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Electronically Delivered

October 3, 2024

Licensee
Meadow Place Assisted Living
220 Centracare Drive
Long Prairie, MN  56347

RE: Project Number(s) SL33149015

Dear Licensee:

On August 29, 2024, the Minnesota Department of Health completed a follow-up survey of your
facility to determine if orders from the May 23, 2024, survey were corrected. This follow-up survey
verified that the facility is in substantial compliance.

You are encouraged to retain this document for your records.  It is your responsibility to share the
information contained in the letter with your organization’s Governing Body.    

Please feel free to call me with any questions.

Sincerely,

    
Jess Schoenecker, Supervisor
State Evaluation Team
Email:  Jess.Schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 1-866-890-9290

HHH

An equal opportunity employer.                                                                                    P709 HC Orders Corrected
REVISED 04/19/2023
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Electronically Delivered

June 6, 2024

Licensee
Meadow Place Assisted Living
220 Centracare Drive
Long Prairie, MN  56347

RE:  Project Number(s) SL33149015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on May 23, 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.

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
          § 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
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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:

0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00
2310 - 144g.91 Subd. 4 (a) - Appropriate Care And Services $3,000.00

    
Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999,  the total amount you are
assessed is $3,500.00. 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

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
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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,

Jess Schoenecker, Supervisor
State Evaluation Team
Email: jess.schoenecker@state.mn.us
Telephone: 651-201-3789 Fax:  1-866-890-9290

JMD
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0 000 Initial Comments 0 000

******ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

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

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

INITIAL COMMENTS:

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
assigned tag number appears in the
far-left column entitled "ID Prefix Tag." The
state Statute number and the
corresponding text of the state Statute out
of compliance is listed in the "Summary
Statement of Deficiencies" column. This
column also includes the findings which
are in violation of the state requirement
after the statement, "This Minnesota
requirement is not met as evidenced by."
Following the evaluators ' findings is the
Time Period for Correction.

SL33149015-0

On May 20, 2024, through May 23, 2024, the
Minnesota Department of Health conducted an
intial survey at the above provider, and the
following correction orders are issued. At the time
of the survey, there were 32 residents receiving
services under the provider's Assisted Living with
Dementia Care license.

On May 21, 2024, an immediate correction order
was issued for tag identification 2310.

On May 21, 2024, the immediacy of the order
was removed, but noncompliance remained, and
the scope/level remain unchanged.

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

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

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

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

0 480

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 480 Continued From page 1

(13) offer to provide or make available at least the
following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

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

0 510

Minnesota Department of Health
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nursing standards for infection control.
(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, interview, and record
review, the licensee failed to establish and
maintain an infection control program that
complies with accepted health care, medical and
nursing standards for infection control. The
deficient practice had the potential to affect
residents, employees, 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 all staff, residents
and visitors.)

The findings include:

On May 21, 2024, at 6:55 a.m. during continuous
observation, unlicensed personnel (ULP)-F exited
a resident room with gloves donned (put on) while
holding a full white garbage bag. ULP-F
proceeded to a combination locked dirty linen
room in the common hallway and with the gloved
hand, entered the combination on the
combination pad. ULP-F used their gloved hand

Minnesota Department of Health
STATE FORM 6899 GFRY11 If continuation sheet 3 of 18
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to open the door and enter the dirty linen room.
ULP-F exited the dirty linen room without gloves
donned and rubbing their hands in a manner
consistent with the use of hand sanitizer. ULP-B
was in the common dining area and proceeded to
the dirty linen room. ULP-B used their bare hand
to enter the combination on the pad and open the
door with the handle with their bare hand. ULP-B
return to the common area and provided a
resident with a cup of coffee after cross
contamination from use of the dirty linen room
combination pad and handle.

0 510

On May 21, 2024, at 2:00 p.m., clinical nurse
supervisor (CNS)-D stated ULP-F should have
completed hand hygiene prior to exiting the
resident room and then used a clean hand to
enter the combination on the dirty linen room.
CNS-D stated all employees are trained in proper
infection control techniques for glove use and to
maintain a clean environment to prevent
transmission of infectious agents. CNS-D stated
ULPs would be educated on prevention of cross
contamination.

The licensee's Hand Washing policy dated March
2024, indicated hand hygiene would be
performed after touching contaminated items and
before touching a clean item to prevent spread of
infectious agents.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 580 144G.42 Subd. 2 Quality management
SS=F

The facility shall engage in quality management

0 580

Minnesota Department of Health
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appropriate to the size of the facility and relevant
to the type of services provided. "Quality
management activity" means evaluating the
quality of care by periodically reviewing resident
services, complaints made, and other issues that
have occurred and determining whether changes
in services, staffing, or other procedures need to
be made in order to ensure safe and competent
services to residents. Documentation about
quality management activity must be available for
two years. Information about quality management
must be available to the commissioner at the time
of the survey, investigation, or renewal.

0 580

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to implement and maintain a
quality management program (QMP) appropriate
to the size of the facility and relevant to the type
of services provided. This had the potential to
affect all current residents, staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) 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 all staff, residents
and visitors.)

The findings include:

On May 20, 2024, at 11:30 a.m. during the
entrance conference, clinical nurse supervisor
(CNS)-D stated licensee had not developed and
had not implemented a QMP. CNS-D stated
licensee was aware they are required to have
one, but licensee had recent turnover of staff and

Minnesota Department of Health
STATE FORM 6899 GFRY11 If continuation sheet 5 of 18
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a QMP was not completed.

0 580

The licensee's Quality Management Project policy
dated August 2021, indicated the licensee would
develop, implement, and maintain a QMP
appropriate to the size and scope of services
provided at all times.

No further information provided.

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

0 730 144G.43 Subd. 3 Contents of resident record
SS=D

Contents of a resident record include the
following for each resident:
(1) identifying information, including the resident's
name, date of birth, address, and telephone
number;
(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and designated representative;
(3) names, addresses, and telephone numbers of
the resident's health and medical service
providers, if known;
(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records;
(5) the resident's advance directives, if any;
(6) copies of any health care directives,
guardianships, powers of attorney, or
conservatorships;
(7) the facility's current and previous
assessments and service plans;
(8) all records of communications pertinent to the
resident's services;

0 730

Minnesota Department of Health
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(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;
(10) documentation of incidents involving the
resident and actions taken in response to the
needs of the resident, including reporting to the
appropriate supervisor or health care
professional;
(11) documentation that services have been
provided as identified in the service plan;
(12) documentation that the resident has received
and reviewed the assisted living bill of rights;
(13) documentation of complaints received and
any resolution;
(14) a discharge summary, including service
termination notice and related documentation,
when applicable; and
(15) other documentation required under this
chapter and relevant to the resident's services or
status.

0 730

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the resident's record
included a discharge summary for one of one
discharged 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) and was issued at an
isolated scope (when problems are pervasive or
represent a systemic failure that has affected or
has the potential to affect a large portion or all of
the residents).

The findings include:
Minnesota Department of Health
STATE FORM 6899 GFRY11 If continuation sheet 7 of 18
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R1 was admitted on January 10, 2024, and
discharged on May 1, 2024.

R1's record lacked a discharge summary.

On May 21, 2024, at 2:00 p.m., clinical nurse
supervisor (CNS)-D provided a discharge
summary completed on May 21, 2024, after
initiation of the survey, by CNS-D. CNS-D stated
a discharge summary was not completed by the
discharging registered nurse who no longer
worked for the licensee. CNS-D stated they
completed the discharge summary once licensee
was requested to provide the discharge
summary, but one was not completed when R1
was discharged.

The licensee's Resident Record - Information and
Content policy dated August 2021, indicated a
discharge summary would be included in each
discharged resident's record.

No further information provided.

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

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

01640

(a) No later than 14 calendar days after the date
that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
include a signature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, if needed, based on

Minnesota Department of Health
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resident reassessment under subdivision 2. The
facility must provide information to the resident
about changes to the facility's fee for services
and how to contact the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities.
(c) The facility must implement and provide all
services required by the current service plan.
(d) The service plan and the revised service plan
must be entered into the resident record,
including notice of a change in a resident's fees
when applicable.
(e) Staff providing services must be informed of
the current written service plan.

01640

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the current service plan
included a signature or other authentication by
the licensee and resident or resident's
representative to document agreement of
services to be provided for one of three residents
(R2).

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

The findings include:

R2 was admitted on August 15, 2017, and began
receiving services under licensee's 144G
assisted living with dementia care license on

Minnesota Department of Health
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August 1, 2021.

01640

R2's Service Plan (Private) - Addendum to
Contract with effective date of February 23, 2024,
was provided by clinical nurse supervisor
(CNS)-D as R2's most current authenticated
service plan. The service plan indicated R2
received 27 billable services and had been
emailed by the licensee to R2's designated
representative for authentication.

R2's Service Plan (Private) - Addendum to
Contract with effective date of May 21, 2024, was
provided by CNS-D as R2's current service plan.
The service plan indicated R2 received 31 billable
services and indicated an increase in fees for
services provided.

On May 21, 2024, at 10:40 a.m., CNS-D stated
licensee had failed to authenticate the current
service plan when revisions to the service plan
occurred. CNS-D stated licensee had verbally
discussed the increase in service and fees for R2
with R2's designated representative, but
authentication from the licensee or the
designated representative was not obtained.

The licensee's Service Plan policy dated
September 2022, and Service Plan Modifications
policy dated August 2021, both indicated
authentication would be obtained each time a
resident's service plan had revisions or
modifications.

No further information provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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01910 Continued From page 10
01910 144G.71 Subd. 22 Disposition of medications
SS=D

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

01910

01910

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to provide documentation in the
resident's record regarding the disposition of
medication to include quantity and names of staff
and other individuals involved in the disposition of
medications for one of one discharged 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) and was issued at an
isolated scope (when problems are pervasive or
represent a systemic failure that has affected or
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has the potential to affect a large portion or all of
the residents).

01910

The findings include:

R1 was admitted on January 10, 2024, and
discharged on May 1, 2024.

R1's record lacked evidence of a disposition of
R1's medications.

On May 21, 2024, at 2:00 p.m., clinical nurse
supervisor (CNS)-D provided a discharge
summary completed on May 21, 2024, by CNS-D
and lacked a disposition of medications. CNS-D
stated the disposition of medications was not
completed by the discharging registered nurse
who no longer worked for the licensee. CNS-D
stated R1 had discharged to licensee's other
nursing home facility and all medications were
sent to the new facility, but a disposition of
medications not completed when R1 was
discharged.

The licensee's Medication Disposal policy dated
August 2021, indicated a disposition of
medications would be included in each
discharged resident's record.

No further information provided.

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

02170 144G.84 SERVICES FOR RESIDENTS WITH
SS=F DEMENTIA

02170

(b) Each resident must be evaluated for activities
according to the licensing rules of the facility. In
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02170 Continued From page 12

addition, the evaluation must address the
following:
(1) past and current interests;
(2) current abilities and skills;
(3) emotional and social needs and patterns;
(4) physical abilities and limitations;
(5) adaptations necessary for the resident to
participate; and
(6) identification of activities for behavioral
interventions.
(c) An individualized activity plan must be
developed for each resident based on their
activity evaluation. The plan must reflect the
resident's activity preferences and needs.
(d) A selection of daily structured and
non-structured activities must be provided and
included on the resident's activity service or care
plan as appropriate. Daily activity options based
on resident evaluation may include but are not
limited to:
(1) occupation or chore related tasks;
(2) scheduled and planned events such as
entertainment or outings;
(3) spontaneous activities for enjoyment or those
that may help defuse a behavior;
(4) one-to-one activities that encourage positive
relationships between residents and staff such as
telling a life story, reminiscing, or playing music;
(5) spiritual, creative, and intellectual activities;
(6) sensory stimulation activities;
(7) physical activities that enhance or maintain a
resident's ability to ambulate or move; and
(8) outdoor activities.

02170

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure each resident was
evaluated for activities and an individualized
activity plan contained all required content for
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three of three residents (R2, R3, R4).

02170

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:

R2, R3, and R4 were admitted on August 15,
2017, January 31, 2024, and December 30, 2022,
respectively.

On May 21, 2024, at 11:30 a.m., clinical nurse
supervisor (CNS)-D stated no resident would
have a completed activities evaluation in their
record. CNS-D stated licensee had recently hired
an activities director as part of licensee's quality
improvement plans but had not developed nor
implemented activities evaluations for residents.

The licensee's ALDC Life Enrichment Programs,
Activities & Outdoor Space policy dated
November 2022, indicated each resident would
have an evaluation with all required content and
an individualized activity plan would be developed
for each resident.

No further information provided.

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

02310 144G.91 Subd. 4 (a) Appropriate care and
SS=G services

Minnesota Department of Health
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02310 Continued From page 14 02310

(a) Residents have the right to care and assisted
living services that are appropriate based on the
resident's needs and according to an up-to-date
service plan subject to accepted health care
standards.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to provide care and
services according to acceptable health care
standards, medical or nursing standards for one
of two residents (R2) who utilized bed rails.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
issued at 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:

On May 21, 2024, at 7:00 a.m., surveyor noted
R2 had a hospital style adjustable bed with bed
rails in place. The bed rails were secured to the
frame of the bed and were in the up position.

R2 was admitted on August 15, 2017, under the
licensee's former comprehensive license and
began receiving assisted living services on
August 1, 2021. R2 admitted to hospice care
(end of life services) on April 7, 2023.

R2's Assessment As Of Date dated March 27,
2024, was identified by regional registered nurse

Minnesota Department of Health
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(RRN)-E as R2's most recent assessment. The
assessment indicated on page seven (7) of ten
(10), R2 had a standard bed frame and read, "No
bed adaptations are in place."

02310

R2's record lacked:
-assessment for use of hospital bed rails;
-documentation the licensee explained the risk
versus benefits of the bed rail usage with the
resident and/or the resident's representative; and
-documentation of the bed rail zones of
entrapment measurements.

On May 21, 2024, at 9:45 a.m., clinical nurse
supervisor (CNS)-D stated they were not aware
R2 had hospital style bed rails in place. CNS-D
was in the nursing station with unlicensed
personnel (ULP)-A and ULP-B. ULP-A stated R2's
hospice team brought in the bed rails sometime
last week. ULP-B repeated hospice brought in
and installed the bed rails last week. CNS-D
stated this was the first time they were hearing
about the bed rails and no assessment would
have been completed on the bed rails.

The Food and Drug Administration's (FDA) A
Guide to Bed Safety Bed Rails in Hospitals
Nursing Homes and Home Health Care dated
June 21, 2006, indicated the following
information: "Patients who have problems with
memory, sleeping, incontinence, pain,
uncontrolled body movement, or who get out of
bed and walk unsafely without assistance, must
be carefully assessed for the best ways to keep
them from harm, such as falling. Assessment by
the patient's health care team will help to
determine how best to keep the patient safe."

The Minnesota Department of Health (MDH)
website, Assisted Living Resources &
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02310 Continued From page 16

Frequently-Asked Questions (FAQs) last updated
April 3, 2024, indicated, "To ensure an individual
is an appropriate candidate for a bed rail, the
licensee must assess the individual's cognitive
and physical status as they pertain to the bed rail
to determine the intended purpose for the bed rail
and whether that person is at high risk for
entrapment or falls. This may include assessment
of the individual's incontinence needs, pain,
uncontrolled body movement or ability to transfer
in and out of bed without assistance. The
licensee must also consider whether the bed rail
has the effect of being an improper restraint."
Also included, "Documentation about a resident's
bed rails includes, but is not limited to:
- Purpose and intention of the bed rail;
- Condition and description (i.e., an area large
enough for a resident to become entrapped) of
the bed rail;
- The resident's bed rail use/need assessment;
- Risk vs. benefits discussion (individualized to
each resident's risks);
- The resident's preferences;
- Installation and use according to manufacturer's
guidelines;
- Physical inspection of bed rail and mattress for
areas of entrapment, stability, and correct
installation; and
- Any necessary information related to
interventions to mitigate safety risk or negotiated
risk agreements".
Additionally, the MDH website indicated for
hospital-style bed rails, the licensee must include
in their documentation, the bed rail
measurements and that the bed rail has not
shifted and is securely attached to the bed frame
per manufacturer recommendations.

02310

The licensee's Side Rails (term often used
interchangeably with bed rails) policy dated
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September 2022, indicated an assessment with
measurements, risk versus benefits discussion
with resident or designated representatives, and
consideration if side rails would act as a restraint
would be completed prior to the implementation
of any side rail. Additionally, the policy read, "the
policy shall be followed regardless of who owns
or is supplying the side rail."

02310

No further information provided.

TIME PERIOD FOR CORRECTION: Immediate

On May 21, 2024, the immediacy of the order
was removed, but noncompliance remained, and
the scope/level remain unchanged.
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Minnesota Department of Health
Environmental Health Division
3333 W. Division #212
St. Cloud
320-223-7300

Type:
Date:
Time:
Report:

Full
05/20/24
13:45:47
1041241127

Food  and Beverage  Establishment
Inspection  Report

Location:
Centracare- Lp Meadow Place
220 Centracare Drive
Long Prairie, MN56347
Todd County, 77

Establishment  Info:
ID #: 0037893
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 3207327208
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.

4-600 Cleaning  Equipment  and  Utensils
4-601.11C

MN Rule 4626.0840C Clean non-food contact surfaces of equipment and maintain free of accumulations of
dust, dirt, food residue, and other debris.
CLEAN GASKET ON THE WALK-IN COOLER DOOR TO REMOVE MOLD BUILD UP.
Comply By: 05/27/24

Surface  and  Equipment  Sanitizers
Quaternary Ammonia: = 200 PPM at Degrees Fahrenheit
Location: WIPING CLOTH BUCKET
Violation Issued: No

Hot Water: = at 161 Degrees Fahrenheit
Location: DISHWASHER FINAL RINSE CYCLE
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Walk-In Cooler
Temperature: 38 Degrees Fahrenheit - Location: SLICED TOMATOES
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
1



Type:
Date:
Time:

Full
05/20/24
13:45:47

Food  and Beverage  Establishment
Inspection  Report

Report: 1041241127
Centracare- Lp Meadow Place

Page 2

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

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1041241127 of 05/20/24.

Certified Food Protection Manager:BRENDA BAKKEN

Certification Number: 112804 Expires: 08/04/25

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Establishment Representative

Signed:
Linda Heinen
Public Health Sanitarian
St. Cloud
320-223-7306
Linda.Heinen@state.mn.us


