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January 27, 2022

Administrator
Garden Terrace Assisted Living
426 Mason Drive
Wrenshall, MN  55797

RE:  Project Number(s) SL30521015

Dear Administrator:

The Minnesota Department of Health completed an evaluation on December 22, 2021, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
evaluation, the Minnesota Department of Health 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.

The enclosed State Form documents the state licensing orders. The Department of Health 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 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 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.20, Subd. 4 (a)(5), the Department of Health imposes fine
amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation
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that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,
9, 17. The Department of Health 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 (a)(5)(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, no immediate fines are
assessed.

DOCUMENTATION OF ACTION TO COMPLY
Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document any action taken to comply with
the correction order by the correction order date. A copy of the provider’s records documenting
those actions may be requested for follow-up surveys. The licensee is not required to submit a plan
of correction 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 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 Department of
Health within 15 calendar days of the correction order receipt date.

A state licensing 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 general reconsideration requests to:   Health.HRD.Appeals@state.mn.us.

Please address your cover letter for general
reconsideration requests to:

Free from Maltreatment reconsideration
requests should addressed to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
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St. Paul, MN 55164-0970 St. Paul, MN 55164-0970

You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in this letter and the results of this visit with the President of your
organization’s Governing Body. If you have any questions, please contact me.

Sincerely,

   
Jodi Johnson, Supervisor
Health Regulation Division
State Evaluation Team
85 East Seventh Place, Suite 220
P.O. Box 3879
St. Paul, MN  55101-3879
Telephone: 507-344-2730 Fax: 651-215-9697

pmb
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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:
SL30521015

On December 21, 2021 through December 22, 
2021, the Minnesota Department of Health 
conducted a survey at the above provider, and 
the following correction orders are issued.  At the 
time of the survey, there were 10 residents 
receiving services under the provider's Assisted 
Living license.

Minnesota Department of Health is 
documenting the State Licensing 
Correction Orders using federal software. 
Tag numbers have been assigned to 
Minnesota State Statutes for Assisted 
Living License Providers.  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 surveyors' 
findings is the Time Period for Correction. 

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 colunn is used for 
tracking purposes and reflects the scope 
and level issued pursuant to 144G.31 
subd. 1, 2, and 3. 

 0 480
SS=F

144G.41 Subd 1 (13) (i) (B) Minimum 
requirements

 0 480

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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(13) offer to provide or make available at least the 
following services to residents:

(i) at least three nutritious meals daily with snacks 
available seven days per week, according to the 
recommended dietary allowances in the United 
States Department of Agriculture (USDA) 
guidelines, including seasonal fresh fruit and 
fresh vegetables. The following apply:

(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 had the potential to affect all 10 
residents.

This practice resulted in a level two violation (a 
violation that did not harm a client's health or 
safety but had the potential to have harmed a 
client'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 clients).  
The findings include: 

Please refer to the additional documentation 
included in the Food and Beverage Establishment 
Inspection Reports, dated December 22, 2021.
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TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days

 0 660
SS=D

144G.42 Subd. 9 Tuberculosis prevention and 
control

(a) The facility must establish and maintain a 
comprehensive tuberculosis infection control 
program according to the most current 
tuberculosis infection control guidelines issued by 
the United States Centers for Disease Control 
and Prevention (CDC), Division of Tuberculosis 
Elimination, as published in the CDC's Morbidity 
and Mortality Weekly Report. The program must 
include a tuberculosis infection control plan that 
covers all paid and unpaid employees, 
contractors, students, and regularly scheduled 
volunteers. The commissioner shall provide 
technical assistance regarding implementation of 
the guidelines.
(b) The facility must maintain written evidence of 
compliance with this subdivision.

This MN Requirement  is not met as evidenced 
by:

 0 660

Based on interview and record review, the 
licensee failed to establish and maintain a 
tuberculosis (TB) prevention program based on 
the most current guidelines issued by the Centers 
for Disease Control and Prevention (CDC), which 
includes completion of a two-step TST (tuberculin 
skin test) or other evidence of TB screening such 
as a blood test for one of three employees 
(unlicensed personnel (ULP)-E).

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
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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 facility TB risk assessment was completed 
October 29, 2021, and indicated the facility was at 
a low risk for TB transmission.

ULP-E was hired September 20, 2021, and 
provided direct care services to the residents 
residing in the facility.

ULP-E's record lacked evidence a two step TST 
or other TB screening was completed at the time 
of hire. 

On December 21, 2021, at 3:50 p.m. registered 
nurse (RN)-B confirmed a TST or other TB 
screening was not completed for ULP-E.

The licensee's Tuberculosis 
Screening/Prevention policy dated August 1, 
2021, indicated baseline testing would be 
completed upon hire for all direct care 
employees.

No further information was provided.

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

 0 800
SS=F

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

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

 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 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 
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 December 28, 2021, between 10:30 a.m. and 
11:00 a.m., survey staff toured the facility with the 
housing manager (HM)-A. During the facility tour, 
survey staff observed the following:

1. Chain locks were installed at the top of three 
exit doors. During the facility tour with HM-A, it 
was confirmed that these chain locks were 
installed and required removal. 
2. The reduced pressure zone valve in the 
mechanical room was not provided with an 
inspection tag. The RPZ valve was tagged with 
an installation date of 2006. During the facility 
tour with HM-A, they stated that they did not know 
if the RPZ valve had been inspected since 
installation. 
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3. An oxygen tank was stored in the chemical 
storage closet. During the facility tour with HM-A, 
they stated that the oxygen tank was empty and 
required removal. 
4. The mechanical room was used for the storage 
of supplies that blocked access to electrical 
panels. During the facility tour with HM-A, it was 
confirmed that the mechanical room was being 
used for storage and that electrical panels were 
obstructed. 

No further information was provided. 

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

 0 920
SS=C

144G.50 Subd. 2 Contract information

(c) The contract must include:
(1) a disclosure of the category of assisted living 
facility license held by the facility and, if the facility 
is not an assisted living facility with dementia 
care, a disclosure that it does not hold an 
assisted living facility with dementia care license;
(2) a description of all the terms and conditions of 
the contract, including a description of and any 
limitations to the housing or assisted living 
services to be provided for the contracted 
amount;
(3) a delineation of the cost and nature of any 
other services to be provided for an additional 
fee;
(4) a delineation and description of any additional 
fees the resident may be required to pay if the 
resident's condition changes during the term of 
the contract;
(5) a delineation of the grounds under which the 
resident may be discharged, evicted, or 
transferred or have services terminated;

 0 920
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(6) billing and payment procedures and 
requirements; and
(7) disclosure of the facility's ability to provide 
specialized diets.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and record 
review, the licensee failed to execute a written 
contract with the required content for two of two 
residents (R1 and R2) with records reviewed. 
This had the potential to affect all 10 residents. 

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 of 
the residents).  

The findings include:

R1's service plan dated October 14, 2021, 
indicated R1 received services which included 
medication administration, housekeeping, 
assistance with activities of daily living, safety 
checks, vital sign monitoring, and behavior 
management.

On December 22, 2021, at 8:05 a.m. R1 was 
observed to receive her morning medications 
from unlicensed personnel (ULP)-F.

R1's contract dated October 14, 2021, lacked the 
following required content:
-a disclosure of the category of assisted living 
facility license held by the facility, and if the facility 
is not an assisted living facility with dementia 
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care, a disclosure that it does not hold an 
assisted living facility with dementia care license;
-a description of all the terms and conditions of 
the contract, including a description of and any 
limitations to the housing or assisted living 
services to be provided for the contracted 
amount;
-a delineation of the cost and nature of any other 
services to be provided for an additional fee;
-a delineation and description of any additional 
fees the resident may be required to pay if the 
resident's condition changes during the term of 
the contract;
-a delineation of the grounds under which the 
resident may be discharged, evicted, or 
transferred or have services terminated;
-billing and payment procedures and 
requirements; and
-disclosure of the facility's ability to provide 
specialized diets.

R2's service plan dated July 20, 2017, indicated 
R2 received services which included medication 
administration, housekeeping, assistance with 
activities of daily living, safety checks, vital sign 
monitoring, and behavior management.

R2's contract dated August 1, 2021, lacked the 
following required content:
-a disclosure of the category of assisted living 
facility license held by the facility and, if the facility 
is not an assisted living facility with dementia 
care, a disclosure that it does not hold an 
assisted living facility with dementia care license;
-a description of all the terms and conditions of 
the contract, including a description of and any 
limitations to the housing or assisted living 
services to be provided for the contracted 
amount;
-a delineation of the cost and nature of any other 
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services to be provided for an additional fee;
-a delineation and description of any additional 
fees the resident may be required to pay if the 
resident's condition changes during the term of 
the contract;
-a delineation of the grounds under which the 
resident may be discharged, evicted, or 
transferred or have services terminated;
-billing and payment procedures and 
requirements; and
-disclosure of the facility's ability to provide 
specialized diets.

On December 22, 2021, at 2:50 p.m. executive 
director (ED)-C confirmed the licensee's contract 
was missing some of the required content, and 
the contract was the same for all residents.

The licensee's policy related to Assisted Living 
Contract contents was requested, but not 
provided.

No further information was provided.  

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

 0 930
SS=C

144G.50 Subd. 2 Contract information

(d) The contract must include a description of the 
facility's complaint resolution process available to 
residents, including the name and contact 
information of the person representing the facility 
who is designated to handle and resolve 
complaints.
(e) The contract must include a clear and 
conspicuous notice of:
(1) the right under section 144G.54 to appeal the 
termination of an assisted living contract;

 0 930
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(2) the facility's policy regarding transfer of 
residents within the facility, under what 
circumstances a transfer may occur, and the 
circumstances under which resident consent is 
required for a transfer;
(3) contact information for the Office of 
Ombudsman for Long-Term Care, the 
Ombudsman for Mental Health and 
Developmental Disabilities, and the Office of 
Health Facility Complaints;
(4) the resident's right to obtain services from an 
unaffiliated service provider;

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and record 
review, the licensee failed to execute a written 
contract with the required content for two of two 
residents (R1 and R2) with records reviewed.

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 of 
the residents).  

The findings include:

R1's service plan dated October 14, 2021, 
indicated R1 received services which included 
medication administration, housekeeping, 
assistance with activities of daily living, safety 
checks, vital sign monitoring, and behavior 
management.

On December 22, 2021, at 8:05 a.m. R1 was 
observed to receive her morning medications 
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from unlicensed personnel (ULP)-F.

R1's contract dated October 14, 2021, lacked the 
following required content:
- a description of the facility's complaint resolution 
process available to residents, including the 
name and contact information of the person 
representing the facility who is designated to 
handle and resolve complaints;
- a clear and conspicuous notice of the right 
under section 144G.54 to appeal the termination 
of an assisted living contract; and
- the facility's policy regarding transfer of 
residents within the facility, under what 
circumstances a transfer may occur, and the 
circumstances under which resident consent is 
required for a transfer.

R2's service plan dated July 20, 2017, indicated 
R2 received services which included medication 
administration, housekeeping, assistance with 
activities of daily living, safety checks, vital sign 
monitoring, and behavior management.

R2's contract dated August 1, 2021, lacked the 
following required content:
- a description of the facility's complaint resolution 
process available to residents, including the 
name and contact information of the person 
representing the facility who is designated to 
handle and resolve complaints;
- a clear and conspicuous notice of the right 
under section 144G.54 to appeal the termination 
of an assisted living contract; and
- the facility's policy regarding transfer of 
residents within the facility, under what 
circumstances a transfer may occur, and the 
circumstances under which resident consent is 
required for a transfer.
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On December 22, 2021, at 2:50 p.m. executive 
director (ED)-C confirmed the licensee's contract 
was missing some of the required content and 
the contract was the same for all residents.

The licensee's policy related to Assisted Living 
Contract contents was requested, but not 
provided.

No further information was provided.  

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

 0 940
SS=C

144G.50 Subd. 2 Contract information

(5) a description of the facility's policies related to 
medical assistance waivers under chapter 256S 
and section 256B.49 and the housing support 
program under chapter 256I, including:
(i) whether the facility is enrolled with the 
commissioner of human services to provide 
customized living services under medical 
assistance waivers;
(ii) whether the facility has an agreement to 
provide housing support under section 256I.04, 
subdivision 2, paragraph (b);
(iii) whether there is a limit on the number of 
people residing at the facility who can receive 
customized living services or participate in the 
housing support program at any point in time. If 
so, the limit must be provided;
(iv) whether the facility requires a resident to pay 
privately for a period of time prior to accepting 
payment under medical assistance waivers or the 
housing support program, and if so, the length of 
time that private payment is required;
(v) a statement that medical assistance waivers 
provide payment for services, but do not cover 

 0 940
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the cost of rent;
(vi) a statement that residents may be eligible for 
assistance with rent through the housing support 
program; and
(vii) a description of the rent requirements for 
people who are eligible for medical assistance 
waivers but who are not eligible for assistance 
through the housing support program;
(6) the contact information to obtain long-term 
care consulting services under section 
256B.0911; and
(7) the toll-free phone number for the Minnesota 
Adult Abuse Reporting Center.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and record 
review, the licensee failed to execute a written 
contract with the required content for two of two 
residents (R1 and R2) with records reviewed. 
This had the potential to affect all 10 residents. 

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 of 
the residents).  

The findings include:

R1's service plan dated October 14, 2021, 
indicated R1 received services which included 
medication administration, housekeeping, 
assistance with activities of daily living, safety 
checks, vital sign monitoring, and behavior 
management.
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On December 22, 2021 at 8:05 a.m., R1 was 
observed to receive her morning medications 
from unlicensed personnel (ULP)-F.

R1's contract dated October 14, 2021, lacked the 
following required content:
-a description of the facility's policies related to 
medical assistance waivers under chapter 256S 
and section 256B.49 and the housing support 
program under chapter 256I, including:
-whether the facility has an agreement to provide 
housing support under section 256I.04, 
subdivision 2, paragraph (b);
-whether there is a limit on the number of people 
residing at the facility who can receive 
customized living services or participate in the 
housing support program at any point in time. If 
so, the limit must be provided;
-whether the facility requires a resident to pay 
privately for a period of time prior to accepting 
payment under medical assistance waivers or the 
housing support program, and if so, the length of 
time that private payment is required;
-a statement that medical assistance waivers 
provide payment for services, but do not cover 
the cost of rent;
-a statement that residents may be eligible for 
assistance with rent through the housing support 
program; 
-a description of the rent requirements for people 
who are eligible for medical assistance waivers 
but who are not eligible for assistance through the 
housing support program;
-the contact information to obtain long-term care 
consulting services under section 256B.0911; and
-the toll-free phone number for the Minnesota 
Adult Abuse Reporting Center.

R2's service plan dated July 20, 2017, indicated 
R2 received services which included medication 
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administration, housekeeping, assistance with 
activities of daily living, safety checks, vital sign 
monitoring, and behavior management.

R2's contract dated August 1, 2021, lacked the 
following required content:
-a description of the facility's policies related to 
medical assistance waivers under chapter 256S 
and section 256B.49 and the housing support 
program under chapter 256I, including:
-whether the facility has an agreement to provide 
housing support under section 256I.04, 
subdivision 2, paragraph (b);
-whether there is a limit on the number of people 
residing at the facility who can receive 
customized living services or participate in the 
housing support program at any point in time. If 
so, the limit must be provided;
-whether the facility requires a resident to pay 
privately for a period of time prior to accepting 
payment under medical assistance waivers or the 
housing support program, and if so, the length of 
time that private payment is required;
-a statement that medical assistance waivers 
provide payment for services, but do not cover 
the cost of rent;
-a statement that residents may be eligible for 
assistance with rent through the housing support 
program; 
-a description of the rent requirements for people 
who are eligible for medical assistance waivers 
but who are not eligible for assistance through the 
housing support program;
-the contact information to obtain long-term care 
consulting services under section 256B.0911; and
-the toll-free phone number for the Minnesota 
Adult Abuse Reporting Center.

On December 22, 2021, at 2:50 p.m. executive 
director (ED)-C confirmed the licensee's contract 
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was missing some of the required content and 
the contract would be the same for all residents.

The licensee's policy related to Assisted Living 
Contract contents was requested, but not 
provided.

No further information was provided.  

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

 01440
SS=D

144G.62 Subd. 4 Supervision of staff providing 
delegated nurs

(a) Staff who perform delegated nursing or 
therapy tasks must be supervised by an 
appropriate licensed health professional or a 
registered nurse according to the assisted living 
facility's policy where the services are being 
provided to verify that the work is being 
performed competently and to identify problems 
and solutions related to the staff person's ability 
to perform the tasks. Supervision of staff 
performing medication or treatment 
administration shall be provided by a registered 
nurse or appropriate licensed health professional 
and must include observation of the staff 
administering the medication or treatment and the 
interaction with the resident.
(b) The direct supervision of staff performing 
delegated tasks must be provided within 30 
calendar days after the date on which the 
individual begins working for the facility and first 
performs the delegated tasks for residents and 
thereafter as needed based on performance. This 
requirement also applies to staff who have not 
performed delegated tasks for one year or longer.

 01440
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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 a registered 
nurse (RN) conducted direct supervision of staff 
performing a delegated task within 30 days of 
providing services for one of one unlicensed 
personnel (ULP-E) with employee record 
reviewed.

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:

ULP-E was hired September 20, 2021, and 
provided direct care services to the residents in 
the facility. ULP-E's employee record lacked 
evidence a RN conducted direct supervision of 
the employee performing a delegated task within 
30 days the employee had first performed the 
delegated task for residents.

On December 21, 2021, at 3:50 p.m. RN-B 
confirmed a 30 day supervisory evaluation had 
not been completed. 

The licensee's Supervision of Unlicensed Staff 
policy dated August 1, 2021, indicated direct 
supervision of unlicensed staff providing 
delegated nursing tasks, delegated treatments or 
assigned therapy tasks would be performed 
within 30 days after the person begins work for 
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the facility and has been trained and determined 
competent to perform all the tasks assigned

No further information was provided. 

Time period for correction: Twenty-one (21) days.

 01890
SS=F

144G.71 Subd. 20 Prescription drugs

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.

This MN Requirement  is not met as evidenced 
by:

 01890

Based on observation, interview and record 
review, the licensee failed to ensure medications 
were maintained with the open date and the 
expiration date for time sensitive medications for 
four of four residents (R2, R4, R5, R6) with 
records reviewed.

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

The findings include:

During the entrance conference on December 21, 
2021, at approximately 1:10 p.m. housing 
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manager (HM)-A stated the licensee provided 
medication management services.

A review of the locked medication cart was 
conducted on December 22, 2021, at 
approximately 8:30 a.m.  The following was 
observed, and confirmed with unlicensed 
personnel (ULP)-F:

R2
R2's ipratropium-albuterol (opens the airways for 
ease of breathing) lacked a label which indicated 
the date the medication was opened.

R2's albuterol sulfate inhaler (opens the airways 
for ease of breathing) lacked a date the 
medication was opened and when the inhaler 
would expire.

R4
R4's Wixela 250/50 inhaler (opens the airways for 
ease of breathing) lacked a date the medication 
was opened and when the inhaler would expire.

R5
R5's advair diskus (opens the airways for ease of 
breathing) lacked a date the medication was 
opened and when the inhaler would expire.

R6
R6's latanoprost 0.005% (eye drop to treat 
glaucoma) lacked a date the medication was 
opened and when the eye drops would expire.

R6's rhopressa solution 0.02% (eye drop to treat 
glaucoma) lacked a date the medication was 
opened and when the eye drops would expire.

The manufacturer's instructions for 
ipratropium-albuterol dated February 2019, 
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instructed to dispose 12 months after opening the 
foil pouch.

The manufacturer's instructions for albuterol 
sulfate dated February 2019, instructed to 
dispose 12 months after opening the foil pouch.

The manufacturer's instructions for wixela dated 
2021, instructed to dispose one month after 
opening the foil pouch.

The manufacturer's instructions for advair diskus 
dated January 2019, instructed to dispose one 
month after opening the foil pouch.

The manufacturer's instructions for latanoprost 
eye drops dated November 2021, instructed once 
a bottle is opened for use, discard after six 
weeks.

The manufacturer's instructions for rhopressa eye 
drops dated December 2017, instructed once a 
bottle is opened for use, discard after six weeks. 

The licensee's Storage of Medication policy dated 
August 1, 2021, indicated medications would be 
kept in its original container bearing the original 
prescription label with legible information stating 
the prescription number, name of drug, strength 
and quantity of drug, expiration date of time-dated 
drug, directions for use, client's name, 
prescriber's name, date of issue and the name 
and address of the licensed pharmacy that issued 
the medications.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7) 
days
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Minnesota Department of Health

11 East Superior St.
Duluth

1016211225

Page 1
12/22/21
10:30:00

Type:

Time:
Date:

Report:

Full         Food and Beverage Establishment 
       Inspection Report

The violations listed in this report include any previously issued orders and deficiencies identified 
during this inspection.  Compliance dates are shown for each item.

2183844623

Garden Terrace Assisted Living
426 Mason Dr                  
Wrenshall, MN55797
Carlton County, 09

  /  /

Yes
Risk:

Expires on:

Announced Inspection:

ID #: 0037829

ID #:

Location:

License Categories: Operator:

Establishment Info:

Phone #:

The following orders were issued during this inspection.

3-302.11A(1)

RAW FOOD (SAUSAGE) WAS BEING STORED IN A BAG WITH CHEESE. STORE ALL
READY-TO-EAT FOODS ABOVE RAW FOODS IN COOLER.

3-300B  Protection from Contamination: cross-contamination, eggs
** Priority 1 **

MN Rule 4626.0235A(1)   Separate raw animal foods during storage, preparation, holding, and display from
ready-to-eat foods to prevent cross-contamination.

Corrected on Site

Food and Equipment Temperatures

Temperature: 40 Degrees Fahrenheit  - Location: BROCCOLLI
Violation Issued: No

Process/Item: Upright Cooler

Temperature: 41 Degrees Fahrenheit  - Location: TACO MEAT
Violation Issued: No

Process/Item: Upright Cooler

Temperature:  Degrees Fahrenheit  - Location: ALL FOOD FROZEN
Violation Issued: No

Process/Item: Upright Freezer

Temperature:  Degrees Fahrenheit  - Location: ALL FOOD FROZEN
Violation Issued: No

Process/Item: Chest Freezer



1016211225

Page 2
12/22/21
10:30:00

Type:

Time:
Date:

Garden Terrace Assisted Living
Report:

Full         Food and Beverage Establishment 
       Inspection Report

COMMENTS:

LICENSE IS FOR SAME DAY FOOD PREPARATION. 

DISCUSSED THE IMPORTANCE OF FREQUENT HAND WASHING BY ALL STAFF, AS WELL AS
LIMITING BARE HAND CONTACT WITH ALL READY TO EAT FOODS.  STAFF HAVE GLOVES
AVAILABLE.  USE GLOVES WITH ALL READY TO EAT FOODS AND CHANGE GLOVES
FREQUENTLY AND ANY TIME TASKS ARE CHANGED. 
 
DISCUSSED THE EMPLOYEE ILLNESS POLICY AND THE EXCLUSION OF EMPLOYEES SICK WITH
SYMPTOMS OF VOMITING AND/OR DIARRHEA UNTIL 24 HOURS AFTER THEIR LAST SYMPTOM.
  
CONTACT THE DEPARTMENT OF HEALTH IF ANY EMPLOYEES ARE DIAGNOSED WITH
SALMONELLA, SHIGELLA, SHIGA TOXIN-PRODUCING E. COLI, HEPATITIS A. VIRUS,
NOROVIRUS, OR ANOTHER BACTERIAL, VIRAL OR PARASITIC PATHOGEN OR IF THERE ARE
ANY CUSTOMER ILLNESS COMPLAINTS. 

 Priority 1 Priority 3
1 00

Priority 2Total Orders  In This Report

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1016211225 of 12/22/21.

Certified Food Protection Manager:

Certification Number: Expires:

TRACY L ELDER

FM86959 12/19/22

Signed: Signed:
NANCY HILLMAN
DIRECTOR

Cliff LaVigne
Sanitarian
Duluth
2183026181

NOTE:  Plans and specifications must be submitted for review and approval prior to new construction, remodeling or
alterations.

clifford.lavigne@state.mn.us
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