m DEPARTMENT
| OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

AMENDED

Electronically Delivered
December 12, 2023

Licensee

Rivers Edge Assisted Living
11 Minnesota Avenue South
Aitkin, MN 56431

RE: Project Number(s) SL32649015

Dear Licensee:

Please note: This letter amends the previous letter dated December 8, 2023. Specifically, this
notice corrects the language referring to the state correction orders. There were orders related to
the April 13, 2022, survey found not yet corrected during the follow-up survey conducted October
18, 2023.

On October 18, 2023, the Minnesota Department of Health (MDH) completed a follow-up survey of
your facility to determine correction of orders found on the survey completed on April 13, 2022. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the April 13, 2022 survey.

The Department of Health 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.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on April 13, 2022, found not corrected at the time of the October 18, 2023,
follow-up survey and/or subject to penalty assessment are as follows:

0620-Compliance With Requirements For Reporting Ma-144g.42 Subd. 6 (a) / 626.557, Subd. 3
0730-Contents Of Resident Record-144g.43 Subd. 3
1620-Initial Reviews, Assessments, And Monitoring-144g.70 Subd. 2 (c-E)

The details of the violations noted at the time of this follow-up survey completed on October 18, 2023
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.
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Also, at the time of this follow-up survey completed on October 18, 2023, we identified the following
violation(s):

0660-Tuberculosis Prevention And Control-144g.42 Subd. 9

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

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines based on the level and scope
of the violations; however, no immediate fines are assessed for this survey of your facility.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to
comply with the correction orders within the time period outlined on the state form; however, plans
of correction are not required to be submitted for approval.

IMPOSITION OF FINES:
Level 1: no fines or enforcement.

Level 2: a fine of $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.

CORRECTION ORDER RECONSIDERATION PROCESS

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

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is

substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.

Please email reconsideration requests to: Health.HRD.Appeals@state.mn.us. Please attach this letter
as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and
submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:
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Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

We urge you to review these orders carefully. If you have questions, please contact Paul Spencer: at
320-223-7329.

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

Sincerely,

o G _ence—

Paul Spencer, Supervisor

State Evaluation Team

Email: paul.spencer@state.mn.us

Telephone: 320-223-7329 Fax: 1-866-890-9290

HHH
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Electronically Delivered
December 8, 2023

Licensee

Rivers Edge Assisted Living
11 Minnesota Avenue South
Aitkin, MN 56431

RE: Project Number(s) SL32649015
Dear Licensee:

On October 18, 2023, the Minnesota Department of Health (MDH) completed a follow-up survey of your facility
to determine correction of orders found on the survey completed on April 13, 2022. This follow-up survey
determined your facility had corrected all of the state correction orders issued pursuant to the April 13, 2022
survey.

The Department of Health 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.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the last survey,
completed on April 13, 2022, found not corrected at the time of the October 18, 2023, follow-up survey and/or
subject to penalty assessment are as follows:

0620-Compliance With Requirements For Reporting Ma-144g.42 Subd. 6 (a) / 626.557, Subd. 3
0730-Contents Of Resident Record-144g.43 Subd. 3
1620-Initial Reviews, Assessments, And Monitoring-144g.70 Subd. 2 (c-E)

The details of the violations noted at the time of this follow-up survey completed on October 18, 2023 (listed
above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand column, e.g., {2 ----}
will identify the uncorrected tags.

Also, at the time of this follow-up survey completed on October 18, 2023, we identified the following
violation(s):

0660-Tuberculosis Prevention And Control-144g.42 Subd. 9
The details of the violation(s) noted at the time of this follow-up survey are delineated on the attached State
Form. Only the ID Prefix Tag in the left hand column without brackets will identify these state correction orders.

It is not necessary to develop a plan of correction.

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines based on the level and scope of the
violations; however, no immediate fines are assessed for this survey of your facility.

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023
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DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to comply with

the correction orders within the time period outlined on the state form; however, plans of correction are not
required to be submitted for approval.

IMPOSITION OF FINES:
Level 1: no fines or enforcement.
Level 2: a fine of S500 per violation, in addition to any enforcement mechanism authorized in

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

in §144G.20.
Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in

§144G.20.

CORRECTION ORDER RECONSIDERATION PROCESS

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

order receipt date.

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated with a
maltreatment determination by the Office of Health Facility Complaints. If maltreatment is substantiated, you
will receive a separate letter with the reconsideration process under Minn. Stat. § 626.557.

To submit a reconsideration request, please visit:

https://www.web.health.state.mn.us/form/HRD-Appeals-Form

We urge you to review these orders carefully. If you have questions, please contact Paul Spencer: at
320-223-73209.

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

Sincerely,

S G _Fence

Paul Spencer, Supervisor

State Evaluation Team

Email: paul.spencer@state.mn.us

Telephone: 320-223-7329 Fax: 1-866-890-9290

HHH
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On October 16, 2023, through October 18, 2023, The Minnesota Department of Health
the Minnesota Department of Health conducted a documents the State Correction Orders
licensing order follow-up related to correction using federal software. Tag numbers have
orders issued for survey SL32649015-4. been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
As per the Enforcement letter dated November assigned tag number appears in the far
22, 2023, the conditonal license is lifted. left column entitled "ID Prefix Tag." The
state statute number and the
The following correction order is issued: 0660. corresponding text of the state statute out
of compliance are listed in the "Summary
The following correction orders are re-issued: Statement of Deficiencies" column. This
0620, 0730, and 1620. column also includes the findings that are

In violation of the state requirement after
the statement, "This Minnesota
requirement is not met as evidenced by."
Following the Surveyors and/or
Investigators ' findings is the Time Period
for Correction.

Per Minnesota Statute §144G.30, Subd. 5
(c), the assisted living facilities must
document any action taken to comply with
the state correction order. A copy of the
provider ' s records documenting those
actions may be requested for follow-up
surveys and/or complaint investigations.

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 APLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPY AND LEVEL
ISSUED PURSUANT TO THE MINN.
STAT. § 144G.31, SUBDIVISION 2 and 3.
{0 115} 144G.10 Subd. 2 Licensure categories {0 115}
SS=F

(a) The categories in this subdivision are
established for assisted living facility licensure.
(1) The assisted living facility category is for
assisted living facilities that only provide assisted
living services.

(2) The assisted living facility with dementia care
category is for assisted living facilities that
provide assisted living services and dementia
care services. An assisted living facility with
dementia care may also provide dementia care
services in a secured dementia care unit.

(b) An assisted living facility that has a secured
dementia care unit must be licensed as an
assisted living facility with dementia care.

This MN Requirement is not met as evidenced
by:
Not Assessed

{0 250} 144G.20 Subdivision 1 Conditions {0 250}
SS=F
(a) The commissioner may refuse to grant a
provisional license, refuse to grant a license as a
result of a change in ownership, refuse to renew
a license, suspend or revoke a license, or impose
a conditional license if the owner, controlling
individual, or employee of an assisted living
facility:

(1) is in violation of, or during the term of the
license has violated, any of the requirements in
this chapter or adopted rules;

Minnesota Department of Health
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(2) permits, aids, or abets the commission of any
lllegal act in the provision of assisted living
Services;

(3) performs any act detrimental to the health,
safety, and welfare of a resident;

(4) obtains the license by fraud or
misrepresentation;

(5) knowingly makes a false statement of a
material fact in the application for a license or in
any other record or report required by this
chapter;

(6) denies representatives of the department
access to any part of the facility's books, records,
files, or employees;

(7) interferes with or impedes a representative of
the department in contacting the facility's
residents;

(8) interferes with or impedes ombudsman
access according to section 256.9742,
subdivision 4, or interferes with or impedes
access by the Office of Ombudsman for Mental
Health and Developmental Disabilities according
to section 245.94, subdivision 1;

(9) interferes with or impedes a representative of
the department in the enforcement of this chapter
or fails to fully cooperate with an inspection,
survey, or investigation by the department;

(10) destroys or makes unavailable any records
or other evidence relating to the assisted living
facility's compliance with this chapter;

(11) refuses to initiate a background study under
section 144.057 or 245A.04;

(12) fails to timely pay any fines assessed by the
commissioner;

(13) violates any local, city, or township ordinance
relating to housing or assisted living services;
(14) has repeated incidents of personnel
performing services beyond their competency
level: or

Minnesota Department of Health
STATE FORM 6899 NHRK15 If continuation sheet 3 of 26
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(15) has operated beyond the scope of the
assisted living facility's license category.

(b) A violation by a contractor providing the
assisted living services of the facility is a violation
by the facility.

This MN Requirement is not met as evidenced
by:
Not assessed.

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

(13) offer to provide or make available at least the
following services to residents:
(B) food must be prepared and served according

to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:
Not Assessed

{0 620} 144G.42 Subd. 6 (a) / 626.557, Subd. 3 {0 620}
SS=D | Compliance with requirements for reporting ma

(a) The assisted living facility must comply with
the requirements for the reporting of
maltreatment of vulnerable adults in section
626.557. The facility must establish and
implement a written procedure to ensure that all
cases of suspected maltreatment are reported.

The requirement in Minnesota Statute section
626.557, Subd. 3 is:

(a) A mandated reporter who has reason to
believe that a vulnerable adult is being or has
been maltreated, or who has knowledge that a
vulnerable adult has sustained a physical injury

Minnesota Department of Health
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which is not reasonably explained shall
immediately report the information to the
common entry point. If an individual is a
vulnerable adult solely because the individual is
admitted to a facility, a mandated reporter is not
required to report suspected maltreatment of the
individual that occurred prior to admission,
unless:

(1) the individual was admitted to the facility from
another facility and the reporter has reason to
believe the vulnerable adult was maltreated in the
previous facility; or

(2) the reporter knows or has reason to believe
that the individual is a vulnerable adult as defined
In section 626.5572, subdivision 21, paragraph
(a), clause (4).

(b) A person not required to report under the
provisions of this section may voluntarily report as
described above.

(c) Nothing in this section requires a report of
known or suspected maltreatment, if the reporter
knows or has reason to know that a report has
been made to the common entry point.

(d) Nothing in this section shall preclude a
reporter from also reporting to a law enforcement
agency.

(e) A mandated reporter who knows or has
reason to believe that an error under section
626.5572, subdivision 17, paragraph (c), clause
(5), occurred must make a report under this
subdivision. If the reporter or a facility, at any time
believes that an investigation by a lead
investigative agency will determine or should
determine that the reported error was not neglect
according to the criteria under section 626.5572,
subdivision 17, paragraph (c), clause (5), the
reporter or facility may provide to the common
entry point or directly to the lead investigative
agency information explaining how the event

Minnesota Department of Health
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meets the criteria under section 626.5572,
subdivision 17, paragraph (c), clause (5). The
lead investigative agency shall consider this
Information when making an initial disposition of
the report under subdivision 9c.

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to report suspected maltreatment
to the Minnesota Adult Abuse Reporting Center
(MAARC) within 24-hours for two of four residents
(R1 and R2).

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

R1's diagnoses included dementia and anxiety
disorder. R1's service plan dated September 19,
2023, indicated R1 received behavior
management for flight risk, used a wander guard,
and had safety checks.

R1's assessment dated September 19, 2023,
Indicated R1 needed an escort to meals and
activities due to weakness and risk for falls, and
was not safe to be out in the community alone
due to blindness and cognitive impairment. One
section of the assessment indicated R1 was at
risk for elopement and had attempts of leaving
the building. Another section of the assessment
Minnesota Department of Health

STATE FORM 6899 NHRK15 If continuation sheet 6 of 26




PRINTED: 12/08/2023

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
R
32649 B. WING 10/18/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
11 MINNESOTA AVENUE SOUTH
RIVERS EDGE ASSISTED LIVING
AITKIN, MN 56431
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

{0620} | Continued From page 6 {0 620}

indicated R1 wandered in other resident's rooms,
had not wandered, or left the building, had
attempted to go out the front door, and had been
found standing at the front of the building
entrance. R1's assessment dated October 3,
2023, indicated the same information.

An incident report dated June 2, 2023, indicated
R1 had a fall when he got outside the building
and was found at the bank. The incident report
indicated 911 was not called. The incident report
iIndicated actions taken to prevent future falls
were to increase safety checks, increased
cameras in the facility, continue to search for
alternative placement for R1, inquire about
wander guard system, and flight risk behavior
monitoring.

A Minnesota Adult Abuse Reporting Center
(MAARC) document provided by registered nurse
(RN)-D indicated the June 2, 2023, incident was
reported on June 6, 2023, at 1:56 p.m.

A progress note dated July 20, 2023, at 10:58
a.m., indicated R1 had an episode in past week
of walking outside of the building independently.
The same document indicated staff member(s)
were able to direct R1 back into the building
without incident. The note indicated further
information/investigation was pending.

A progress note dated July 20, 2023, at 3:23
p.m., indicated R1 was standing outside the front
door approximately 10 feet from the door. R1 told
staff he was getting a different view and returned
inside the building without issue.

A progress note dated September 14, 2023, at
9:17 a.m., indicated R1 had an elopement
attempt and was found in the entryway beyond
Minnesota Department of Health
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the first door. Staff redirected R1 back into the
facility.

An incident report dated September 28, 2023,
indicated staff was alerted by the wander guard
alarm R1 had left the building. R1 was found in
the parking lot.

A Minnesota Adult Abuse Reporting Center
(MAARC) document provided by RN-A indicated
the September 28, 2023, incident was reported
on October 4, 2023, at 5:32 p.m.

R2

R2's diagnoses included morbid obesity,
depression, diabetes mellitus type 2, and
congestive heart failure. R2's service plan last
updated September 19, 2023, indicated R2 was
vulnerable for mobility and transfers

R2's assessment dated February 7, 2023,
Indicated R2 needed assistance for bed mobility
and a mechanical lift EZ stand (stand-to-transfer
assist device) to transfer due to weakness. This
same assessment indicated R2 was
non-ambulatory.

A Minnesota Adult Abuse Report dated
September 19, 2023, indicated the facility had
called in a report of fall from lift and possibly two
falls. These falls were to have happened back in
February and/or March of 2023 and had not
previously been reported or documented in the
facility.

An incident reported dated September 28, 2023,
at 1:00 p.m., indicated that approximately six
months beforehand facility staff member(s)
transferred R2 with the EZ stand from bed to
Minnesota Department of Health
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wheelchair when the sling slipped from the
machine and fell to the floor with R2 landing on
his right side. The report indicated the nurse was
notified, checked R2 for injuries, and a Hoyer lift
was used to transfer resident from floor to bed.
This same document indicated the EZ stand was
missing a safety latch on the side that had
released. The same document indicated this
event should have been reported as a MAARC
report at the time it occurred approximately six
months later.

An incident documentation form dated October 2,
2023, indicated on September 27, 2023, a staff
member may have abused R2 by transferring him
roughly. The same document indicated a staff
member may abused a resident by yelling and
swearing at him and threatening to withhold
snacks.

A Minnesota Adult Abuse Reported dated
September 30, 2023, indicated an incident
occurred on September 27, 2023, of suspected
abuse.

A review of R2's facility progress notes did not
identify documentation regarding the incidents
from February, March, nor September of 2023.

During an interview on October 17, 2023, at 3:00
p.m., the assisted living director in residency
(ALDIR), who is also a registered nurse, stated
on admission she performed the first transfer with
the facility EZ Stand (stand-assist lift) and a
medium transfer sling. The ALDIR stated she
completed the first transfer and completed an
assessment at that time. The ALDIR stated the
assessment was included in the comprehensive
assessment. The ALDIR stated she was not
aware of the missing clip on the stand during the
Minnesota Department of Health
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assessment. The ALDIR stated the facility used
R2's weight provided by the discharging hospital.

During the same interview, the ALDIR stated
regarding the fall which occurred in February or
March of 2023, she did not complete an incident
report as she thought the unlicensed personnel
(ULP) had completed one. The ALDIR stated the
ULPs informed her of the fall [the facility
employed her as a nurse during that time] and R2
was not injured and did not require medical
attention.

During the same interview, the ALDIR stated
there was a recent event involving an ULP being
rough during transfers, cursing at the resident,
and threatening to withhold a snack. The ALDIR
stated the incident happened on a Monday night
and the ALDIR was told about it on Thursday and
was not reported to MAARC until Saturday. The
ALDIR stated one ULP stated it happened and
one stated it did not. The ALDIR stated she did
complete a MAARC report after she had been
instructed to do so.

During an interview on October 18, 2023 at 1:53
p.m., RN-A stated she started with the facility as a
consultant in July 2023. RN-A stated that in
September 2023 R2 told her about the two falls
which had occurred in the past. RN-A stated R2
said one fall occurred while using the EZ stand
when he fell to the ground and landed on his
tailbone which caused him soreness. The other
fall involved being lowered to the ground. RN-A
stated when she reviewed R2's medical record
she could not find documentation regarding these
events nor that they had been reported to
MAARC. RN-A stated she determined the first fall
occurred around February 20, 2023. RN-A stated
she determined the second fall occurred in March
Minnesota Department of Health
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2023 in which R2 "buckled" and needed to be
lowered quickly to the floor. RN-A stated the
facility did not have records or logs regarding
equipment maintenance. RN-A stated she
learned about the potential abuse of R2 after
returning from a vacation and learned the alleged
incident occurred a few days earlier. RN-A stated
she contacted the ALDIR who said she had
interviewed those involved but had not done a
MAARC report.

The licensee's 2.44 VVulnerable Adult
Maltreatment - Prevention & Reporting policy
dated August 1, 2021, indicated the licensee
educate staff how to report suspected
maltreatment internally and to the MAARC. Staff
who suspect maltreatment of a resident or who
has knowledge of abuse, financial exploitation,
neglect, or a resident who has sustained a
physical injury which is not reasonably explained,
are to take immediate action to protect, or keep
safe, the resident affected. The policy indicated
such report must be made no later than 24 hours
after first suspected.

{0630} 144G.42 Subd. 6 (b) Compliance with {0 630}
SS=F | requirements for reporting ma

(b) The facility must develop and implement an
individual abuse prevention plan for each
vulnerable adult. The plan shall contain an
individualized review or assessment of the
person's susceptibility to abuse by another
individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes

Minnesota Department of Health
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self-abuse.

This MN Requirement is not met as evidenced
by:
Not Assessed

0660| 144G.42 Subd. 9 Tuberculosis prevention and 0 660
SS=F | control

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

(b) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement is not met as evidenced
by:

Based on interview and document review, the
licensee failed to establish and maintain a
comprehensive tuberculosis (TB) infection control
prevention program according to the most current
guidelines issued by the Centers for Disease
Control (CDC), including testing for the presence
of the infection with a two-step tuberculin skin test
(TST) or single TB blood test, for one of three
employees (licensed practical nurse (LPN)-B).
This could affect all residents, staff members,
and viistors.

Minnesota Department of Health
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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).

Finding include:

LPN-B
LPN-B was hired on July 10, 2023.

LPN-B's employee record included a document
labeled "T-SPOT.TB" which indicated "a negative
test result does not exclude the possibility of
exposure to or infection with Mycobacterium
tuberculosis." The document further indicated
results from T-SPOT.TB testing must be used in
conjunction with each individual's epidemiological
history, current medical status, and results of
other diagnostic evaluations.”

A review of LPN-B's employee record did not
identify a baseline TB screening or testing for the
presence of TB infection.

During interview on October 16, 2023, at 12:45
p.m., registered nurse (RN)-A stated LPN-B did

not have a baseline screening in her employee
file. RN-A further stated she did not know what

the T-SPOT.TB diagnostic document was.

The licensee policy 8.16 Tuberculosis Screening,
dated August 1, 2021, indicated staff whose
essential job functions require work within the
same air space of home care clients will be

Minnesota Department of Health
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screened and tested for tuberculosis prior to the
staff being exposed to clients.

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

{0 730} 144G .43 Subd. 3 Contents of resident record {0 730}
SS=D
Contents of a resident record include the
following for each resident:

(1) identifying information, including the resident's
name, date of birth, address, and telephone
number;

(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and designated representative;
(3) names, addresses, and telephone numbers of
the resident's health and medical service
providers, if known;

(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records;

(5) the resident's advance directives, if any;

(6) copies of any health care directives,
guardianships, powers of attorney, or
conservatorships;

(7) the facility's current and previous
assessments and service plans;

(8) all records of communications pertinent to the
resident’'s services;

(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;

(10) documentation of incidents involving the
resident and actions taken in response to the

Minnesota Department of Health
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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.

This MN Requirement is not met as evidenced
by:

Based on interview, and record review the
licensee failed to ensure documentation of
iIncidents involving the resident and actions taken
In response to the needs of the resident were
completed 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 admitted on February 6, 2023. R2's diagnosis
iIncluded morbid obesity, depression, diabetes
mellitus Type 2, and congestive heart failure.

Minnesota Department of Health
STATE FORM 6899 NHRK15 If continuation sheet 15 of 26



PRINTED: 12/08/2023

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
R
32649 B. WING 10/18/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
11 MINNESOTA AVENUE SOUTH
RIVERS EDGE ASSISTED LIVING
AITKIN, MN 56431
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

{0 730} | Continued From page 15 {0 730}

Review of R2's facility progress notes lack
documentation of three incidents involving R2
which included two separate incidents relating to
falls from the EZ Stand and one incident of verbal
abuse from an unlicensed staff.

During an interview on October 16, 2023, at 8:15
a.m., registered nurse (RN)-A stated occurrences
and incidents are to be documented, investigated,
interviews completed, and an appropriate action
would follow. RN-A stated if the facility cannot
make a determination within 24 hours a report will
be sent into the Minnesota Adult Abuse Reporting
Center (MAARC) and the facility would continue
with their internal investigation.

During an interview on October 16, 2023, at 12:45
p.m., assisted living director in residency
(ALDIR)-D stated when R2 fell out of the EZ
Stand a report was not completed as ALDIR-D
understand the ULP who witnessed the fall would
complete a report.

Review of facility incident forms for R2 indicated
no documentation had been completed and it was
not until September 28, 2023, at 1 p.m. when a
iIncident report was completed for fall from the EZ
stand when transferring which occurred
approximately the week of February 20, 2023.

Review of facility incident forms for R2, indicated
no documentation or incident report was
completed for incident when resident slide out of
the EZ stand sometime in March of 2023.

Review of facility incident forms for R2, indicated
on October 2, 2023, the ALDIR-D completed an
incident documentation form for an alleged verbal
abuse that occurred on September 27, 2023.

Minnesota Department of Health
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The licensee's 2.25 Incident Report policy dated
January 1, 2023, indicated any incident involving
a resident must be reported to management and
an incident report form should be completed to
document what happened. The policy indicated
all incident reports related to residents will be
kept in their records.

{g§38} 144G.50 Subd. 2 (d-e; 1-4) Contract information | {0 930}
(d) The contract must include a description of the
facility's complaint resolution process available to
residents, including the name and contact
iInformation of the person representing the facility
who is designated to handle and resolve
complaints.

(e) The contract must include a clear and
conspicuous notice of:

(1) the right under section 144G.54 to appeal the
termination of an assisted living contract;

(2) the facility's policy regarding transfer of
residents within the facility, under what
circumstances a transfer may occur, and the
circumstances under which resident consent is
required for a transfer;

(3) contact information for the Office of
Ombudsman for Long-Term Care, the
Ombudsman for Mental Health and
Developmental Disabilities, and the Office of
Health Facility Complaints;

(4) the resident's right to obtain services from an
unaffiliated service provider;

This MN Requirement is not met as evidenced
by:
Not Assessed

{0 940} 144G.50 Subd. 2 (e; 5-7) Contract information {0 940}
SS=C
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(5) a description of the facility's policies related to
medical assistance waivers under chapter 256S
and section 256B.49 and the housing support
program under chapter 2561, including:

(i) whether the facility is enrolled with the
commissioner of human services to provide
customized living services under medical
assistance waivers;

(i) whether the facility has an agreement to
provide housing support under section 2561.04,
subdivision 2, paragraph (b);

(i) whether there is a limit on the number of
people residing at the facility who can receive
customized living services or participate in the
housing support program at any point in time. If
so, the limit must be provided;

(iv) whether the facility requires a resident to pay
privately for a period of time prior to accepting
payment under medical assistance waivers or the
housing support program, and if so, the length of
time that private payment is required;

(v) a statement that medical assistance waivers
provide payment for services, but do not cover
the cost of rent;

(vi) a statement that residents may be eligible for
assistance with rent through the housing support
program; and

(vii) a description of the rent requirements for
people who are eligible for medical assistance
waivers but who are not eligible for assistance
through the housing support program;

(6) the contact information to obtain long-term
care consulting services under section
256B.0911; and

(7) the toll-free phone number for the Minnesota
Adult Abuse Reporting Center.

This MN Requirement is not met as evidenced
by:

Not Assessed

Minnesota Department of Health
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{01530} 144G .64 TRAINING IN DEMENTIA CARE {01530}

SS=D | REQUIRED

(a) All assisted living facilities must meet the
following training requirements:

(1) supervisors of direct-care staff must have at
least eight hours of initial training on topics
specified under paragraph (b) within 120 working
hours of the employment start date, and must
have at least two hours of training on topics
related to dementia care for each 12 months of
employment thereafter;

(2) direct-care employees must have completed
at least eight hours of initial training on topics
specified under paragraph (b) within 160 working
hours of the employment start date. Until this
initial training is complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care and who can act as a resource
and assist if issues arise. A trainer of the
requirements under paragraph (b) or a supervisor
meeting the requirements in clause (1) must be
available for consultation with the new employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

This MN Requirement is not met as evidenced
by:
Not Assessed

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

(c) Resident reassessment and monitoring must

Minnesota Department of Health
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be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.

(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.

(e) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever is earlier.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and document
review, the licensee failed to ensure resident
assessments provided clear directions for
resident cares for two of three residents (R1 and
R4).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at an
iIsolated 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).

Minnesota Department of Health
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The findings include:

R1

R1's diagnoses included dementia and anxiety
disorder. R1's service plan dated September 19,
2023, indicated R1 received behavior
management for flight risk, used a wander guard,
and had safety checks.

R1's assessment dated September 19, 2023,
Indicated R1 needed an escort to meals and
activities due to weakness and risk for falls, and
was not safe to be out in the community alone
due to blindness and cognitive impairment. One
section of the assessment indicated R1 was at
risk for elopement and had attempts of leaving
the building. Another section of the assessment
Indicated R1 wandered in other resident's rooms,
had not wandered, or left the building, had
attempted to go out the front door, and had been
found standing at the front of the building
entrance. R1's assessment dated October 3,
2023, indicated the same information.

An incident report dated June 2, 2023, indicated
R1 had a fall when he had gotten out of the
building and was found at the bank. The incident
report indicated 911 was not called.

A progress note dated July 20, 2023, at 10:58
a.m., indicated R1 had an episode in past week
of walking outside of the building independently.
Staff were able to direct R1 back into the building
without incident.

A progress note dated July 20, 2023, at 3:23
p.m., indicated R1 was standing outside the front
door approximately 10 feet from the door. R1 told
staff he was getting a different view and returned
Minnesota Department of Health
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inside the building without issue.

A progress note dated September 14, 2023, at
9:17 a.m., indicated R1 had an elopement
attempt and was found in the entryway beyond
the first door. Staff redirected R1 back into the
facility.

An incident report dated September 28, 2023,
iIndicated staff was alerted by the wander guard
alarm R1 had left the building. R1 was found in
the parking lot.

R4

R4's diagnoses included Diabetes Mellitus Type Il
and memory deficit. R4's unsigned service plan
dated October 17, 2023, indicated R4 received
flight risk behavior management, safety checks,
and used a wander guard.

R4's assessment dated August 28, 2023,
indicated R4 walked independently with the use
of a walker and needed escorts to meals and
activities due to cognitive impairments. The
assessment indicated R4 was at risk for
elopement and had left the facility with her
nusband in April 2021, before he passed away.
lowever, R4 asked about her husband and said
she wanted to go home on May 15, 2023, and
May 16, 2023, and asked about her vehicle on
May 17, 2023. The assessment further indicated
R4 does not wander throughout the facility and
when she is escorted to an area, she usually
stays there until staff escort her to another area.

R4's progress note, dated September 6, 2023, at
1:09 p.m., indicated RN-A spoke with R4's family
member to inform them R4 was at risk of
elopement. RN-A told R4's family member they
would be implementing the use of a wander
Minnesota Department of Health
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{01620} | Continued From page 22 {01620}
guard.

During observation on October 16, 2023, at 1:00
p.m., R4 entered the office the surveyors were
occupying, ambulating without a walker, and sat
down in a chair at the table with the surveyors. R4
began having unintelligible (impossible to
understand) conversation with the surveyors. R4
remained in the office for over 30 minutes before
a staff member entered the office and took R4
down the hall to a music activity. Following the
completion of the music activity R4 returned to
the office, again ambulating without a walker, and
sat down with the surveyors again. R4 was in the
office for approximately 5 minutes before LPN-B
entered the office and took R4 down the hall.

During an interview on October 17, 2023, at 2:37
p.m., RN-D stated RN-D stated she did not
complete either of R1's assessment. RN-D stated
95 % of the time R4 does not wander throughout
the building. RN-D also stated she knew R4 came
down to visit the surveyors yesterday.

During an interview on October 18, 2023, at 1:50
p.m., RN-D stated about 95% of the time R4
stays with staff, only goes between the dining
room and activity room. RN-D stated R4 really
does not wander around the building.

The licensee 6.01 Assessments, Reviews &
Monitoring policy dated August 1, 2021, indicated
resident monitoring and review must be
conducted as needed based on changes in the
needs of the resident.

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

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

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

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

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

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

This MN Requirement is not met as evidenced
by:
Not Assessed

{03000} 626.557 Subd. 3 DO NOT USE / Timing of report | {03000}
SS=D

(a) A mandated reporter who has reason to
believe that a vulnerable adult is being or has
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been maltreated, or who has knowledge that a
vulnerable adult has sustained a physical injury
which is not reasonably explained shall
iImmediately report the information to the
common entry point. If an individual is a
vulnerable adult solely because the individual is
admitted to a facility, a mandated reporter is not
required to report suspected maltreatment of the
individual that occurred prior to admission,
unless:

(1) the individual was admitted to the facility from
another facility and the reporter has reason to
believe the vulnerable adult was maltreated in the
previous facility; or

(2) the reporter knows or has reason to believe
that the individual is a vulnerable adult as defined
In section 626.5572, subdivision 21, paragraph
(a), clause (4).

(b) A person not required to report under the
provisions of this section may voluntarily report as
described above.

(c) Nothing in this section requires a report of
known or suspected maltreatment, if the reporter
knows or has reason to know that a report has
been made to the common entry point.

(d) Nothing in this section shall preclude a
reporter from also reporting to a law enforcement
agency.

(e) A mandated reporter who knows or has
reason to believe that an error under section
626.5572, subdivision 17, paragraph (c), clause
(5), occurred must make a report under this
subdivision. If the reporter or a facility, at any time
believes that an investigation by a lead
Investigative agency will determine or should
determine that the reported error was not neglect
according to the criteria under section 626.5572,
subdivision 17, paragraph (c), clause (5), the
reporter or facility may provide to the common
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entry point or directly to the lead investigative
agency information explaining how the event
meets the criteria under section 626.5572,
subdivision 17, paragraph (c), clause (5). The
lead investigative agency shall consider this
information when making an initial disposition of
the report under subdivision 9c.

This MN Requirement is not met as evidenced
by:
RE-ISSUE under 0620
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On October 16, 2023, through October 18, 2023, The Minnesota Department of Health
the Minnesota Department of Health conducted a documents the State Correction Orders
licensing order follow-up related to correction using federal software. Tag numbers have
orders issued for survey SL32649015-4. been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
As per the Enforcement letter dated November assigned tag number appears in the far
22, 2023, the conditonal license is lifted. left column entitled "ID Prefix Tag." The
state statute number and the
The following correction order is issued: 0660. corresponding text of the state statute out
of compliance are listed in the "Summary
The following correction orders are re-issued: Statement of Deficiencies" column. This
0620, 0730, and 1620. column also includes the findings that are

In violation of the state requirement after
the statement, "This Minnesota
requirement is not met as evidenced by."
Following the Surveyors and/or
Investigators ' findings is the Time Period
for Correction.

Per Minnesota Statute §144G.30, Subd. 5
(c), the assisted living facilities must
document any action taken to comply with
the state correction order. A copy of the
provider ' s records documenting those
actions may be requested for follow-up
surveys and/or complaint investigations.

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 APLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPY AND LEVEL
ISSUED PURSUANT TO THE MINN.
STAT. § 144G.31, SUBDIVISION 2 and 3.
0660| 144G.42 Subd. 9 Tuberculosis prevention and 0 660

SS=F | control

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

(b) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement is not met as evidenced
by:

Based on interview and document review, the
licensee failed to establish and maintain a
comprehensive tuberculosis (TB) infection control
prevention program according to the most current
guidelines issued by the Centers for Disease
Control (CDC), including testing for the presence
of the infection with a two-step tuberculin skin test
(TST) or single TB blood test, for one of three
employees (licensed practical nurse (LPN)-B).
This could affect all residents, staff members,
and viistors.

Minnesota Department of Health
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0660 | Continued From page 2 0 660

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).

Finding include:

LPN-B
LPN-B was hired on July 10, 2023.

LPN-B's employee record included a document
labeled "T-SPOT.TB" which indicated "a negative
test result does not exclude the possibility of
exposure to or infection with Mycobacterium
tuberculosis." The document further indicated
results from T-SPOT.TB testing must be used in
conjunction with each individual's epidemiological
history, current medical status, and results of
other diagnostic evaluations.”

A review of LPN-B's employee record did not
identify a baseline TB screening or testing for the
presence of TB infection.

During interview on October 16, 2023, at 12:45
p.m., registered nurse (RN)-A stated LPN-B did

not have a baseline screening in her employee
file. RN-A further stated she did not know what

the T-SPOT.TB diagnostic document was.

The licensee policy 8.16 Tuberculosis Screening,
dated August 1, 2021, indicated staff whose
essential job functions require work within the
same air space of home care clients will be

Minnesota Department of Health
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screened and tested for tuberculosis prior to the
staff being exposed to clients.

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

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

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.

(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.

(e) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever is earlier.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and document
review, the licensee failed to ensure resident
assessments provided clear directions for
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{01620} | Continued From page 4 {01620}
resident cares for two of three residents (R1 and
R4).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at an
iIsolated 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

R1's diagnoses included dementia and anxiety
disorder. R1's service plan dated September 19,
2023, indicated R1 received behavior
management for flight risk, used a wander guard,
and had safety checks.

R1's assessment dated September 19, 2023,
indicated R1 needed an escort to meals and
activities due to weakness and risk for falls, and
was not safe to be out in the community alone
due to blindness and cognitive impairment. One
section of the assessment indicated R1 was at
risk for elopement and had attempts of leaving
the building. Another section of the assessment
indicated R1 wandered in other resident's rooms,
had not wandered, or left the building, had
attempted to go out the front door, and had been
found standing at the front of the building
entrance. R1's assessment dated October 3,
2023, indicated the same information.

An incident report dated June 2, 2023, indicated
R1 had a fall when he had gotten out of the
building and was found at the bank. The incident
report indicated 911 was not called.

Minnesota Department of Health
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A progress note dated July 20, 2023, at 10:58
a.m., indicated R1 had an episode in past week
of walking outside of the building independently.
Staff were able to direct R1 back into the building
without incident.

A progress note dated July 20, 2023, at 3:23
p.m., indicated R1 was standing outside the front
door approximately 10 feet from the door. R1 told
staff he was getting a different view and returned
inside the building without issue.

A progress note dated September 14, 2023, at
9:17 a.m., indicated R1 had an elopement
attempt and was found in the entryway beyond
the first door. Staff redirected R1 back into the
facility.

An incident report dated September 28, 2023,
indicated staff was alerted by the wander guard
alarm R1 had left the building. R1 was found in
the parking lot.

R4

R4's diagnoses included Diabetes Mellitus Type Il
and memory deficit. R4's unsigned service plan
dated October 17, 2023, indicated R4 received
flight risk behavior management, safety checks,
and used a wander guard.

R4's assessment dated August 28, 2023,
indicated R4 walked independently with the use
of a walker and needed escorts to meals and
activities due to cognitive impairments. The
assessment indicated R4 was at risk for
elopement and had left the facility with her
husband in April 2021, before he passed away.
However, R4 asked about her husband and said
she wanted to go home on May 15, 2023, and
Minnesota Department of Health
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May 16, 2023, and asked about her vehicle on
May 17, 2023. The assessment further indicated
R4 does not wander throughout the facility and
when she is escorted to an area, she usually
stays there until staff escort her to another area.

R4's progress note, dated September 6, 2023, at
1:09 p.m., indicated RN-A spoke with R4's family
member to inform them R4 was at risk of
elopement. RN-A told R4's family member they
would be implementing the use of a wander
guard.

During observation on October 16, 2023, at 1:00
p.m., R4 entered the office the surveyors were
occupying, ambulating without a walker, and sat
down in a chair at the table with the surveyors. R4
began having unintelligible (impossible to
understand) conversation with the surveyors. R4
remained in the office for over 30 minutes before
a staff member entered the office and took R4
down the hall to a music activity. Following the
completion of the music activity R4 returned to
the office, again ambulating without a walker, and
sat down with the surveyors again. R4 was in the
office for approximately 5 minutes before LPN-B
entered the office and took R4 down the hall.

During an interview on October 17, 2023, at 2:37
p.m., RN-D stated RN-D stated she did not
complete either of R1's assessment. RN-D stated
95 % of the time R4 does not wander throughout
the building. RN-D also stated she knew R4 came
down to visit the surveyors yesterday.

During an interview on October 18, 2023, at 1:50
p.m., RN-D stated about 95% of the time R4
stays with staff, only goes between the dining
room and activity room. RN-D stated R4 really
does not wander around the building.

Minnesota Department of Health
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The licensee 6.01 Assessments, Reviews &
Monitoring policy dated August 1, 2021, indicated
resident monitoring and review must be
conducted as needed based on changes in the
needs of the resident.
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STATE FORM 6899 NHRK15 If continuation sheet 8 of 8



DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
June 1, 2023

Licensee

Rivers Edge Assisted Living
11 Minnesota Avenue South
Aitkin, MN 56431

RE: Project Number(s) SL32649015
Dear Licensee:

On April 18, 2023, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on January 24, 2023. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the January 24, 2023 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey completed on January 24, 2023, found not corrected at the time of the April 18, 2023,
follow-up survey and/or subject to penalty assessment are as follows:

0820-Fire Protection And Physical Environment-144g.45 Subd. 2 (g) = $500.00

The details of the violations noted at the time of this follow-up survey completed on April 18, 2023
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

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.

Also, at the time of this follow-up survey completed on April 18, 2023, we identified the following
violation(s):

0470-Minimum Requirements-144g.41 Subdivision 1

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

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

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



Rivers Edge Assisted Living
June 1, 2023
Page 2

of correction are not required to be submitted for approval.

IMPOSITION OF FINES:
Level 1: no fines or enforcement.
Level 2: a fine of S500 per violation, in addition to any enforcement mechanism authorized in
§144G.20 for widespread violations;

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

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§144G.20.

CORRECTION ORDER RECONSIDERATION PROCESS

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

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.

Please email reconsideration requests to: Health.HRD.Appeals@state.mn.us. Please attach this
letter as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting
and submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

REQUESTING A HEARING

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

We urge you to review these orders carefully. If you have questions, please contact Paul Spencer at
651-587-4460.

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

Sincerely,

Paul Spencer, Supervisor

State Rapid Response Team

Email: paul.spencer@state.mn.us
Telephone: 651-587-4460 Fax: 651-215-6894

PMB
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AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the far
144G .08 to 144G.95, these correction orders are left column entitled "ID Prefix Tag.” The
Issued pursuant to a survey. state Statute number and the
corresponding text ofthe state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies” column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
fallure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators ' findings Is the
Time Period for Correction.
INITIAL COMMENTS:
#S5L32649015 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On April 18, 2023, the Minnesota Department of STATES,"PROVIDER'S PLAN OF
Health conducted licensing order follow-up CORRECTION." THIS APPLIES TO
related to correction orders issued for FEDERAL DEFICIENCIES ONLY. THIS
#SL.32649015. WILL APPEAR ON EACH PAGE.
At the time of the survey, there were 35 residents THERE IS NO REQUIREMENT TO
receiving services. The following correction SUBMIT A PLAN OF CORRECTION FOR
orders are re-issued for #5L.32649015, tag VIOLATIONS OF MINNESOTA STATE
identification 0620, 0730, 0810,1620, and 3000. STATUTES.
The following additional correction orders are THE LETTER IN THE LEFT COLUMN IS
Issued for #50L.32649015, 0470 and 0820. Please USED FOR TRACKING PURPOSES AND
see the proceeding form. REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
{0 115}/ 144G .10 Subd. 2 Licensure categories {0 115}
SS=F
(a) The categories In this subdivision are
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