assessment.

CHANGE  IN CONDITION-WOUND  CARE

R1
R1 was  admitted  on  March  21,  2023,  with
diagnoses  that  included  diabetes.

R1's  service  plan  agreement  dated  September
12,  2025,  indicated  that  R1  received  services  to
include  dressing,  grooming,  bathing,  toileting,
compression  stockings,  vital sign  monitoring,
blood  glucose  checks,  and  medication
administration.

R1's  progress  notes  included  the  following:
-December  10,  2025,  indicated  the  following:
"Two open  areas  noticed  on  resident' s  buttocks,
both  left and  right.  Has  skin  peels,  dry and  hurts
so  bad  during  peri  care.  Measures  3 by 1
centimeter  (cm)  on  left and  1 by 1 cm  on  right.
Current  caloseptine  PRN  (as  needed)  order  is still
in place.  Request  [provider  name]  to have
caloseptine  scheduled  or give  another  treatment" .
-December  23,  2025,  indicated  the  licensee
obtained  an  order  for skilled  nursing  to evaluate
and  treat  for wound  care.
-December  30,  2025,  indicated  R1  had  initial visit
from a  Home  Care  Agency  to initiate  wound  care
to R1' s  buttocks.
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R1's  Uniform Nursing  Assessment  dated
December  15,  2025,  (signed  and  completed  by
the  nurse  on  December  23,  2025)  did not  indicate
R1 had  any  wounds.  Further,  under  the  section
"Outside  Provider:  Home  Health  and  Hospice" ,
Does  the  resident  receive  care  from an  outside
Agency?  A. N/A; no  outside  agencies

01620

R1's  record  lacked  a  change  of condition
assessment  when  R1  developed  wounds  on  her
buttocks.

R3  was  admitted  on  January  27,  2023,  with
diagnoses  that  included  diabetes.

R3's  service  plan  agreement  dated  April 15,  2025,
indicated  R3  received  services  to include  bathing,
dressing,  grooming,  toileting,  transfers,  escorts,
safety  checks,  blood  glucose  checks,  and
medication  administration.

R3's  progress  notes  included  the  following:
-August  9, 2025,  indicated  the  following:
"received  call from facility staff  reporting  resident
has  a  blister  on  his  right shin,  states  lower  leg  is
edematous  and  resident  reports  increasing  pain,
unable  to move  right leg,  and  feels  his  toes  are
numb" . R3  was  sent  to the  emergency  room  to be
evaluated.
-August  9, 2025,  at  12:18  p.m. , indicated
"Received  call from facility staff  reporting  resident
returned.  After visit summary  left for facility
nursing  to address  August  11, 2025;  no  new
medication  orders.  Educated  staff  to leave  gauze
in place  and  reinforce  outside  with rolled  gauze
and  tape  provided  by ER.  Educated  to update  on
call with any  changes  or concerns" .
-August  13,  2025,  indicated  the  licensee  obtained
an  order  for skilled  nursing  to evaluate  and  treat
for weeping  blister  to right shin.
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-August  13,  2025,  indicated  R3  had  initial visit
from Home  Care  Agency  to initiate  wound  care  to
R3's  right shin.

01620

R3's  record  lacked  a  change  of condition
assessment  when  R3  went  to the  emergency
room  and  returned  with wound  care  for his  right
shin.

On  February  11, 2026,  at  10:21  a. m. , CNS- B
reviewed  R1' s  record  and  stated  it did not  include
a  comprehensive  change  in condition
assessment  for R1  when  she  developed  wounds
on  her  buttocks.  CNS- B reviewed  R3' s  record
and  stated  it did not  include  a  comprehensive
change  in condition  assessment  for R3  when  he
went  to the  ER  and  returned  with wound  care  for
his  right shin.  CNS- B stated  she  did not  consider
wounds  to be  a  change  in condition,  which  is why
an  assessment  was  not  completed  for R1  and
R3.

The  licensee' s  Change  in Condition  and
Emergency  Response  policy dated  January  2,
2026,  indicated  nurses  must  promptly  assess  the
individual  to determine  the  severity  of the  change
in condition  or emergency.  A registered  nurse  will
oversee  the  assessment,  service  plan  revisions,
and  clinical decisions  related  to any  significant
change  in condition.

FALLS
R2 was  admitted  on  October  7,  2025,  with
diagnoses  that  included  orthostatic  hypotension
(rapid  drop  in blood  pressure  occurring  upon
standing  up  from a  sitting  or lying position) .

R2's  service  plan  agreement  dated  January  20,
2026,  indicated  R2  received  services  to include
grooming,  dressing,  bathing,  toileting,  bed
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transfers,  safety  checks,  escorts,  behavior
interventions  and  medication  administration.  R2's
service  plan  agreement  did not  include  twice  daily
blood  pressure  checks.

01620

On  February  10,  2026,  at  9:08  a. m. , the  surveyor
observed  unlicensed  personnel  (ULP)-E
administer  medications  to R2.  ULP-E stated  R2
did not  understand  how to push  his  pendant  for
assistance  unless  you verbally  explained  how to
do  it. ULP-E stated  the  staff  kept  R2' s  door  shut
when  he  was  in his  room  to prevent  him from
getting  overly  stimulated  by other  residents,  staff
and  visitors  walking  around  outside  of his  room.

R2's  fall reports  and  record  review  indicated  the
following falls and  findings:

-Resident  incident  report  dated  October  29,  2025,
indicated  R2  had  an  unwitnessed  fall and  was
found  crawling  on  the  floor and  complained  of
dizziness.

-Resident  contributing  factors:  impaired
mental  status,  impaired  safety  judgement,
confusion- dementia- memory  loss,  history  of
dizziness.

-Resident  follow up  and  prevention:  Fall
Reduction  Interventions  Implemented:  Assess  for
anxiety/ behaviors,  Medication  Review,  Pain
assessed,  positioning- resident  mobility patterns
reviewed.

-Resident  incident  report  dated  November  14,
2025,  indicated  R2  had  an  unwitnessed  fall in his
bedroom.

-Resident  contributing  factors:  Attempting  to
ambulate  to: walk around  his  room,  Gait/balance
disorder,  impaired  mental  status,  impaired  safety
judgment,  transferring  from/to bed/ chair/ toilet,
agitation,  confusion- dementia- memory  loss.
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-Resident  follow up  and  prevention:  clutter
removed,  educated  resident  to push  the  call
button  before  ambulating,  keep  resident
apartment  door  open.

01620

-Resident  incident  report  dated  November  17,
2025,  indicated  R2  had  an  unwitnessed  fall in his
room.

-Resident  contributing  factors:  attempting  to
ambulate  to walk around  his  room,  gait/balance
disorder,  impaired  mental  status,  impaired  safety
judgment,  agitation,  change  in condition.

-Resident  follow up  and  prevention:
communication  to staff  to keep  apartment  door
open,  reeducation  to resident  on  safe  transfers
and  educate  resident  to push  button  for help.

-Resident  incident  report  dated  November  18,
2025,  indicated  R2  had  an  unwitnessed  fall in his
bedroom.

-Resident  contributing  factors:  attempting  to
ambulate  to walking  around  his  room,
gait/balance  disorder,  impaired  mental  status,
impaired  safety  judgement,  transferring  from/to
bed/ chair/ toilet

-Resident  follow up  and  prevention:  orthostatic
blood  pressure,  pain  assessed,  therapy  referral

-Resident  incident  report  dated  November  28,
2025,  indicated  R2  had  a  witnessed  fall in the
doorway  of a  resident  room.  R2  complained  of
dizziness  at  the  time  of the  fall.

-Resident  contributing  factors:  impaired
mental  status,  confusion- dementia- memory  loss

-Resident  follow up  and  prevention:
redirection,  walker,  wheelchair  within reach.

-Resident  incident  report  dated  December  20,
2025,  indicated  R2  had  an  unwitnessed  fall in his
bedroom.
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-Resident  contributing  factors:  attempting  to
ambulate  to independently  walk around  own
apartment  without  using  his  wheelchair,
gait/balance  disorder,  history  of weakness,
unsteady  gait,  impaired  mental  status,  impaired
safety  judgement.

-Resident  follow up  and  prevention:  clutter
removed,  furniture  rearranged,  walker,  wheel
chair  within reach.

01620

-Resident  incident  report  dated  December  20,
2025,  indicated  R2  had  an  unwitnessed  fall in the
hallway

-Resident  contributing  factors:  attempting  to
ambulate  to independently  walk without  using  his
wheelchair,  fall history,  gait/balance  disorder,
history  of weakness,  unsteady  gait,  impaired
mental  status,  resident  did not  use  pendent  to call
for help,  resistive  to care.

-Resident  follow up  and  prevention:  clutter
removed,  walker,  wheel  chair  within reach

-Resident  incident  report  dated  January  4,  2026,
indicated  R2  had  a  witnessed  fall while walking  in
his  room.

-Resident  contributing  factors:  change  in
functional  status,  history  of weakness,  unsteady
gait,  impaired  mental  status,  impaired  safety
judgement.

-Resident  follow up  and  prevention:  walker,
wheel  chair  within reach,  articles  of need  within
easy  reach.

-Fall incident  report  dated  January  11, 2026,
indicated  R2  had  an  unwitnessed  fall in the  living
room.

-Resident  contributing  factors:  agitation,
confusion- dementia- memory  loss,  history  of
dizziness,  medications,  recent  hospitalization

-Resident  follow up  and  prevention:  Fall  risk
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assessment  completed

01620

The  licensee' s  RN failed  to identify root  cause
analysis  of R2' s  falls and  implement  interventions
to minimize  future  falls.

On  February  11, 2026,  at  10:26  a. m. , CNS- B
stated  after  each  fall, the  nurse  would  assess  the
resident  and  implement  interventions  to prevent
future  falls.  However,  CNS- B stated  R2' s  record
lacked  documentation  of specific  root  cause
analysis,  and  the  specific  interventions
implemented  after  each  fall to prevent  future  falls.

The  licensee' s  Falls  and  Fall Prevention  policy
dated  January  15,  2026,  indicated  individualized
fall prevention  interventions  shall  be  documented
in the  resident' s  care  or service  plan  and  aligned
with assessed  risk,  resident  preferences,  and
clinical judgement.

No further  information  was  provided.

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

01640  144G. 70  Subd.  4 (a-e)  Service  plan,
SS= D implementation  and  revisions  to

01640

(a)  No later  than  14  calendar  days  after  the  date
that  services  are  first provided,  an  assisted  living
facility shall  finalize a  current  written  service  plan.
(b) The  service  plan  and  any  revisions  must
include  a  signature  or other  authentication  by the
facility and  by the  resident  documenting
agreement  on  the  services  to be  provided.  The
service  plan  must  be  revised,  if needed,  based  on
resident  reassessment  under  subdivision  2.  The
facility must  provide  information  to the  resident
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about  changes  to the  facility's  fee  for services
and  how to contact  the  Office  of Ombudsman  for
Long-Term Care  and  the  Office  of Ombudsman
for Mental  Health  and  Developmental  Disabilities.
(c) The  facility must  implement  and  provide  all
services  required  by the  current  service  plan.
(d) The  service  plan  and  the  revised  service  plan
must  be  entered  into the  resident  record,
including  notice  of a  change  in a  resident' s  fees
when  applicable.
(e)  Staff  providing  services  must  be  informed  of
the  current  written  service  plan.

01640

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  a  written
service  plan  was  revised  to reflect  the  current
services  provided  for two of four residents  (R2
and  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,  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:

R2
R2 was  admitted  on  October  7,  2025,  with
diagnoses  that  included  orthostatic  hypotension
(rapid  drop  in blood  pressure  occurring  upon
standing  up  from a  sitting  or lying position) .

R2's  service  plan  agreement  dated  January  20,
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2026,  indicated  R2  received  services  to include
grooming,  dressing,  bathing,  toileting,  bed
transfers,  safety  checks,  escorts,  behavior
interventions  and  medication  administration.

01640

R2's  signed  prescriber  orders  dated  January  26,
2026,  included  the  following order:
-clonidine  0.1 milligram (mg) ; one- half tablet  BID
(twice  a  day)  as  needed  (PRN)  for SBP  (systolic
blood  pressure)  greater  than  190
-midodrine  10  mg;  one- half tablet  BID PRN  for
SBP  less  than  90,  okay  to change  to scheduled
dosing  if patient  needing  regularly
-BP (blood  pressure)  checks  BID and  when
symptomatic  light headiness  while rising.

R2's  medication  administration  record  (MAR)
dated  February  2026,  included  the  following:
-blood  pressure  checks;  Check  BP daily and
when  symptomatic  light-headedness  while sitting.

R2' s  service  plan  agreement  did not  include  twice
daily blood  pressure  checks.

R4
R4 was  admitted  on  February  3,  2026,  with
diagnoses  that  included  multiple  sclerosis
(autoimmune  disease  of the  central  nervous
system  (brain,  spinal  cord  and  optic  nerves) .

R4's  service  plan  agreement  dated  February  2,
2026,  indicated  R4  received  services  to include
grooming,  dressing,  bathing,  toileting,
repositioning,  bed  transfers,  escorts,  tray  deliver,
nutritional  supplement,  CPAP  (continuous  positive
airway  pressure  (machine  that  uses  mild air
pressure  to keep  breathing  airways  open  while
you sleep) , blood  glucose  checks  and  medication
administration.
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R4's  signed  prescriber  orders  dated  February  3,
2026,  included  the  following order:
-hydralazine  25  mg;  give  one  tablet  by mouth
three  times  a  day  for hypertension.  Check  blood
pressure  with administration,  do  not  give  if SBP
greater  than  110

01640

R4's  MAR dated  February  2026,  included  the
following:
-hydralazine  25  mg;  take  one  tablet  by mouth
three  times  a  day  for hypertension.  DO NOT
GIVE IF SBP  <110

R4' s  service  plan  agreement  did not  include  three
times  a  day  blood  pressure  checks.

On  February  11, 2026,  at  10:32  a. m. , clinical
nurse  supervisor  (CNS) -B reviewed  R2 and  R4's
service  plan  agreements  and  stated  they  did not
include  blood  pressure  checks.

The  licensee' s  Care  and  Service  Plans  policy
dated  January  2, 2026,  indicated  each  resident
shall  have  an  individualized  care  or service  plan
based  on  comprehensive  and  ongoing
assessment,  resident  preferences  goals,  and
identified  risks.  Care  and  service  plans  direct  the
delivery  of care,  support  resident  rights  and
informed  choice,  and  are  reviewed  and  updated
as  the  resident' s  condition  or needs  change.

No further  information  was  provided.

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

01750  144G. 71  Subd.  7 Delegation  of medication
SS= D administration

01750
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When  administration  of medications  is delegated
to unlicensed  personnel,  the  assisted  living facility
must  ensure  that  the  registered  nurse  has:
(1) instructed  the  unlicensed  personnel  in the
proper  methods  to administer  the  medications,
and  the  unlicensed  personnel  has  demonstrated
the  ability to competently  follow the  procedures;
(2) specified,  in writing, specific  instructions  for
each  resident  and  documented  those  instructions
in the  resident' s  records;  and
(3) communicated  with the  unlicensed  personnel
about  the  individual  needs  of the  resident.

01750

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  one  of three
unlicensed  personnel  (ULP-G) completed  insulin
administration  via a  prefilled  insulin  pen  according
to manufacturer  instructions  observed  during
insulin  administration.

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:

R3 was  admitted  on  January  27,  2023,  with
diagnoses  that  included  diabetes.

R3's  service  plan  agreement  dated  April 15,  2025,
indicated  R3  received  services  to include
medication  administration.
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R3's  medication  administration  record  (MAR)
dated  February  2026,  included  the  following
insulin  order:
-Lantus  insulin  100  units/ milliliter (ml); Inject  23
units  subcutaneously  in the  morning

On  February  10,  2026,  at  8:18  a. m. , the  surveyor
observed  ULP-G prepare  R3' s  Lantus  insulin.
ULP-G removed  the  the  cap  to the  pen  and
attached  a  new  needle  to the  port.  ULP-G did not
cleanse  the  end  of the  port  with an  alcohol  prep
pad  prior to attaching  the  needle.  ULP-G primed
and  wasted  two units  of insulin  and  then  dialed
the  prescribed  23  units.  ULP-G then  cleansed
R3's  abdomen  with an  alcohol  prep  pad,  injected
the  insulin.

On  February  11, 2026,  at  10:21  a. m. , clinical
nurse  supervisor  (CNS) -B stated  the  expectation
with insulin  pen  administration  would  be  to
cleanse  the  port  of the  insulin  pen  prior to
securing  the  needle.

The  Lantus  SoloStar  pen  manufacturer' s
instructions  dated  2022,  indicated:
Step  2: Wipe  the  pen  tip (rubber  seal)  with an
alcohol  swab.  Remove  the  protective  seal  from
the  new  needle,  line the  needle  up  straight  with
the  pen,  and  screw  the  needle  on.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

01880  144G. 71  Subd.  19  Storage  of medications
SS= F

An assisted  living facility must  store  all
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prescription  medications  in securely  locked  and
substantially  constructed  compartments
according  to the  manufacturer' s  directions  and
permit  only authorized  personnel  to have  access.

01880

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  medications
were  secure  and  permitted  access  to only
authorized  personnel.

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

The  findings  include:

On  February  10,  2026,  at  7:55  a. m. , the  surveyor
observed  unlicensed  personnel  (ULP)-G remove
R6's  medications  from the  medication  cart,  to
prepare  for administration.  While  ULP-G
prepared  R6' s  medications,  a  resident  called  out
for assistance  and  ULP-G placed  R6' s  medication
cards  on  top  of the  medication  cart,  locked  the
medication  cart  and  went  to assist  the  resident.
ULP-G left R6' s  medication  cards  on  the  top  of
the  medication  cart,  unsecured  and  accessible  to
others  for approximately  five minutes.

On  February  11, 2026,  at  10:43  a. m. , clinical
nurse  supervisor  (CNS) -B stated  ULP-G should
have  placed  R6' s  medication  cards  back  into the
medication  cart  to secure  them  prior to going  and

Minnesota  Department  of Health
STATE FORM 6899 KNUZ11 If continuation  sheet  26  of 37



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  03/03/ 2026
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

28949 B. WING _____________________________ 02/11/2026

NAME OF  PROVIDER  OR  SUPPLIER

WALKER METHODIST  WESTWOOD  II

STREET  ADDRESS,  CITY, STATE, ZIP CODE

61  THOMPSON  AVENUE WEST
WEST  SAINT PAUL, MN 55118

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF  DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED  BY FULL

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01880  Continued  From  page  26

helping  another  resident.

01880

The  licensee' s  Medication  Storage  and  Labeling
policy dated  November  1, 2025,  indicated  all
medications  and  biologicals  are  properly  stored
and  labeled  in compliance  with federal,  state,  and
facility standards,  to safeguard  residents  from
errors,  contamination,  diversion,  and  to support
safe  administration  practices.

No further  information  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

01890  144G. 71  Subd.  20  Prescription  drugs
SS= D

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

01890

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  insulin  pens
had  a  pharmacy  label  for one  of two residents
(R1) .

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
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a  limited number  of staff  are  involved,  or the
situation  has  occurred  only occasionally) .

01890

The  findings  include:

R1 was  admitted  on  March  21,  2023,  with
diagnoses  that  included  diabetes.

R1's  service  plan  agreement  dated  September
19,  2025,  indicated  R1  received  services  to
include  medication  administration.

R1's  medication  administration  record  (MAR)
dated  February  2026,  included  the  following
order:
-Humalog  Kwikpen  100  units/ milliliter (ml); Inject
4 units  subcutaneously  three  times  daily with
meals.  Hold for blood  sugar  less  than  115

On  February  9,  2026,  at  11:30  a. m. , the  surveyor
observed  unlicensed  personnel  (ULP)-C remove
a  plastic  bag  with one  Humalog  insulin  pen  in it
from the  top  drawer  of the  medication  cart.  The
plastic  bag  had  "Humalog  Kwikpen" written  on  it.
The  insulin  pen  did not  have  a  pharmacy  label  on
it or any  identifying information  indicating  it was
R1's  insulin  pen.  ULP-C used  the  Humalog  pen  to
administer  4 units  to R1.  The  surveyor  inquired
how ULP-C knew  it was  R1' s  insulin  pen.  ULP-C
stated  the  insulin  was  stored  in R1's  assigned
compartment  in the  top  drawer  of the  medication
cart.  ULP-C was  unsure  why the  insulin  bag  and
pen  did not  have  any  identifying information  for
R1.

On  February  11, 2026,  at  11:18  a. m. , clinical
nurse  supervisor  (CNS) -B stated  the  pharmacy
label  had  fallen  off of R1' s  pen.  CNS- B stated  the
licensee  had  been  having  trouble  with pharmacy
labels  falling off of the  insulin  pens  and  didn' t
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want  the  staff  to reapply  a  pharmacy  label.
Regional  Director  of Operations  (RDOO) -J  stated
the  going  forward  the  licensee  would  secure  the
pharmacy  label  on  the  insulin  pen  prior to being
used  with packing  tape  to ensure  the  label  stayed
intact.

01890

The  licensee' s  Medication  Storage  and  Labeling
policy dated  November  1, 2025,  indicated  all
medications  and  biologicals  must  be  labeled  in
accordance  with federal  and  state  regulations  and
accepted  pharmaceutical  principles.  Label
requirements  include:
-resident' s  name
-prescribing  provider' s  name
medication  name  (generic  and/ or brand)
-strength,  dose,  quantity
-prescription  number  (if applicable)
-date  dispensed
-administration  instructions  and  precautions  (e. g. ,
shake  well, take  with food,  do  not  crush)
-expiration  date
-route  of administration

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

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

01940

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
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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.

01940

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 two of four
residents  (R2  and  R4)  with treatments.

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

01940

The  findings  include:

R2
R2 was  admitted  on  October  7,  2025,  with
diagnoses  that  included  orthostatic  hypotension
(rapid  drop  in blood  pressure  occurring  upon
standing  up  from a  sitting  or lying position) .

On  February  10,  2026,  at  9:08  a. m. , the  surveyor
observed  unlicensed  personnel  (ULP)-E
administer  medications  to R2.

R2's  service  plan  agreement  dated  January  20,
2026,  indicated  R2  received  services  to include
grooming,  dressing,  bathing,  toileting,  bed
transfers,  safety  checks,  escorts,  behavior
interventions  and  medication  administration.  R2's
service  plan  agreement  did not  include  twice  daily
blood  pressure  checks.

R2's  signed  prescriber  orders  dated  January  26,
2026,  included  the  following order:
-clonidine  0.1 milligram (mg) ; one- half tablet  BID
(twice  a  day)  as  needed  (PRN)  for SBP  greater
than  190
-midodrine  10  mg;  one- half tablet  BID PRN  for
SBP  less  than  90,  okay  to change  to scheduled
dosing  if patient  needing  regularly
-BP (blood  pressure)  checks  BID and  when
symptomatic  light headiness  while rising.

R2's  medication  administration  record  (MAR)
dated  February  2026,  included  the  following:
-blood  pressure  checks;  Check  BP daily and
when  symptomatic  light-headedness  while sitting.

R2' s  record  lacked  a  treatment  management  plan
to include  the  following required  content:
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- statement  of the  type  of service  that  will be
provided  (twice  daily blood  pressure  checks)

01940

R4
R4 was  admitted  on  February  3,  2026,  with
diagnoses  that  included  multiple  sclerosis
(autoimmune  disease  of the  central  nervous
system  (brain,  spinal  cord  and  optic  nerves) .

On  February  10,  2026,  at  8:41  a. m. , the  surveyor
observed  ULP-F administer  medications  to R4.
ULP-F stated  she  checked  R4' s  blood  pressure
earlier  in the  morning  when  she  assisted  him with
morning  cares.  ULP-F stated  R4' s  blood  pressure
was  134/ 73.

R4's  service  plan  agreement  dated  February  2,
2026,  indicated  R4  received  services  to include
grooming,  dressing,  bathing,  toileting,
repositioning,  bed  transfers,  escorts,  tray  delivery,
nutritional  supplement,  CPAP  (continuous  positive
airway  pressure  (machine  that  uses  mild air
pressure  to keep  breathing  airways  open  while
you sleep) , blood  glucose  checks  and  medication
administration.  R4' s  service  plan  agreement  did
not  include  three  times  a  day  blood  pressure
checks.

R4's  signed  prescriber  orders  dated  February  3,
2026,  included  the  following orders:
-Dysphagia  6- soft  and  bite  sized  texture,  0-Thin
consistency
-hydralazine  25  mg;  give  one  tablet  by mouth
three  times  a  day  for hypertension.  Check  blood
pressure  with administration,  do  not  give  if SBP
greater  than  110

R4's  MAR dated  February  2026,  included  the
following:
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-hydralazine  25  mg;  take  one  tablet  by mouth
three  times  a  day  for hypertension.  DO NOT
GIVE IF SBP  <110

01940

R4' s  record  lacked  a  treatment  management  plan
to include  the  following required  content:
- statement  of the  type  of service  that  will be
provided  (three  times  a  day  blood  pressure
checks  and  specialized  diet)
- documentation  of specific  resident  instructions
relating  to the  treatments  or therapy
administration;  (specialized  diet)
- 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. (specialized
diet)

On  February  11, 2026,  at  10:34  a. m. , clinical
nurse  supervisor  (CNS) -B reviewed  R2 and  R4's
treatment  plans  and  stated  they  did not  include
the  required  content  as  listed  above.

The  licensee' s  Documentation  Standards  policy
dated  January  2026,  indicated  medication  and
treatment  documentation  reflects  administration,
monitoring,  resident  response,  refusals,  and
follow-up  in accordance  with provider  orders  and
applicable  policies.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

01960  144G. 72  Subd.  5 Documentation  of
SS= D administration  of treatments
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Each  treatment  or therapy  administered  by an
assisted  living facility must  be  in the  resident
record.  The  documentation  must  include  the
signature  and  title of the  person  who
administered  the  treatment  or therapy  and  must
include  the  date  and  time  of administration.  When
treatment  or therapies  are  not  administered  as
ordered  or prescribed,  the  provider  must
document  the  reason  why it was  not  administered
and  any  follow-up  procedures  that  were  provided
to meet  the  resident' s  needs.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  treatment  or
therapies  were  administered  as  prescribed,  or to
document  the  reason  they  were  not  provided,  for
two of four residents  (R2  and  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,  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:

R2
R2 was  admitted  on  October  7,  2025,  with
diagnoses  that  included  orthostatic  hypotension
(rapid  drop  in blood  pressure  occurring  upon
standing  up  from a  sitting  or lying position) .

On  February  10,  2026,  at  9:08  a. m. , the  surveyor
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observed  unlicensed  personnel  (ULP)-E
administer  medications  to R2.

01960

R2's  service  plan  agreement  dated  January  20,
2026,  indicated  R2  received  services  to include
grooming,  dressing,  bathing,  toileting,  bed
transfers,  safety  checks,  escorts,  behavior
interventions  and  medication  administration.  R2's
service  plan  agreement  did not  include  twice  daily
blood  pressure  checks.

R2's  signed  prescriber  orders  dated  January  26,
2026,  included  the  following order:
-clonidine  0.1 milligram (mg) ; one- half tablet  BID
(twice  a  day)  as  needed  (PRN)  for SBP  greater
than  190
-midodrine  10  mg;  one- half tablet  BID PRN  for
SBP  less  than  90,  okay  to change  to scheduled
dosing  if patient  needing  regularly
-BP (blood  pressure)  checks  BID and  when
symptomatic  light headiness  while rising.

R2's  medication  administration  record  (MAR)
dated  February  2026,  included  the  following:
-blood  pressure  checks;  Check  BP daily and
when  symptomatic  light-headedness  while sitting.

R2's  record  lacked  documentation  of R2' s  blood
pressure  being  checked  on  February  1,  2, and  3,
2026,  at  8:00  p.m. ,

R4
R4 was  admitted  on  February  3,  2026,  with
diagnoses  that  included  multiple  sclerosis
(autoimmune  disease  of the  central  nervous
system  (brain,  spinal  cord  and  optic  nerves) .

On  February  10,  2026,  at  8:41  a. m. , the  surveyor
observed  ULP-F administer  medications  to R4.
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ULP-F stated  she  checked  R4' s  blood  pressure
earlier  in the  morning  when  she  assisted  him with
morning  cares.  ULP-F stated  R4' s  blood  pressure
was  134/ 73.

01960

R4's  service  plan  agreement  dated  February  2,
2026,  indicated  R4  received  services  to include
grooming,  dressing,  bathing,  toileting,
repositioning,  bed  transfers  escorts,  tray  deliver,
nutritional  supplement,  CPAP  (continuous  positive
airway  pressure  (machine  that  uses  mild air
pressure  to keep  breathing  airways  open  while
you sleep) , blood  glucose  checks  and  medication
administration.  R4' s  service  plan  agreement  did
not  include  three  times  a  day  blood  pressure
checks.

R4's  signed  prescriber  orders  dated  February  3,
2026,  included  the  following orders:
-hydralazine  25  mg;  give  one  tablet  by mouth
three  times  a  day  for hypertension.  Check  blood
pressure  with administration,  do  not  give  if SBP
greater  than  110

R4's  record  lacked  documentation  of R4' s  blood
pressure  being  checked  on  the  following dates
and  times:
-February  3, 2026,  at  8:00  p.m.
-February  4, 2026,  at  8:00  a. m. , 12:00  p.m., and
8:00  p.m.
-February  5, 2026,  at  8:00  a. m. , 12:00  p.m., and
8:00  p.m.
-February  6, 2026,  at  8:00  a. m.

On  February  11, 2026,  at  10:33  a. m. , clinical
nurse  supervisor  (CNS) -B reviewed  R2 and  R4's
MAR's  and  stated  blood  pressure  results  were
not  documented.  CNS- B stated  R2  and  R4' s
MAR did not  indicate  if their  blood  pressure
wasn' t taken  or if the  resident  refused  the  service.
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CNS- B stated  she  expected  staff  to document  if a
treatment  was  not  completed  and  the  reason  why
and  notify the  nurse.

01960

The  licensee' s  Documentation  Standards  policy
dated  January  2026,  indicated  medication  and
treatment  documentation  reflects  administration,
monitoring,  resident  response,  refusals,  and
follow-up  in accordance  with provider  orders  and
applicable  policies.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days
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Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL28949016-0 Date: February 10, 2026

Facility Name: WALKER METHODIST WESTWOOD II

Facility Address: 61 THOMPSON AVE W, WEST ST. PAUL, MN 55118

�  TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

1. Each assisted living facility must comply with the provisions of the Minnesota State Fire Code (MSFC) in
Minnesota Rules chapter 7511. [Minn. Stat. 144G.45 subd. 2]

2. In buildings that contain a fuel-burning appliance or fireplace, or attached private garage, carbon
monoxide detection shall be installed in dwelling units within ten feet of bedrooms. Where a fuel
burning appliance is located in a bedroom or its attached bathroom, carbon monoxide detection shall
be installed within the bedroom. Carbon monoxide detection can be provided by carbon monoxide
alarms installed in dwelling or sleeping units or a carbon monoxide detection system installed in the
room or space that contains the fuel-burning appliance. [Minn. Stat. 144G.45 subd. 2; MSFC 915]

Comments: Facility didn’t have carbon monoxide alarms in the resident rooms or alarms connected to
the fire alarm panel at the source of fuel fire appliances.

Project Number: SL28949016-0
Facility Name: WALKER METHODIST WESTWOOD II Date: February 10, 2026
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