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Electronically Delivered

June 26, 2024

Licensee
The Lodge on Natchez
27890 Natchez Ave
Elko, MN 55020

RE:  Project Number(s) SL30764015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on May 24, 2024, 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 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
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          § 144G.20.        
        
In accordance with Minn. Stat. § 144G.31, Subd. 4(a)(5), MDH may impose fine amounts of either
$1,000 or $5,000 to licensees who are found to be responsible for maltreatment. MDH may impose a
fine of $1,000 for each substantiated maltreatment violation that consists of abuse, neglect, or
financial exploitation according to Minn. Stat. § 626.5572, Subds. 2, 9, 17. MDH also may impose a
fine of $5,000 for each substantiated maltreatment violation consisting of sexual assault, death, or
abuse resulting in serious injury.  
  
In accordance with Minn. Stat. § 144G.31, Subd. 4(b), when a fine is assessed against a facility for
substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.    

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

St - 0 - 0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999,  the total amount you are
assessed is $500.00. You will be invoiced approximately 30 days after receipt of this notice, subject to
appeal.  

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c),  the licensee must document actions taken to
comply with the correction orders 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
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REQUESTING A HEARING
Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has
been assessed a fine under this subdivision has a right to a reconsideration or a hearing under this
section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating
factor. to submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm
    

To appeal fines via reconsideration, please follow the procedure outlined above.  Please note that you
may request a reconsideration  or a hearing, but not both.  If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.    

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 convenience at this link:  https://forms.office.com/g/Bm5uQEpHVa.  Your input is important
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,

Rene Anderson, Supervisor
State Evaluation Team
Email: Renee.L.Anderson@state.mn.us    
Telephone: 651-201-5871 Fax: 1-866-890-9290

AH
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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 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.

SL30764015-0

On May 20, 2024, through May 24, 2024, 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 eight residents, all of whom
received services under the provider's Assisted
Living 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
subd. 1, 2, and 3.

0 480 144G.41 Subd 1 (13) (i) (B) Minimum
SS=F requirements

0 480

(13) offer to provide or make available at least the
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 06/26/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

30764 B. WING _____________________________ 05/24/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

THE LODGE ON NATCHEZ 27890 NATCHEZ AVE
ELKO, MN 55020

(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

0 480 Continued From page 1

following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

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 May 20, 2024, 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
to the FBEIR for any compliance dates.

0 510 144G.41 Subd. 3 Infection control program
SS=F

(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

0 510

Minnesota Department of Health
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(b)The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.
(c) The facility must maintain written evidence of
compliance with this subdivision.

0 510

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to establish and maintain an effective
infection control program to comply with accepted
health care, medical, and nursing standards for
infection control. The licensee failed to ensure
direct care staff performed adequate hand
hygiene (HH) for one of one observed staff
(unlicensed personnel (ULP)-D).

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:

ULP-D was hired April 25, 2018, under the
comprehensive home care license and began
providing assisted living services on August 1,
2021.

On May 20, 2024, at 11:30 a.m., ULP-D accessed
the electronic medical record in the office to

Minnesota Department of Health
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prepare medication for R1. ULP-D entered R1's
room and administered medication. ULP-D left
room and returned to the office. ULP-D did not
perform HH after leaving R1's room.
-at 11:45 a.m., ULP-D used the computer to
prepare medication for R8. Without performing
HH, ULP-D entered R8's room and administered
medication. ULP-D left R8's room and returned to
the office. No HH was observed.
-at 12:00 p.m., ULP-D entered R5's room,
performed HH, donned gloves, prepared and
administered medication. ULP-D removed gloves,
and without performing HH, ULP-D left R5's room
and returned to the office.

On May 20, 2024, at 1:00 p.m., ULP-D stated he
had infection control training but was nervous and
forgot. ULP-D stated he needed to wash his
hands for 20 seconds or use sanitizer between
each glove change.

On May 20, 2024, at 1:15 p.m., clinical nursing
supervisor (CNS)-A stated HH training was
included in infection control training for staff, and
staff were trained to perform HH for 20 seconds if
using soap and water or hand sanitizer. CNS-A
stated they did not officially document HH audits.

The CDC guidance, CDC's Core Infection
Prevention and Control Practices for Safe
Healthcare Delivery in All Settings, revised
November 29, 2022, indicated standard
precautions were to be used to care for all
patients (residents) in all settings, including HH,
and noted, "Use an alcohol-based hand rub or
wash with soap and water for the following clinical
indications:

a. Immediately before touching a patient.
b. Before performing an aseptic task (e.g.,

placing an indwelling device) or handling invasive
Minnesota Department of Health
STATE FORM 6899 8DK311 If continuation sheet 4 of 28
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medical devices.
c. Before moving from work on a soiled body

site to a clean body site on the same patient.
d. After touching a patient or the patient's

immediate environment.
e. After contact with blood, body fluids or

contaminated surfaces
f. Immediately after glove removal."

0 510

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 550 144G.41 Subd. 7 Resident grievances; reporting 0 550
SS=F maltreatment

All facilities must post in a conspicuous place
information about the facilities' grievance
procedure, and the name, telephone number, and
email contact information for the individuals who
are responsible for handling resident grievances.
The notice must also have the contact
information for the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities
and must have information for reporting
suspected maltreatment to the Minnesota Adult
Abuse Reporting Center. The notice must also
state that if an individual has a complaint about
the facility or person providing services, the
individual may contact the Office of Health Facility
Complaints at the Minnesota Department of
Health.

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to post the required information related to

Minnesota Department of Health
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the grievance procedure and contact information
for the Office of Ombudsman for Long-Term Care
(OOLTC) and Mental Health and Developmental
Disabilities. This had the potential to affect all (8)
residents receiving assisted living services.

0 550

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 May 20, 2024, at 2:35 p.m., the surveyor
observed the common areas of the facility lacked
a posting of the grievance procedure and OOLTC
contact information.

On May 20, 2022, at 2:45 p.m., assisted living
director (ALD)-B acknowledged the grievance
procedure was not posted but stated "they were
posted but have been removed" ALD-B further
acknowledged the OOLTC contact number was
also not posted.

The licensee's complaint policy, undated,
indicated, "each resident or resident
representative receives written notice of our
facility's process for receiving and resolving
complaints". The complaint policy did not address
posting the policy or the contact information for
OOLTC and Mental Health and Developmental
Disabilities

No further information was provided.

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

0 550

0 640 144G.42 Subd. 7 Posting information for
SS=F reporting suspected c

0 640

The facility shall support protection and safety
through access to the state's systems for
reporting suspected criminal activity and
suspected vulnerable adult maltreatment by:
(1) posting the 911 emergency number in
common areas and near telephones provided by
the assisted living facility;
(2) posting information and the reporting number
for the Minnesota Adult Abuse Reporting Center
to report suspected maltreatment of a vulnerable
adult under section 626.557; and
(3) providing reasonable accommodations with
information and notices in plain language.

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to support protection and safety by not
posting information and phone numbers for
reporting to the Minnesota Adult Abuse Reporting
Center (MAARC) in the assisted living facility.
This had the potential to affect all eight (8)
residents, staff, and visitors.

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

Minnesota Department of Health
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The findings include:

0 640

On May 20, 2024, at 2:35 p.m., the surveyor was
with Assisted Living Director (ALD)-B and
observed the common area of the facility lacked a
posting of the MAARC phone number. Assisted
Living Director (ALD)-B stated there was no
posting of the MAARC phone number.

No further information was provided.

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

0 790 144G.45 Subd. 2 (a) (2)-(3) Fire protection and
SS=F physical environment

(2) install and maintain portable fire
extinguishers in accordance with the State Fire
Code;

(3) install portable fire extinguishers having a
minimum 2-A:10-B:C rating within Group R-3
occupancies, as defined by the State Fire Code,
located so that the travel distance to the nearest
fire extinguisher does not exceed 75 feet, and
maintained in accordance with the State Fire
Code; and

0 790

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to maintain the portable fire extinguishers.
This deficient condition had the potential to affect
all staff, residents, and visitors.

This practice resulted in a level two violation (a

Minnesota Department of Health
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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).

0 790

The findings include:

On May 21, 2024, at 10:50 a.m., survey staff
toured the facility with the maintenance director
(DOM)-G. It was observed that the portable fire
extinguishers throughout the facility lacked
records to show the required monthly visual
inspections were performed on the portable fire
extinguishers. The main-level fire extinguisher
located next to the laundry room and the
lower-level fire extinguisher located at the bottom
of the stairs did not have a record of monthly
inspections.

Documentation is required to demonstrate fire
extinguishers have been inspected by facility
personnel monthly.

During interview on May 21, 2024, at 12:15 p.m.,
survey staff explained to DOM-G that the portable
fire extinguishers must be provided with monthly
visual inspection or "quick checks" of each
extinguisher by their employees to ensure all
portable extinguishers are readily available, fully
charged, and operable at their designated
location with no obvious physical damage or
condition to the extinguisher that would prevent
their operation when needed. DOM-G stated they
had performed the inspections but did not
document them. DOM-G verified the findings and
stated they understood the requirements.

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

0 790

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

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

0 800

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to maintain the physical environment,
including walls, floors, ceiling, all furnishings,
grounds, systems, and equipment in a continuous
state of good repair and operation with regard to
the health, safety, comfort, and well-being of the
residents. This deficient condition had the
potential to affect all staff, residents, and visitors.

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

The findings include:

On May 21, 2024, at 10:50 a.m., survey staff
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toured the facility with the maintenance director
(DOM)-G. The following was observed:

0 800

Smoke Alarms
Survey staff entered resident room #7 and
observed a single-station smoke alarm that had
the battery removed. Survey staff entered
resident room #8 and observed a single-station
smoke alarm that had the battery removed. It was
observed that a single-station smoke alarm had
been removed from the ceiling of the lower level
common living room area adjacent to resident
rooms #7 and #8.

DOM-G visually verified these deficient findings at
the time of discovery and stated that the facility
had smoke detectors that were wired to audible
and visual notification devices throughout the
facility. Survey staff explained that all alarms and
detectors present must be maintained and tested
to ensure they function as required. DOM-G
stated they understood these requirements.
Survey staff verified through email on May 22,
2024 that the wired alarm devices had been
tested by a third-party agency.

Building Maintenance
It was observed that the floor vent register near
the front door was warped and loose from the
floor creating a possible trip hazard.

It was observed that the stair rail adjacent to
resident room #2 had a missing spindle.
Guardrails are an essential part of the stairway
system and must be maintained to avoid falls and
injury.

It was observed that the floor transition strip in the
kitchen was broken adjacent to the dining room
table and was a potential tripping hazard for any
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resident leaving the table.

0 800

It was observed that the exterior dryer vent on the
main floor was dirty and partially obstructed with
lint. Obstructed dryer vents are a fire hazard and
should be cleaned and maintained to allow for the
proper function of the venting system.

It was observed that the electrical outlet on the
rear deck was missing the cover. DOM-G stated
the cover had broken off at some point and they
had not had a chance to fix it yet. Outdoor outlets
should be weather-resistant receptacles fitted
with weatherproof covers built to withstand rainy
and snowy environments.

It was observed that the deck boards on the rear
deck adjacent to resident room #3 were burnt and
had charring on them. DOM-G stated they had a
fire in that location a few years ago and it had
melted the siding and charred the deck boards.
They stated that the side of the building had been
repaired and the siding replaced, but they had not
completed the work on the deck boards yet.

It was observed that the rear deck was being
used by residents as a smoking area. The
residents were using coffee cans and other
miscellaneous containers as ashtrays. The facility
did not have any non-combustible or fire-rated
ashtray available in that area for resident use.
Ashtrays and cigarette butts were also observed
on the lower-level patio area under the rear deck.
Survey staff explained to the licensee that a
fire-rated ashtray should be provided for resident
use and that the discarded cigarette butts were a
potential fire hazard if cigarettes were not
completely extinguished before discarding them.
The designated smoking area was located at the
front of the building. DOM-G stated they tried to
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encourage residents to use the designated
smoking area, but it was difficult for staff to
enforce.

0 800

It was observed that there were stained ceiling
tiles in the lower-level common living room area
adjacent to resident rooms #7 and #8, and inside
the well room.

It was observed that there was an electrical outlet
cover missing in the lower-level common living
room area adjacent to resident rooms #7 and #8.

It was observed that an electrical outlet in the hall
adjacent to the nurses' station was loose from the
wall. Loose outlets and wiring can be a fire
hazard and should be secured in place.

It was observed that the fire rated door at the
bottom of the steps adjacent to the well room did
not latch when released from the magnetic
hold-open device. There was damage to the
drywall around the magnetic hold-open device
exposing the wall cavity to the hallway area.

It was observed that the well room had an
uncapped PVC pipe that extended from under the
floor into the room.

It was observed that the water heater in the well
room had a pressure relief pipe that extended
horizontally instead of vertically to the floor.

It was observed in resident room #3 that the
doorstop was missing from the entry door.
DOM-G stated that they had residents in the past
who used an electric scooter to navigate around
the facility, leaving significant damage to the
building elements due to the speed and
maneuverability limitations of the scooter.
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It was observed in resident room #4 that the door
trim was missing from the bathroom side of the
door.

It was observed in resident room #6 that the
doorstop was broken and there was a hole in the
entry door.

It was observed in resident room #7 that there
was stained ceiling tile in the closet. There was
an open bulb light fixture in the closet, exposing
the bulb to the closet.

It was observed in resident room #8 that there
was stained ceiling tile.

It was observed in resident room #10 that there
was stained ceiling tile. There was an electrical
outlet next to the cabinet that was missing the
cover.

DOM-G visually verified these deficient findings at
the time of discovery.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 810 144G.45 Subd. 2 (b)-(f) Fire protection and
SS=F physical environment

0 810

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

(1) location and number of resident sleeping
rooms;

(2) employee actions to be taken in the event of
a fire or similar emergency;

(3) fire protection procedures necessary for
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residents; and
(4) procedures for resident movement,

evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.
(c) Employees of assisted living facilities shall
receive training on the fire safety and evacuation
plans upon hiring and at least twice per year
thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.
(f) Evacuation drills are required for employees
twice per year per shift with at least one
evacuation drill every other month. Evacuation of
the residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.

0 810

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to develop the fire
safety and evacuation plan with the required
content and provide the required training and
drills. This had the potential to directly affect all
residents, staff, and visitors.

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

0 810

The findings include:

During observation on May 21, 2024, at 10:30
a.m., the surveyor observed the fire evacuation
diagrams were not posted anywhere in the
facility.

On May 21, 2024, at 12:00 p.m., operations
manager, assisted living director (ALD)-B
provided documentation on the fire safety and
evacuation plan (FSEP), fire safety and
evacuation training, and evacuation drills for the
facility.

FIRE SAFETY AND EVACUATION PLAN
The licensee's FSEP, titled "9.05 Fire", revised
7/20/2020, failed to include the following:

The FSEP did not include an evacuation map with
a floor plan accurate to the building layout that
showed the location and number of resident
sleeping rooms.

The FSEP included standard employee
procedures but failed to provide specific
employee actions to take in the event of a fire or
similar emergency relative to the facility's building
layout and environmental risks. The plan included
the acronym R.A.C.E. (Rescue, Alarm, Confine,
and Extinguish or Evacuate) but the plan was
designed for a building with life safety systems
such as automatic dialing to the fire department.
The policy had not been updated to provide
complete actions for employees to take in the
event of a fire or similar emergency at the
licensed facility which did not have life safety
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systems stated in the policy.

0 810

The FSEP did not identify specific fire protection
actions for residents. There was no section in the
policy that addressed the responsibilities or basic
evacuation procedures that residents should
follow in case of a fire or similar emergency.

The FSEP included standard resident evacuation
procedures but failed to provide specific
procedures for resident movement and
evacuation or relocation during a fire or similar
emergency. The plan included instructions to
evacuate residents but did not include any
procedures for assisting residents during
evacuation nor did it include instructions for staff
to follow in case of relocation.

During an interview on May 21, 2024, at 12:15
p.m., ALD-B stated they would work on making
evacuation maps and posting one on each floor
of the facility and including one in the FSEP.
ALD-B stated they thought the alarm system was
wired to call the fire department if the alarms
were activated. Survey staff explained that the
alarm panel did not appear to have this function,
and later confirmed this through review of the
third-party alarm test report that was provided by
ALD-B via email on May 22, 2024.

TRAINING
Record review indicated the licensee failed to
provide evacuation training to residents at least
once per year. ALD-B was unable to provide
documentation showing any training offered or
training scheduled for a future date for residents
on the fire safety and evacuation plan.

Record review indicated the licensee failed to
provide training to employees on the FSEP upon
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hire and at least twice per year. ALD-B was
unable to provide documentation showing any
training provided or training scheduled for a future
date for staff on the fire safety and evacuation
plan.

During an interview on May 21, 2024, at 12:15
p.m., ALD-B stated she would email training logs
to survey staff. Survey staff reviewed training logs
dated 9/19/2023 and 3/01/2024 that were
received via email. These logs indicated training
was provided to staff, but no training specific to
the FSEP was shown.

DRILLS
Record review indicated the licensee failed to
conduct evacuation drills for employees twice per
year, per shift with at least one evacuation drill
every other month. ALD-B provided
documentation indicating that a drill was
completed on 5/18/2023 but no other drills were
provided.

During an interview on May 21, 2024, at 12:15
p.m., survey staff explained the requirements for
frequency of drills. ALD-B stated they understood
the requirements.

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

0 900 144G.50 Subdivision 1 Contract required
SS=F

(a) An assisted living facility may not offer or
provide housing or assisted living services to any
individual unless it has executed a written
contract with the resident.
(b) The contract must contain all the terms
concerning the provision of:

0 900
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(1) housing;
(2) assisted living services, whether provided
directly by the facility or by management
agreement or other agreement; and
(3) the resident's service plan, if applicable.
(c) A facility must:
(1) offer to prospective residents and provide to
the Office of Ombudsman for Long-Term Care a
complete unsigned copy of its contract; and
(2) give a complete copy of any signed contract
and any addendums, and all supporting
documents and attachments, to the resident
promptly after a contract and any addendum has
been signed.
(d) A contract under this section is a consumer
contract under sections 325G.29 to 325G.37.
(e) Before or at the time of execution of the
contract, the facility must offer the resident the
opportunity to identify a designated representative
according to subdivision 3.

(f) The resident must agree in writing to
any additions or amendments to the contract.
Upon agreement between the resident and the
facility, a new contract or an addendum to the
existing contract must be executed and signed.

0 900

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to develop and execute a written
assisted living contract with the required content
for three of three residents (R1, R5, R9).

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
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failure that has affected or has the potential to
affect a large portion or all of the residents).

0 900

The findings include:

The facility converted to an Assisted Living
license on August 1, 2021.

The licensee failed to execute a written assisted
living contract with the required content with R1,
R5, and R9 prior to providing housing or assisted
living services.

R1's service plan dated January 12, 2024,
indicated R1 received services including
assistance with medication administration,
bathing, activities of daily living (ADLs), dressing
and grooming, transfers, toileting, and laundry.

R5's service plan dated August 16, 2023,
indicated R5 received services including
assistance with medication administration,
bathing, ADLs, dressing and grooming, transfers,
toileting, and laundry.

R9's service plan dated June 5, 2023, indicated
R9 received services including assistance with
medication administration, bathing, and laundry.

R1, R5 and R9's records all lacked a current
assisted living contract.

On May 23, 2024, at 12:30 p.m., assisted living
director (ALD)-B stated the signed assisted living
contract was not included in R1, R5, and R9's
records. ALD-B did not know why the records
lacked signed contracts.

A policy regarding the provision and required
content of an Assisted Living contract was
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requested, but not provided.

0 900

No further information was provided.

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

01060 144G.52 Subd. 9 Emergency relocation
SS=D

(a) A facility may remove a resident from the
facility in an emergency if necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.
(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:
(1) the reason for the relocation;
(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;
(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;
(4) if known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and
(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G.54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.
(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:
(1) the resident, legal representative, and

01060
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designated representative;
(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and
(3) the Office of Ombudsman for Long-Term Care
if the resident has been relocated and has not
returned to the facility within four days.
(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process
in this section.currently known; and

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to provide a written notice with
required content after an emergency relocation
for one of one resident (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
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R1's record lacked documentation of an
emergency relocation notification provided by the
licensee following hospitalization.

R1's service plan dated January 12, 2024,
indicated R1 received services including
assistance with medication administration,
bathing, activities of daily living (ADLs), dressing

Minnesota Department of Health
STATE FORM 6899 8DK311 If continuation sheet 22 of 28



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 06/26/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

30764 B. WING _____________________________ 05/24/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

THE LODGE ON NATCHEZ 27890 NATCHEZ AVE
ELKO, MN 55020

(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

01060 Continued From page 22

and grooming, transfers, toileting, and laundry.

01060

R1's record included a nursing note dated April
15, 2024. The note indicated R1 had returned
from the hospital after being admitted on April 10,
2024, for a wound infection.

R1's record lacked documentation a written
notice was provided to the resident, the residents'
legal representative, and designated
representative that contained, at a minimum:
- the reason for the relocation;
- the name and contact information for the
location to which the resident had been relocated
and any new service provider;
- contact information for the Office of
Ombudsman for Long-Term Care (OOLTC);
- if known and applicable, the approximate date
or range of dates within which the resident was
expected to return to the facility, or a statement
that a return date was not currently known; and
- a statement that, if the facility refused to provide
housing or services after a relocation, the
resident had the right to appeal and the contact
information for the agency to which the resident
may submit an appeal.

On May 21, 2024, at 11:00 a.m., clinical nurse
supervisor (CNS)-A stated a written notice had
not been provided with the required content. In
addition, CNS-A stated he was not aware of the
requirement to provide a relocation notice to R1
or their representative.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-One
(21) days
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01730 144G.71 Subd. 5 Individualized medication
SS=D management plan

01730

01730

(a) For each resident receiving medication
management services, the assisted living facility
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
individualized medication management record for
each resident based on the resident's
assessment that must contain the following:
(1) a statement describing the medication
management services that will be provided;
(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;
(3) documentation of specific resident instructions
relating to the administration of medications;
(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;
(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and
(7) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.
(b) The medication management record must be
current and updated when there are any
changes.
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(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

01730

This MN Requirement is not met as evidenced
by:
Based on observation, interview and record
review, the licensee failed to develop and
maintain a current individualized medication
management record for each resident to include
all required content for one of two 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's diagnoses included type II diabetes, and
depression.

R5's service plan dated January 12, 2024,
indicated R5 received services including
assistance with medication administration,
bathing, activities of daily living (ADLs), dressing
and grooming, transfers, toileting, and laundry.

On May 20, 2024, at 12:00 p.m., unlicensed
personnel (ULP)-D was observed administering
Humalog (insulin-for diabetes) to R5.

R5's Humalog, Lantus (for diabetes), and
Ozempic (for diabetes) medication were stored in
R5's unlocked closet.
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R5's medication management plan, dated
February 12, 2024, indicated R5's medication
would be stored in a locked medication cart. The
plan lacked an accurate description of storage of
medications based on the resident's needs and
preferences.

On May 21, 2021, at 2:25 p.m., clinical nurse
supervisor (CNS)-A stated R5's medication
management plan lacked required elements.

The licensee's Storage of Medication policy dated
August 1, 2022, indicated, "[Licensee] will
establish a system that addresses the storage
and handling of medications, including "where
medications will be stored".

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

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 and interview, the licensee
failed to dispose of expired medications and
ensure medications were labeled correctly for two
of two residents (R1, R5).
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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:

R1's service plan dated January 12, 2024,
indicated R1 received services including
assistance with medication administration,
bathing, activities of daily living (ADLs), dressing
and grooming, transfers, toileting, and laundry.

R5's service plan dated August 16, 2023,
indicated R5 received services including
assistance with medication administration,
bathing, ADLs, dressing and grooming, transfers,
toileting, and laundry.

On May 20, 2024, at 12:00 p.m., unlicensed
personnel (ULP)-D was observed administering
Humalog (insulin-for diabetes) to R5.

On May 20, 2024, at 11:20 a.m., during a review
of the medication storage area, the following was
observed:

R1 had the following expired medications:
senexon-s 8.6-50 milligrams (mg) (for
constipation): expiration date February 25, 2024;
albuterol 90 micrograms (for shortness of breath):
expiration date January 18, 2024.
ondansetron 4 mg (for nausea): expiration date
September 11, 2023.
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R5 had the following open medications with no
open date written on the medication:
Humalog; and
Lantus (insulin-for diabetes).

Manufacturer instructions for Humalog, revised
July 2023, indicated the medication should not be
used longer than 28 days after the first injection.

Manufacturer instructions for Lantus, revised
June 2023, indicated the medication should not
be used longer than 28 days after the first
injection.

On May 20, 2024, at 1:10 p.m., ULP-D stated
they should have written an open date on the
medication.

On May 20, 2024, at 1:30 p.m., clinical nurse
supervisor (CNS)-A stated expired medication
should be removed by a nurse when the monthly
medication shipment arrived, and that injectable
medication should have an open date when the
first injection was administered.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Food  and Beverage  Establishment
Inspection  Report

Location:
The Lodge On Natchez
27890 Natchez Ave
Elko New Market, MN55020
Scott County, 70

Establishment  Info:
ID #: 0037799
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 6122000901
ID #:

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

The following orders were issued during this inspection.

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

MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical
refrigeration.
OBSERVED SEVERAL TCS FOOD THAT WERE OVER 41 DEGREES F IN KITCHEN FRIDGE. *SEE
NOTES. ADVISED TO DISCARD ALL TCS FOODS. TURN DOWN FRIDGE TEMP AND MONITOR.
Comply By: 05/22/24

4-500 Equipment  Maintenance  and  Operation
4-501.114C1 ** Priority  1 **

MN Rule 4626.0805C1 Provide and maintain an approved chlorine chemical sanitizer solution that has a
minimum concentration of 50 ppm and a minimum temperature of 75 degrees F (24 degrees C) for water with a
pH of 8 or less or a minimum temperature of 100 degrees F (38 degrees C) for water with a pH of 8.1 to 10.

THE CHLORINE IN THE SANITIZER BUCKET TESTED AT A CONCENTRATION OF 10PPM. ENSURE
CHLORINE CONCENTRATION IS BETWEEN 50-100PPM.
Comply By: 05/22/24

4-500 Equipment  Maintenance  and  Operation
4-501.116 ** Priority  2 **

MN Rule 4626.0815 Use the sanitizer test kit or other device to accurately measure the concentration of the
sanitizing solution.
ENSURE STAFF ARE USING THE CHLORINE TEST KIT DAILY TO ENSURE PROPER CHLORINE
SANITIZER CONCENTRATION OF 50-100PPM.
Comply By: 05/22/24
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4-100 Equipment  Construction  Materials
4-101.17

MN Rule 4626.0490 Discontinue using wood and wood wicker as a food contact surface.
OBSERVED SOME WOODEN SPOONS IN UTENSIL DRAWER. ADVISED TO DISCONTINUE USING
WOOD SPOONS.
Comply By: 06/03/24

4-200 Equipment  Design and  Construction
4-204.112A

MN Rule 4626.0620A Provide a temperature measuring device located in the warmest part of mechanically
refrigerated units and coolest part of hot food storage units that are capable of measuring air temperature or a
simulated product temperature.
NO THERMOMETER WAS FOUND IN THE KITCHEN FRIDGE/FREEZER. PROVIDE AND MAINTAIN.

Comply By: 05/22/24

4-600 Cleaning  Equipment  and  Utensils
4-602.12

MN Rule 4626.0850 Clean the food contact surfaces of cooking and baking equipment and interior cavities of
microwave ovens at least every 24 hours.
OBSERVED SOME FOOD BUILDUP INSIDE MICROWAVE. PER STAFF, MICROWAVE IS CLEANED
WEEKLY. INCREASE CLEANING FREQUENCY TO PREVENT SUCH ACCUMULATION.
Comply By: 06/03/24

6-500 Physical  Facility  Maintenance/ Operation  and  Pest  Control
6-501.12A

MN Rule 4626.1520A Clean and maintain all physical facilities clean.
OBSERVED SOME CRUMBS/FOOD DEBRIS IN SOME OF THE CABINETS AND DRAWERS. CLEAN
AT GREATER FREQUENCY TO PREVENT SUCH ACCUMULATION.
Comply By: 06/03/24

Surface  and  Equipment  Sanitizers
Chlorine: = 10PPM at Degrees Fahrenheit
Location: SANITIZER BUCKET
Violation Issued: Yes

UTENSIL SURFACE TEMP: = at 160 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Cold Hold/MILK
Temperature: 46 Degrees Fahrenheit - Location: KITCHEN FRIDGE
Violation Issued: Yes
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Process/Item: Cold Hold/SOUR CREAM
Temperature: 46 Degrees Fahrenheit - Location: KITCHEN FRIDGE
Violation Issued: Yes
Process/Item: Cold Hold/LUNCH MEAT
Temperature: 46 Degrees Fahrenheit - Location: KITCHEN FRIDGE
Violation Issued: Yes
Process/Item: Cold Hold/MAYO
Temperature: 46 Degrees Fahrenheit - Location: KITCHEN FRIDGE
Violation Issued: Yes
Process/Item: Ambient Temp
Temperature: 2 Degrees Fahrenheit - Location: KITCHEN FREEZER
Violation Issued: No
Process/Item: Ambient Temp
Temperature: 0 Degrees Fahrenheit - Location: GARAGE FRIDGIDAIRE CHEST FREEZER
Violation Issued: No
Process/Item: Ambient Temp
Temperature: 38 Degrees Fahrenheit - Location: EDGESTAR MINI FRIDGE
Violation Issued: No

Total Orders In This Report Priority 1
2

Priority 2
1

Priority 3
4

THIS INSPECTION WAS CONDUCTED IN CONJUNCTION WITH MDH HEALTH REGULATORY
DIVISION (HRD) SURVEY. SURVEYOR FROM HRD WAS ANGEL WOEHLER. INSPECTION
CONDUCTED IN PRESENCE OF IVY JO STRUBE, THE CFPM, AND ERICA HENNEN, OPERATIONS
MANAGER. ALL VIOLATIONS WERE DISCUSSED WITH THE SURVEYOR AND OPERATORS
DURING INSPECTION.

THIS FACILITY DOES NOT HAVE COMMERCIAL GRADE ANSI EQUIPMENT. ALL FOOD MUST BE
SERVED THE SAME DAY IT IS PREPARED, AND LEFTOVERS CAN NEVER BE SAVED.

DISCUSSED ALL ORDERS ON SITE IN ADDITION TO THE FOLLOWING WITH THE PERSON IN
CHARGE:
- EMPLOYEE ILLNESS LOG AND EXCLUSION POLICY.
- HAND WASHING POLICY AND REVIEW.
- GLOVE USAGE.
- EMPLOY ONE CFPM PER LOCATION.
- THERMOMETER USE AND CALIBRATION.
- DATE MARKING.
- PEST CONTROL.
- FULLY COOKING FOOD FOR HIGH RISK POPULATIONS.
- ANSI 184 STANDARD FOR RESIDENTIAL DISH WASHER.

FOR CORRECT BY DATES REFER TO COMPLETE REPORT ISSUED BY HRD.

UPDATE: ON 5/21/24 MDH RECEIVED AN EMAIL FROM ERICA THAT THEY OBTAINED
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THERMOMETERS FOR THE KITCHEN FRIDGE/FREEZER BUT THE UNIT IS STILL NOT ABLE TO
COLD HOLD AT <41 DEGREES F. THEY WILL CALL TO HAVE UNIT SERVICED. ADVISED TO NOT
KEEP ANY TCS FOOD IN KITCHEN FRIDGE UNTIL UNIT IS SERVICED.

*INSPECTOR WILL BE RETURNING FOR A FOLLOW-UP INSPECTION.

**IF ANY RESIDENT COMPLAINS OF ILLNESS, CONTACT THE MINNESOTA DEPARTMENT OF
HEALTH AND PROVIDE THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER TO THE
CUSTOMER. THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER IS 1-877-366-3455.
NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the inspection report number 1036241089 of 05/20/24.

Certified Food Protection Manager:IVY JO STRUBE

Certification Number: FM115974 Expires: 01/17/26

Signed:
ERICA HENNEN
OPERATIONS MANAGER

Signed:
Jeff Johanson


