
    

P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s   

Electronically Delivered

May 10, 2024

Licensee
Arbor Garden Place
535 Canyon Drive Northwest
Eyota, MN  55934

RE:  Project Number(s) SL30217016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on April 24, 2024, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

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

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

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.

The correction order documentation should include the following:

� Identify how the area(s) of noncompliance was corrected related to the
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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

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,

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

HHH
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******ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

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

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

INITIAL COMMENTS:

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

SL30217016-0

On April 22, 2024, through April 24, 2024, the
Minnesota Department of Health conducted a full
survey at the above provider, and the following
correction orders are issued. At the time of the
survey, there were 34 residents; 34 receiving
services under the provider's Assisted Living with
Dementia Care license.

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

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

The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 144G.31
subd. 1, 2, and 3.

0 470 144G.41 Subdivision 1 Minimum requirements
SS=C

0 470

(11) develop and implement a staffing plan for
determining its staffing level that:

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 470 Continued From page 1

(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;
(ii) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents' assessments and service plans
on a 24-hour per day basis; and
(iii) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:
(i) awake;
(ii) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time;
(iii) capable of communicating with residents;
(iv) capable of providing or summoning the
appropriate assistance; and
(v) capable of following directions;

0 470

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure the staff
posting included all the required elements,
potentially affecting all the licensee's current
residents, staff, and visitors.

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) and was issued at a
widespread scope (when problems are pervasive

Minnesota Department of Health
STATE FORM 6899 OP9611 If continuation sheet 2 of 39
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or represent a systemic failure that has affected
or has potential to affect a large portion or all the
residents).

0 470

The findings included:

Upon entrance into the facility on April 22, 2024,
at 11:50 a.m., the surveyor observed a copy of
the licensee's Direct-Care Staffing Plan, last
evaluated December 7, 2023, posted on a bulletin
board near the front entrance. The staffing plan
indicated the licensee staffed the facility with
three staff on the day and evening shift and two
staff on the night shift. The staffing plan did not
include the shift hours. Next to the bulletin board,
was a whiteboard that indicated the licensed
practical nurse (LPN) hours were 8:00 a.m. - 5:00
p.m., Monday through Friday. There was no
other staffing information written on the
whiteboard.

During the entrance conference on April 22, 2024,
at 1:04 p.m. licensed assisted living director
(LALD)-A stated the staffing shift hours were as
follows: Day shift: 6:00 a.m. - 2:00 p.m.; evening
shift: 2:00 p.m. - 10:00 p.m.; night shift: 10:00
p.m. - 6:00 a.m.

The direct care staff schedule for April 21, 2024,
through April 22, 2024, that was emailed to the
surveyor indicated the following staff schedule for
April 22, 2024:
6:30 a.m. - 2:30 p.m. - three staff
2:30 p.m. - 10:30 p.m. - one staff
2:30 p.m. - 8:00 p.m. - one staff
4:00 p.m. - 10:30 p.m. - one staff
10:30 p.m. - 6:30 a.m. - one staff

During the facility tour on April 22, 2024, at 1:55
p.m., executive director (ED)-B stated they do not

Minnesota Department of Health
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post a staff schedule in any of the common areas
with the times of each shift and number of staff
working for each shift.

0 470

The licensee's 2.03 Staffing & Scheduling policy
dated August 1, 2021, indicated:
3. The clinical nurse supervisor will develop a
24-hour daily staffing schedule that will identify:

a. direct-care staff work schedules for each
direct-care staff member showing all work shifts,
including days and hours worked, and

b. the direct-care staff member's resident
assignments or work location.
4. The daily work schedule must be posted, after
redacting direct-care staff members' resident
assignments, at the beginning of each work shift
in a central location in each building of a facility or
campus, accessible to staff, residents,
volunteers, and the public. The facility shall not
disclose any information that is protected by law
from public disclosure.

No further information provided.

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

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

0 480

(13) offer to provide or make available at least the
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:
Based on observation, interview, and record

Minnesota Department of Health
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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 April 23, 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.

0 480

0 485 144G.41 Subdivision 1. (13)(i)(A)and(C) Minimum 0 485
SS=C Requirements

(13) offer to provide or make available at least the
following services to residents:
(i) at least three nutritious meals daily with snacks
available seven days per week, according to the
recommended dietary allowances in the United
States Department of Agriculture (USDA)
guidelines, including seasonal fresh fruit and
fresh vegetables. The following apply:
(A) menus must be prepared at least one week in
advance and made available to all residents. The
facility must encourage residents' involvement in
menu planning. Meal substitutions must be of
similar nutritional value if a resident refuses a
food that is served. Residents must be informed
in advance of menu changes; and

Minnesota Department of Health
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(C) the facility cannot require a resident to include
and pay for meals in their contract;
(ii) weekly housekeeping;
(iii) weekly laundry service;

0 485

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure an accurate
menu was prepared a week in advance and
provided to the residents. This had the potential
to affect all 34 residents.

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all of
the residents).

The findings include:

During the entrance conference on April 22, 2024,
at 1:04 p.m. licensed assisted living director
(LALD)-A and vice president of clinical operations
(VPOC)-C stated the licensee provided three
meals daily and snacks as offered or requested.

During a tour of the facility on April 22, 2024, at
1:55 p.m. two separate weekly menus were
observed posted on the information board near
the front entrance titled Fall/Winter 2023-2024
Week 1 (one) and Week 4 (four). On a bulletin
board in the assisted living dining room there
were weekly menus posted titled Fall/Winter
2023/2024 Week 2 (two), Week 3 (three), and
Week 4 (four). There were also two separate
menus posted on the information board in the

Minnesota Department of Health
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memory care unit titled Fall/Winter 2023-2024
Week 1 (one) and Week 4 (four).

0 485

On Tuesday, April 23, 2024, at 7:40 a.m.
executive director (ED)-B was observed bringing
plated breakfast meals to the residents in the
memory care unit. The meal served for each
resident was scrambled eggs, link sausages, and
choice of beverage. The posted menu for
breakfast on Tuesday week four was:
Choice of juice
Choice of cereal
Scrambled egg with cheese
Cinnamon coffee cake
Milk
The posted menu did not match what was served
to the residents.

On Tuesday, April 23, 2024, at 11:39 a.m.
unlicensed personnel (ULP)-G was observed
serving plated lunch meals to the residents in the
memory care unit. The meal served for each
resident was ham, au gratin potatoes, mixed
vegetables, and choice of beverage. The posted
menu for lunch on Tuesday week four was:
Roast pork with sauerkraut
Roasted sweet potatoes
Peas
Bread/margarine
Strudel stick
Milk
The posted menu did not match what was served
to the residents.
On April 23, 2024, at 11:43 a.m. during
observation of the noon meal service in the
assisted living dining room, the current days
breakfast, lunch, and supper meal was posted on
a white board hanging on a wall in dining room.
The lunch menu posted on the bulletin board and
being served included: ham, au gratin potatoes,

Minnesota Department of Health
STATE FORM 6899 OP9611 If continuation sheet 7 of 39



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 05/10/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

30217 B. WING _____________________________ 04/24/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

ARBOR GARDEN PLACE 535 CANYON DRIVE NW
EYOTA, MN 55934

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 485 Continued From page 7 0 485

mixed vegetables, and turtle bar for dessert. On a
bulletin board in the dining room there were
weekly menus posted titled Fall/Winter 2023/2024
Week 2 (two), Week 3 (three), and Week 4
(four). However, the posted menus did not match
the white board or the meal being served.

On April 23, 2024, at 11:52 a.m. R6 stated none
of the residents know what the menu is until each
morning when it would get written on the
whiteboard. R6 stated the menu used to be
posted but had not been since the last cook left.
R6, R7, and R8 indicated they would like to know
the menu for the week.

On April 23, 2024, at 12:23 p.m. executive
director (ED)-B stated the menu was not posted
or made available to the residents in advance.
ED-B stated she did not follow the Fall/Winter
2023/2024 Weekly menus and wrote on the white
board each day with the menu for all three meals.
ED-B indicated she was not aware of the
requirement.

The licensee's 12.01 Food Service & Menu
Planning policy dated August 1, 2021, included
menus would be prepared at least one week in
advance and made available to all residents.

No further information was provided.

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

0 650 144G.42 Subd. 8 Employee records
SS=D

(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual

0 650

Minnesota Department of Health
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contractor providing services. The records must
include the following information:
(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;
(2) records of orientation, required annual training
and infection control training, and competency
evaluations;
(3) current job description, including
qualifications, responsibilities, and identification of
staff persons providing supervision;
(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;
(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and
(6) documentation of the background study as
required under section 144.057.

0 650

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure employee
records included all required content for two of
two employees (unlicensed personnel (ULP)-E
and ULP-F).

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).

Minnesota Department of Health
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The findings include:

0 650

ULP-E
ULP-E started employment on October 10, 2019.

On April 23, 2024, at 7:37 a.m. ULP-E was
observed to administer medications to R1.

ULP-F
ULP-F started employment on October 19, 2019.

On April 23, 2024, at 8:51 a.m. ULP-F was
observed administering insulin to R3.

ULP-E and ULP-F's records lacked an annual
performance review that identified areas of
improvement needed and training needs.

On April 24, 2024, at approximately 2:00 p.m.
licensed assisted living director (LALD)-A
provided performance reviews for ULP-E and
ULP-F; the performance reviews did not include a
date or documented evidence of which staff
completed the form.

On April 24, 2024, at 2:10 p.m. via email, LALD-A
reported not having documented evidence of
when the performance reviews had been
completed or who had completed them.

No further information was provided.

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

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

(a) A facility may remove a resident from the
facility in an emergency if necessary due to a

Minnesota Department of Health
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resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.
(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:
(1) the reason for the relocation;
(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;
(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;
(4) if known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and
(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G.54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.
(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:
(1) the resident, legal representative, and
designated representative;
(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and
(3) the Office of Ombudsman for Long-Term Care
if the resident has been relocated and has not
returned to the facility within four days.
(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process

Minnesota Department of Health
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in this section.currently known; and

01060

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to provide a written notice with the
required content for an emergency relocation and
failed to notify the Office of Ombudsman for
Long-Term Care of the emergency relocation for
two of two residents (R3, 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 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:

R3
R3's Planned Services form signed February 29,
2024, indicated R3 received services which
included medication administration, assistance
with dressing, blood glucose monitoring, behavior
monitoring, laundry, and housekeeping.

R3's After Visit Summary dated February 13,
2024, indicated R3 had been hospitalized from
February 7, 2024, until February 13, 2024.

R1
R1's Planned Services form signed February 29,
2024, indicated R1 received services which
included medication administration, assistance
with bathing, assistance with compression
stockings, behavior monitoring, transfer
assistance, safety checks, and laundry.

Minnesota Department of Health
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R1's Resident Notes dated January 26, 2024, at
10:56 p.m. noted "Resident's last blood pressure
(BP) per staff taken by emergency medical
services (EMS) is 73/39". R1's son stated to
send her to emergency room for evaluation. On
January 30, 2024, at 4:07 p.m. resident returned
to facility following hospitalization.

R1's Resident Notes dated March 14, 2024, at
11:51 a.m. noted "resident was transported to the
hospital for lower extremity edema." On March
18, at 12:46 p.m. "resident returned to facility."

R1's Resident Notes dated March 20, 2024, at
12:25 p.m. noted R1 was "transported to the
emergency department for fluctuating oxygen
saturations." On March 22, 2024, at 4:06 p.m. R1
"returned to facility."

R3 and R1's record lacked a written notice that
contains, at a minimum:
- the reason for the relocation;
- the name and contact information for the
location to which the resident has been relocated
and any new service provider;
- contact information for the Office of
Ombudsman for Long-Term Care;
- if known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known;
- a statement that, if the facility refuses to provide
housing or services after a relocation, the
resident has the right to appeal under section
144G.54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.

In addition, R3 and R1's record lacked notification
Minnesota Department of Health
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to the Office of Ombudsman for Long-Term Care
the resident had been relocated and had not
returned to the facility within four days.

01060

On April 24, 2024, at 12:54 p.m. licensed practical
nurse (LPN)-D stated the licensee had not been
providing a written relocation notice to any
residents who were hospitalized nor was the
Office of Ombudsman for Long-Term Care being
notified if a resident had not returned within four
days.

The licensee's 1.23 Emergency Relocation policy
dated August 1, 2022, indicated:
1. In the event of an emergency relocation, the
licensee will provide a written notice that contains
at a minimum:

a. The reason for the relocation
b. The name and contact information for the

location to which the resident has been relocated
and any new service provider

c. Contact information for the Office of
Ombudsman for Long-Term Care and Office of
Ombudsman for Mental Health and
Developmental Disabilities

d. If known and applicable, the approximate
date or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known, and

e. A statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal.
3. The facility will provide contact information for
the agency to which the resident may submit an
appeal.
4. The notice required will be delivered as soon
as practicable to:

a. The resident, legal representative, and
designated representative

b. For residents who receive home and
Minnesota Department of Health
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community-based waiver services, the resident's
case manager, and

c. The Office of Ombudsman for Long-Term
Care if the resident has been relocated and has
not returned to the facility within four days.

01060

No further information was provided.

TIME PERIOD TO CORRECT: Twenty-one (21)
days

01500 144G.63 Subd. 5 Required annual training
SS=D

(a) All staff that perform direct services must
complete at least eight hours of annual training
for each 12 months of employment. The training
may be obtained from the facility or another
source and must include topics relevant to the
provision of assisted living services. The annual
training must include:
(1) training on reporting of maltreatment of
vulnerable adults under section 626.557;
(2) review of the assisted living bill of rights and
staff responsibilities related to ensuring the
exercise and protection of those rights;
(3) review of infection control techniques used in
the home and implementation of infection control
standards including a review of hand washing
techniques; the need for and use of protective
gloves, gowns, and masks; appropriate disposal
of contaminated materials and equipment, such
as dressings, needles, syringes, and razor
blades; disinfecting reusable equipment;
disinfecting environmental surfaces; and
reporting communicable diseases;
(4) effective approaches to use to problem solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's

01500
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disease, or related disorders;
(5) review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement those policies and
procedures; and
(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person.
(b) In addition to the topics in paragraph (a),
annual training may also contain training on
providing services to residents with hearing loss.
Any training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
include training on one or more of the following
topics:
(1) an explanation of age-related hearing loss
and how it manifests itself, its prevalence, and
challenges it poses to communication;
(2) the health impacts related to untreated
age-related hearing loss, such as increased
incidence of dementia, falls, hospitalizations,
isolation, and depression; or
(3) information about strategies and technology
that may enhance communication and
involvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access in real time, and closed captions.

01500

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure annual
training included all required topics for each 12
months of employment for two of two employees
(unlicensed personnel (ULP)-E and ULP-F).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or

Minnesota Department of Health
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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).

01500

The findings include:

ULP-E
ULP-E started employment on October 10, 2019.

On April 23, 2024, at 7:37 a.m. ULP-E was
observed to administer medications to R1.

ULP-F
ULP-F started employment on October 19, 2019.

On April 23, 2024, at 8:51 a.m. ULP-F was
observed administering insulin to R3.

ULP-E and ULP-F's employee records lacked
evidence the employees had successfully
completed annual training as required, to include
the following:
-assisted living bill of rights;
-infection control techniques;
-review of the facility's policies and procedures;
and
-principles of person-centered planning and
service delivery.

On April 24, 2024, at 1:58 p.m. licensed assisted
living director (LALD)-A stated ULP-E and
ULP-F's employee files lacked the above required
annual training.

The licensee's 5.06 Annual Required Staff
Training policy dated August 1, 2021, noted the

Minnesota Department of Health
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following training elements MUST be included
every 12 months to all staff who perform direct
care services:

2. Review of the assisted living bill of rights
and staff responsibilities related to ensuring the
exercise and protection of those rights;

3. Review of infection control techniques
used in the home and implementation of infection
control standards including a review of hand
washing techniques; the need for and use of
protective gloves, gowns, and masks; appropriate
disposal of contaminated materials and
equipment, such as dressings, needles, syringes,
and razor blades; disinfecting reusable
equipment; disinfecting environmental surfaces;
and reporting communicable diseases;

5. Review of the facility's policies and
procedures relating to the provision of assisted
living services and how to implement those
policies and procedures; ad

6. Principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person.

01500

No further information was provided.

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

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

01620

(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.

Minnesota Department of Health
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(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.

01620

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) completed a comprehensive reassessment
not to exceed 90 calendar days from the last
assessment, for two of three residents (R3, R2),
failed to conduct a follow-up assessment within
14 days of admission for one of two residents
(R1), and failed to conduct a change of condition
assessment following hospitalization for one of
two residents (R3).

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

01620

The findings include:

R3
R3's Planned Services form signed February 29,
2024, indicated R3 received services which
included medication administration, assistance
with dressing, blood glucose monitoring, behavior
monitoring, laundry, and housekeeping.

R3's last three assessments were requested.
Assessments dated July 27, 2023, November 10,
2023, and January 22, 2024, were provided. 107
days had passed between the July and
November assessments (17 days late).

R3's After Visit Summary dated February 13,
2024, indicated R3 had been hospitalized from
February 7, 2024, until February 13, 2024. The
summary further indicated changes had been
made to R3's prescribed medications.

R3's medical record did not include a change of
condition assessment upon return from
hospitalization.

On April 24, 2024, at 12:54 p.m. vice president of
clinical operations (VPOC)-C reviewed R3's
record and could not find evidence of a change of
condition assessment following hospitalization.
VPOC-C further stated R3's November 2023,
assessment had been completed late.

R2
R2's Planned Services form signed January 31,
2024, indicated R2 received services which
included medication administration, blood sugar
checks, behavior monitoring, safety checks, and
laundry.
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R2's last three assessments were requested.
Assessments dated October 12, 2023, January 9,
2024, and April 11, 2024, were provided. 93 days
had passed between the January 9, 2024, and
April 9, 2024, assessments (3 days late).

R1
R1 was admitted on September 26, 2023, with
diagnoses including anemia and muscle
weakness.

R1's Planned Services form signed February 29,
2024, indicated R1 received services which
included medication administration, assistance
with bathing, assistance with compression
stockings, behavior monitoring, transfer
assistance, safety checks and laundry.

R1's record included an admission assessment
dated September 26, 2023, and a 14-day
assessment dated October 11, 2023, (15 days
after start of services).

On April 24, 2024, at 1:34 p.m. VPOC-C reviewed
R1 and R2's assessments and stated R1's
14-day and R2's 90-day assessments had been
completed late.

The licensee's 6.01 Assessments, Reviews &
Monitoring policy dated August 1, 2021, indicated:
3. 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.
6. The facility will conduct a nursing assessment
during a holiday, and the weekend for a resident
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who is ready to be discharged from the hospital
and return to the facility.

01620

No further information was provided.

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

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

01640

(a) No later than 14 calendar days after the date
that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
include a signature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, if needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident
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.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure a written
service plan was revised to reflect the current
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services provided for one of three residents (R1).

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

The findings include:

R1's diagnoses included hypoxia (low levels of
oxygen).

R1's Planned Services form signed February 29,
2024, indicated R1 received services which
included medication administration, assistance
with bathing, assistance with compression
stockings, behavior monitoring, transfer
assistance, safety checks and laundry. The
service plan failed to identify the treatment of
oxygen.

R1's prescriber order dated March 18, 2024,
included an order for oxygen 1 liter/minute per
nasal cannula intermittently during sleep only.

R1's assessment dated March 22, 2024,
identified R1 needed help with oxygen equipment
and had orders for 1 liter of oxygen at night. Staff
to assist with putting on nasal cannula and
changing tubing as needed.

On April 23, 2024, at 7:37 a.m. unlicensed
personnel (ULP)-E was observed to administer
R1 her scheduled medications while sitting on the
side of her bed. An oxygen concentrator was
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observed in R1's bedroom but was not on.
ULP-E indicated the oxygen was only used at
night.

01640

R1's Services Delivered record dated April 1,
2024, to April 24, 2024, included staff names for
documentation of oxygen delivery on overnight
shifts.

On April 24, 2024, at 1:50 p.m. licensed assisted
living director (LALD)-A and vice president of
clinical operations (VPCO)-C stated R1's service
plan failed to include the treatment of oxygen and
should have been updated to reflect the current
services on the service plan.

The licensee's 6.10 Service Plan Modifications
policy dated August 1, 2021, indicated when a
resident receives assisted living services and a
change(s) to the service plan occurs, the service
plan must be amended in writing and signed by
the resident or the resident's designated
representative.

No further information was provided.

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

01650 144G.70 Subd. 4 (f) Service plan, implementation 01650
SS=F and revisions to

(f) The service plan must include:
(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;
(2) the identification of staff or categories of staff
who will provide the services;
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(3) the schedule and methods of monitoring
assessments of the resident;
(4) the schedule and methods of monitoring staff
providing services; and
(5) a contingency plan that includes:
(i) the action to be taken if the scheduled service
cannot be provided;
(ii) information and a method to contact the
facility;
(iii) the names and contact information of persons
the resident wishes to have notified in an
emergency or if there is a significant adverse
change in the resident's condition, including
identification of and information as to who has
authority to sign for the resident in an emergency;
and
(iv) the circumstances in which emergency
medical services are not to be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.

01650

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure three of three residents'
(R1, R2, R3) service plans included all the
required content.

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

The findings include:
Minnesota Department of Health
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R1
R1's Planned Services form signed February 29,
2024, indicated R1 received services which
included medication administration, assistance
with bathing, assistance with compression
stockings, behavior monitoring, transfer
assistance, safety checks and laundry.

R2
R2's Planned Services form signed January 31,
2024, indicated R2 received services which
included medication administration, blood sugar
checks, behavior monitoring, safety checks, and
laundry.

R3
R3's Planned Services form signed February 29,
2024, indicated R3 received services which
included medication administration, assistance
with dressing, blood glucose monitoring, behavior
monitoring, laundry, and housekeeping.

R1, R2, and R3's service plan lacked the
following:
- the fees for services;
- the schedule and methods of monitoring
assessments of the resident;

the schedule and methods of monitoring staff
providing services; and
- a contingency plan that includes:

- action to be taken if the scheduled service
cannot be provided;

- information and a method to contact the
facility;

- the names and contact information of
persons the resident wishes to have notified in an
emergency or if there is a significant adverse
change in the resident's condition, including
identification of and information as to who has
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authority to sign for the resident in an emergency;
and

- the circumstances in which emergency
medical services are not go be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.

01650

On April 24, 2024, at 12:54 p.m. licensed assisted
living director (LALD)-A reviewed the Planned
Services form utilized for all residents in the
facility and stated it did not include the above
required content.

The licensee's 6.08 Service Plan policy dated
August 1, 2021, indicated:
9. A service plan will include:

a. A description of the services that are to be
provided based on the most recent assessment
and resident preferences

b. Fees for services to be provided
c. The frequency of each service to be

provided based on the most recent assessment
and resident preferences

d. An identification of staff or categories of
staff who will be providing services

e. A schedule and method for the next
planned assessment or monitoring

f. A schedule and method for the next
planned monitoring of staff providing services

g. A contingency plan that includes:
i. Actions the licensee will take if

scheduled services cannot be provided
ii. Information regarding how the

resident can contact the licensee
iii. The names and contact information

the resident wishes, if any, to have notified in an
emergency or if there is a significant adverse
change in the resident's condition

iv. Identification and contact information
Minnesota Department of Health
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of who the resident has authorized, if any, to sign
for the resident in an emergency

v. How the facility will support
documented resident health care directive
decisions, if any - including circumstances when
emergency medical services are not to be
summoned.

01650

No further information was provided.

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

01700 144G.71 Subd. 2 Provision of medication
SS=D management services

01700

(a) For each resident who requests medication
management services, the facility shall, prior to
providing medication management services, have
a registered nurse, licensed health professional,
or authorized prescriber under section 151.37
conduct an assessment to determine what
medication management services will be
provided and how the services will be provided.
This assessment must be conducted face-to-face
with the resident. The assessment must include
an identification and review of all medications the
resident is known to be taking. The review and
identification must include indications for
medications, side effects, contraindications,
allergic or adverse reactions, and actions to
address these issues.
(b) The assessment must identify interventions
needed in management of medications to prevent
diversion of medication by the resident or others
who may have access to the medications and
provide instructions to the resident and legal or
designated representatives on interventions to
manage the resident's medications and prevent

Minnesota Department of Health
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diversion of medications. For purposes of this
section, "diversion of medication" means misuse,
theft, or illegal or improper disposition of
medications.

01700

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) conducted a face-to-face medication
management assessment to include all required
content for one of one resident (R3), prior to
providing medication management services.

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:

During the entrance conference on April 22, 2024,
at 1:04 p.m. vice president of clinical operations
(VPCO)-C stated the licensee provided
medication management services to the residents
of the facility.

R3's diagnoses included diabetes, atrial
fibrillation, heart failure, depression, anxiety,
chronic kidney disease, and hyperlidemia (high
cholesterol).

R3's Planned Services form signed February 29,
2024, indicated R3 received services which
included medication administration.
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R3's prescriber orders signed November 7, 2023,
included the following medications: one
antidepressant, one antipsychotic, two
anti-hypertensives, two inhalers, one
antihyperlipidemic, two supplements, one for
hypothryroidism, one for atrial fibrillation, and
three for diabetes.

R3's record lacked evidence the RN conducted a
face-to-face review of all medications R3 was
known to be taking to include interventions to
prevent diversion of medication by the resident or
others who may have access to the medications
and provide instructions to the resident and legal
or designated representatives on interventions to
manage the resident's medications and prevent
diversion of medications.

On April 24, 2024, at 12:54 p.m. vice president of
clinical operations (VPCO)-C reviewed R3's
medication management assessment and stated
the required content as noted above had not
been included in the assessment.

The licensee's 7.01 Medication Management -
Assessment, Monitoring & Reassessment policy
dated August 1, 2021, indicated:
4) The assessment must identify interventions
needed in management of medications to prevent
diversion of medication by the resident or others
who may have access to the medications and
provide instructions to the resident and legal or
designated representatives on interventions to
manage the resident's medications and prevent
diversion of medications.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
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days

01700

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

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

01890

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure medications
were labeled correctly for two of four residents
(R2, R3).

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

The findings include:

R2
R2's diagnoses included diabetes.

R2's physician orders dated March 15, 2024,
included orders to change Lantus SoloStar
(long-acting insulin) to 22 units every morning and
Novolog Flexpen (fast-acting insulin) to 6 units
with breakfast.
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R2's medication administration record (MAR)
dated April 2024, included the same orders for
Lantus SoloStar 22 units subcutaneously every
morning and insulin aspart (generic name for
Novolog Flexpen) 6 units subcutaneously with
breakfast.

On April 23, 2024, at 7:55 a.m., unlicensed
personnel (ULP)-E obtained R2's insulin pens
from the locked medication cart, compared it to
the MAR, and then handed to the surveyor to
examine. The surveyor noted the labels did not
match the order in the MAR. The aspart insulin
pen label had R2's name on it, but read " inject 8
units subcutaneously every morning". The
Lantus SoloStar pen label had R2's name on it,
but read "inject 25 units subcutaneously every
morning". ULP-E stated the labels did not match
the orders on the MAR but she would always
follow the direction on the MAR. ULP-E stated
there should be a direction change sticker on the
label and stated neither pen had that.

R3
R3's diagnoses included diabetes.

R3's physician orders dated March 8, 2024,
included orders to change Humulin N NPH insulin
KwikPen (intermediate-acting insulin) to 58 units
under the skin every morning and 12 units every
evening.

R3's MAR dated April 2024, included the same
orders for Humulin N insulin KwikPen 58 units
every morning and 12 units every evening.

On April 23, 2024, at 8:25 a.m. ULP-F obtained
R3's insulin pen from the locked medication cart,
compared it to the MAR, and then handed it to
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the surveyor to examine. The surveyor noted the
label did not match the order in the MAR. The
Humulin N KwikPen label had R3's name on it,
but read "inject 60 units subcutaneously every
morning and 16 units subcutaneously every
evening". ULP-F stated the label on the pen did
not match the order on the MAR; the order on the
MAR is the one she would administer. ULP-F
further stated R3 used to receive 60 units of
insulin in the morning but was unsure when the
order had changed. The insulin pen label did not
include any indication the order had changed.

01890

On April 23, 2024, at 12:25 p.m., licensed
practical nurse (LPN)-D stated a direction change
sticker should have been on the labels to alert
staff of different orders, but the licensee had run
out of the stickers. LPN-D stated all medications
should have a label that matches the physician
order.

The licensee's 5.12.02 Insulin Administration from
Pen policy dated 2021, identified:
6. Verify the dose of insulin to be given by noting
the orders on the MAR. Verify that the orders on
the MAR correspond with the label on the syringe.
7. If the orders on the MAR do not match the
label on the syringe: Do Not administer the
insulin. Call the nurse for further instructions.
prescription medications must have a pharmacy
label that accurately reflects the most current
dose and directions for use.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
STATE FORM 6899 OP9611 If continuation sheet 33 of 39



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 05/10/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

30217 B. WING _____________________________ 04/24/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

ARBOR GARDEN PLACE 535 CANYON DRIVE NW
EYOTA, MN 55934

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01940 Continued From page 33
01940 144G.72 Subd. 3 Individualized treatment or
SS=D therapy managemen

01940

01940

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include in the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
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:
Based on observation, interview, and record
review, the licensee failed to develop and
implement a treatment or therapy management
plan to include all required content for one of two
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residents (R1).

01940

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:

During the entrance conference on April 22, 2024,
at 1:04 p.m. vice president of clinical operations
(VPCO)-C stated the licensee provided treatment
management services to their residents in the
facility.

On April 23, 2024, at 10:15 a.m. unlicensed
personnel (ULP)-E was observed to apply R1's
thrombo-embolus deterrent (TED) stockings
(compression stockings used to decrease fluid
and improve circulation) to bilateral lower legs.
ULP-E stated R1 had assistance with applying
the TED stockings each morning and removal at
bedtime.

R1's diagnoses included lower extremity edema
(swelling caused by too much fluid trapped in the
body's tissue).

R1's Planned Services form signed February 29,
2024, indicated R1 received services which
included medication administration, assistance
with bathing, assistance with compression
stockings, behavior monitoring, transfer
assistance, safety checks and laundry.

Minnesota Department of Health
STATE FORM 6899 OP9611 If continuation sheet 35 of 39



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 05/10/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

30217 B. WING _____________________________ 04/24/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

ARBOR GARDEN PLACE 535 CANYON DRIVE NW
EYOTA, MN 55934

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01940 Continued From page 35 01940

R1's prescriber orders dated March 22, 2024,
included an order to wear bilateral lower extremity
compression stockings during daytime.

R1's Services Delivered record dated April 1,
2024, to April 24, 2024, included staff names for
documentation of compression stockings AM
(morning) and PM (afternoon).

R1's records lacked a treatment management
plant to include the following required content for
treatments provided to R1:
- procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services.

On April 24, 2024, at 1:405 p.m. VPCO-C stated
R1's record lacked a treatment management plan
to include all the required content as noted above.

The licensee's 7.05 Treatment & Therapy
Management Plan dated August 1, 2021, noted:
1. Site will develop and maintain a current
individualized treatment and therapy
management record for each resident which must
contain at least the following:

d. Procedures for notifying a registered
nurse or appropriate licensed health professional
when a problem arises with treatments or therapy
services.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

02320 144G.91 Subd. 4 (b) Appropriate care and
SS=D services
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(b) Residents have the right to receive health
care and other assisted living services with
continuity from people who are properly trained
and competent to perform their duties and in
sufficient numbers to adequately provide the
services agreed to in the assisted living contract
and the service plan.

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,
medical, or nursing standards for resident
transfer with a gait belt by two of two employees
(unlicensed personnel (ULP)-F and ULP-G).

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

The findings include:

ULP-F had a hire date of October 19, 2019, under
the comprehensive home care license and began
providing assisted living services on August 1,
2021.

ULP-G had a hire date of April 8, 2024, to provide
assisted living services.

R5's Planned Services document signed
February 29, 2024, included transfer assistance.
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R5's Master Care Plan dated March 27, 2024,
indicated R5 required one person assist with
transfers utilizing a gait belt. Monitor body
alignment, posture, and balance and encourage
wide base of support when standing to transfer.
If resident feels weak and is unable to bear
weight with assist do not transfer resident by self
to avoid possibility of fall and subsequent injury.

On April 23, 2024, at 12:01 p.m. the surveyor
observed ULP-F and ULP-G attempt to transfer
R5 from a recliner to a wheelchair on the memory
care unit. ULP-F applied a gait belt around R5's
chest and under the resident's armpits. ULP-F
and ULP-G attempted three times to lift and pivot
R5 into the wheelchair while holding onto the gait
belt; the gait belt pushed into R5's armpits with
each transfer attempt. R5 was extremely weak
and the ULP were unable to successfully transfer
her into the wheelchair, and thus had her sit back
in the recliner. ULP-F stated to R5 they would
give her a little time for her legs to "wake up" then
try again. ULP-F notified licensed practical nurse
(LPN)-D via "walkie" of difficulty with transferring
R5; ULP-F then exited the memory care unit.

On April 23, 2024, at 12:08 p.m. LPN-D entered
the memory care unit. ULP-G informed LPN-D of
R5's increased weakness. The surveyor then
asked ULP-G if she usually applied the gait belt
across the resident's chest under the armpits and
ULP-G stated "yes". LPN-D immediately stated
this was not the proper way to apply a gait belt
then demonstrated the correct procedure while
placing the gait belt around R5's waist. ULP-G
stated it was ULP-F who had previously applied
the gait belt when attempting to transfer R5.
LPN-D and ULP-G then successfully transferred
R5 from the recliner into her wheelchair.
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On April 23, 2024, at 12:13 p.m. LPN-D stated
she did not train staff to apply a gait belt across
the chest and under the armpits as this was
incorrect; LPN-D further stated R5 had no
contraindications that would warrant placing the
gait belt higher. LPN-D stated she would
re-educate ULP-F on the proper technique.

The American Nurse Association article titled,
Gait belts 101: A tool for patient and nurse safety,
dated May 3, 2019, indicated:
If no contraindications exist, place the gait belt
snugly around the patient's waist while he or she
is sitting on the edge of the bed.

The licensee's 6.14 Delegation of Assisted Living
Services policy dated August 1, 2021, indicated:
4. A RN (registered nurse) may delegate nursing
services to a person who has successfully
completed staff orientation, who has been trained
in the service to be provided, and who has
demonstrated to the RN the ability to competently
follow the procedures for the resident. These
services include, but are not limited to:

A. Hands-on assistance with transfers and
mobility including assisting with body positioning
or stand by assistance of a resident, assisting
with the resident's mobility, including movement,
change of location, and positioning.

No further information was provided.

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

Rochester
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Date:
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Report:

Full
04/23/24
09:03:01
1038241041

Location:
Arbor Garden Place
535 Canyon Drive Nw
Eyota, MN55934
Olmsted County, 55

License  Categories:

Food  and  Beverage  Establishment
Inspection  Report

Establishment  Info:
ID #: 0038228
Risk:
Announced Inspection: No

Operator:

Page  1

Expires on: / /
Phone #: 5073280194
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.

4-700 Sanitizing  Equipment  and  Utensils

MN Rule 4626.0905B Sanitize food contact surfaces of equipment and utensils after cleaning by using
mechanical hot water operations that achieve a utensil surface temperature of 160 degrees F (71 degrees C) and
are set up and maintained in accordance with the specifications of NSF International and the manufacturer's data
plate.

BOTH DISHWASHERS DID NOT REACH 160. MAINTENANCE WAS WORKING ON THE SITUATION.

Comply By: 04/23/24

Surface  and  Equipment  Sanitizers
Hot Water: = at 156 Degrees Fahrenheit
Location: Both DIshwashers
Violation Issued: Yes

Hot Water: = at Degrees Fahrenheit
Location:
Violation Issued: No

Food  and  Equipment  Temperatures
Process/Item: Hot Holding
Temperature: 146 Degrees Fahrenheit - Location: Ham
Violation Issued: No
Process/Item: Hot Holding
Temperature: 156 Degrees Fahrenheit - Location: Veg Medly
Violation Issued: No
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Page  2

Process/Item: Upright Cooler
Temperature: 37 Degrees Fahrenheit - Location: Noddles
Violation Issued: No
Process/Item: Upright Cooler
Temperature: 41 Degrees Fahrenheit - Location: Cucumber
Violation Issued: No
Process/Item: Upright Freezer
Temperature: -4 Degrees Fahrenheit - Location: Buns
Violation Issued: No
Process/Item: Upright Freezer
Temperature: 0 Degrees Fahrenheit - Location: Sausage
Violation Issued: No
Process/Item: Upright Freezer
Temperature: Degrees Fahrenheit - Location:
Violation Issued: No

Total Orders In This Report Priority 1
1

Priority 2
0

Priority 3
0

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 1038241041 of 04/23/24.

Certified Food Protection Manager:Tracie Schaber

Certification Number: FM 81523 Expires: 12/13/24

Signed:
Establishment Representative

Signed:
Rob Davis
Sanitarian 2
Rochester District Office
507-810-9902
rob.davis@state.mn.us


