m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

NOTICE OF REMOVAL OF CONDITIONAL LICENSE
Electronic Delivery
March 24, 2025

Licensee

Covered Bridge LLC

231 Washington Street
Holdingford, MN 56340

RE: License Number 419647
Health Facility Identification Number (HFID) 28686
Project Number(s) SL28686013

Dear Licensee:

On February 19, 2025, The Minnesota Department of Health (MDH) completed a follow-up survey of
your facility to determine correction of orders found on the survey completed February 19, 2025. The
follow-up survey found the facility to be in substantial compliance. Based on these findings, the
condition(s) on the license were removed effective February 19, 2025.

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.

Furthermore, the follow-up survey determined your facility had not corrected all of the state
correction orders issued pursuant to the October 25, 2024, initial survey.

In accordance with Minn. Stat. § 144G.31, Subd. 4 (a), state correction orders issued pursuant to the
last survey completed on February 19, 2025, found not corrected at the time of the follow-up survey
follow-up survey and/or subject to a penalty assessment are as follows:

0480 - Minimum Requirements; Required Food Services - 144g.41 Subdivision 1 Subd. 1a (a-B) - $500.00

The details of the violations noted at the time of this follow-up survey completed on February 19,
2025 (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.

An equal opportunity employer. Letter ID: 2921_Revised 04/14/2023
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DOCUMENTATION OF ACTION TO COMPLY

Per 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:

e |dentify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

e I|dentify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.

e |dentify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

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 MDH within 15 calendar
days of the correction order receipt date.

To submit a reconsideration request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

REQUESTING A HEARING

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

o submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm
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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. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

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,

Rick Michals, J.D.
Executive Regional Operations Manager

Minnesota Department of Health

Health Regulation Division
JMD
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AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER FOLLOW UP using federal software. Tag numbers have
SURVEY WITH RE-ISSUE OF ORDERS been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
INITIAL COMMENTS assigned tag number appears in the
SL#28686013-1 far-left column entitled "ID Prefix Tag." The
state Statute number and the
On February 19, 2025, the Minnesota corresponding text of the state Statute out
Department of Health conducted a follow-up of compliance is listed in the "Summary
survey at the above provider to follow-up on Statement of Deficiencies" column. This
orders issued pursuant to a survey completed on column also includes the findings which
October 25, 2024. At the time of the survey, are in violation of the state requirement
there were eleven (11) residents receiving after the statement, "This Minnesota
services under the Assisted Living License. As a requirement is not met as evidenced by."
result of the follow-up survey, the following orders Following the evaluators ' findings is the
were reissued. Time Period for Correction.

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

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

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

{0 480} 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum | {0 480}
SS=F | requirements; required food services
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(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
Install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are

Minnesota Department of Health
STATE FORM 6899 R78112 If continuation sheet 2 of 4
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allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated February 18, 2025, 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

Minnesota Department of Health
STATE FORM 6899 R78112 If continuation sheet 3 of 4
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to the FBEIR for any compliance dates.
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

NOTICE OF CONDITIONAL LICENSE
Electronically Delivered
December 2, 2024

Licensee

Covered Bridge LLC

231 Washington Street
Holdingford, MN 56340

RE: Conditional License Number 415436
Health Facility Identification Number (HFID) 28686
Project Number(s) SL28686013

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on October 25, 2024, for the
purpose of assessing compliance with state licensing statutes. Based on the survey results you were

found not to be in substantial compliance with the laws pursuant to Minnesota Statutes, Chapter
144G.

As a result, pursuant to Minn. Stat. § 144G.20, MDH is issuing a 90-day conditional license due to
expire on March 2, 2025.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. MDH documents state 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 . .

1

IMPOSITION OF FINES

In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed
based on the level and scope of the violations and may be imposed immediately with no opportunity
to correct the violation first as follows:

Level 1: no fines or enforcement.

Level 2: a fine of 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.

An equal opportunity employer. Letter ID: MX30_Revised 04/14/2023
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Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20.

MDH may assess fines based on the level and scope of the orders outlined below. The total amount of
potential fines that may be assessed related to these correction orders is $9,500.00. MDH is not
imposing these fines against your license at this time.

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

St - 0-0630 - 144g.42 Subd. 6 (b) - Compliance With Requirements For Reporting Ma - $3,000.00
St -0-1290 - 144g.60 Subdivision 1 - Background Studies Required $3,000.00

St-0-2310- 144g.91 Subd. 4 (a) - Appropriate Care And Services $3,000.00

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 and immediately correct any reissued orders outlined on the state
form; however, plans of correction are not required to be submitted for approval. If corrections are
not made, MDH may impose fines as described above and in accordance with Minnesota Statutes
144G.

The correction order documentation should include the following:

e |dentify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

e |dentify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.

e |dentify 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

CONDITIONAL LICENSE ISSUED:

MDH will issue Covered Bridge LLC a conditional assisted living facility license for 90 calendar days
from the date of this notice. At an unannounced point in time, within the 90 calendar days, MDH will
conduct a follow-up survey, as defined in Minn. Stat. § 144G.30, Subd. 6. Based on the results of the
follow-up survey, MDH will determine if Covered Bridge LLC is in substantial compliance.
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The following conditions apply on the conditional assisted living facility license:

a. No new substantiated maltreatment allegations: If any new investigations
begin in the conditional license period, and the allegations are substantiated,
MDH may pursue additional enforcement actions up to and including
iImmediate temporary suspension and revocation of the license.

b. No new admissions: Covered Bridge LLC will not admit any new residents
under its conditional assisted living facility license until MDH removes the “no
new admissions” condition. Covered Bridge LLC must provide the Department:

I. A list of the names and birthdates of any individuals Covered Bridge LLC is
currently in the process of admitting. These individuals will be able to
continue the admittance process.

li. A list of all current residents including:
1. Name and birthdate of each resident
2. Current payment source for services
3. |If Elderly Waiver, the name and contact information of the care
coordinator/case manager
4. If the resident is not able to make informed decisions, the name of
their representative and how to contact the representative

c. Consultant: Covered Bridge LLC will contract with an RN to provide
consultation concerning all resident(s) to whom Covered Bridge LLC provides
licensed assisted living services under the conditional license. The consultant
must have access to all resident(s) receiving services from Covered Bridge LLC.
The consultant will conduct initial and ongoing evaluations of the provider.
Direct resident observation may be required based on the consultant’s
judgement or at the discretion of MDH. The RN must not have any affiliation
with Covered Bridge LLC and MDH must review the RN’s credentials and
approve the selection. Covered Bridge LLC is responsible for the expense of
the contract with the RN. The main purpose of the consultant is to provide
guidance to Covered Bridge LLC in an effort to help Covered Bridge LLC align
their practices with the requirements of Minn. Stat. §§ 144G.01 — 144G.9999
and to provide oral and written reports to MDH noting progress toward
substantial compliance and/or concerns about observations. Covered Bridge
LLC will develop and implement policies, procedures, and processes specific to
the offered services in accordance with the guidance provided by the
consultant to ensure ongoing monitoring and substantial compliance with
statutory requirements.

d. Reports: The RN consultant will provide MDH with regular reports at intervals
specified by MDH. Reports will begin on a weekly basis until MDH notifies
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Covered Bridge LLC and the RN consultant about a change. Each report will be
electronically submitted to Brandon Mueller, State Evaluation Team, Health
Regulation Division, at Brandon.W.Mueller@state.mn.us . Brandon Mueller can
be reached at 651-247-2064 (office) with questions about reports. The content
of the reports will include information such as:

I. Progress towards correction of orders;

ii. Observations of staff delivering assisted living services and the level of
competency observed;

iii. Conversations with residents and family members about satisfaction with
assisted living services;

Iv. Conversations with staff about their level of knowledge about the tasks they
perform, the people they serve and the health professionals who delegate to
them;

v. Overall impressions about the quality of the assisted living services delivered;

vi. Overall impressions about the dignity with which the residents and their family
members are treated;

vii. Concerns; and

viii. Any other information requested by the Department or considered important
by the RN consultant(s).

e. Monitoring visits: MDH may make unannounced monitoring visits to assess the
progress of Covered Bridge LLC to correct the violations cited during the survey
as well as to determine the overall practice of Covered Bridge LLC in meeting the
needs of the people it serves. In addition, the Office of Ombudsman for
Long-Term Care (OOLTC) may also make unannounced monitoring visits to
determine the level of satisfaction of those people who receive licensed assisted
living services. The OOLTC will share their findings with MDH.

f. Follow-up survey: At the time of the follow-up survey, MDH may pursue
additional enforcement actions, up to and including immediate temporary
suspension or revocation of the license if MDH identifies any level 3 or 4
violations or widespread care related violations.

g. Corrective Action Plan: Covered Bridge LLC will develop and work within a
corrective action plan (CAP). The CAP is a working document that includes at
least the following information:
I. A statement of the concern
ii. A description of what will happen to correct the concern
iii. A target date for when each correction will be complete
Iv. Who is responsible to make sure it happens
v. Current status of correction work
vi. Description of a plan to monitor and ensure ongoing substantial compliance
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for each corrected order

RESULTS OF FOLLOW-UP EVALUATION DURING THE CONDITIONAL LICENSE PERIOD:

MDH will determine if Covered Bridge LLC is in substantial compliance based on the results of the
follow up survey. MDH will make this determination within the 90-day conditional license period. If
MDH determines Covered Bridge LLC is in substantial compliance on the follow up survey, MDH will
remove the conditions from Covered Bridge LLC’s assisted living facility license, and Covered Bridge
LLC will correct any outstanding violations identified during the survey. If Covered Bridge LLC is not in
substantial compliance on the follow-up survey, MDH may take additional enforcement action, up to

and including immediate temporary suspension and revocation, as authorized by Minn. Stat. §
144G.20.

REQUESTING A HEARING:

Pursuant to Minn. Stat. §144G.20, Subd. 18, the licensee may appeal an action against the license
under this section. The licensee must request a hearing no later than 15 business days after licensee
receives notice of the action.

To submit a hearing request, please visit
https://forms.web.health.state.mn.us/form/HRD-Appeals-Form.

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 Brandon Mueller directly at: 651-247-2064.
Sincerely,

Rick Michals, J.D.

Executive Regional Operations Manager

Minnesota Department of Health
Health Regulation Division

HHH
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(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;

(2) permits, aids, or abets the commission of any
illegal 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

Minnesota Department of Health
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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

(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:

Based on interview and record review, the
licensee failed to show they met the requirements
of licensure, by attesting the managerial officials
who oversaw the day-to-day operations
understood applicable statutes and rules; nor
developed and/or implemented current policies
and procedures as required. This had the
potential to affect all residents, staff, and visitors.

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

The findings include:

During the entrance conference on October 21,
Minnesota Department of Health
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2024, at 8:45 a.m., licensed assisted living
director (LALD)-B stated she was familiar with the
assisted living regulations and the licensee
provided medication and treatment management
services.

The licensee's "Application for Assisted Living
License", section titled "Official Verification of
Owner or Authorized Agent”, (page five of the
application), identified "l certify | have read and
understand the following:" [a check mark was
placed before each of the following]:

- | have read and fully understand Minn.
[IMinnesota] Stat. [statute] sect. [section] 144G.45
(opens in a new window), my building(s) must
comply with subdivisions 1-3 of the section, as
applicable section Laws 2020, 7th Spec. [special]
Sess [session]., chpt. [chapter] 1. art. [article] 6,
sect. 17 (opens in a new window).

- | have read and fully understand Minn. Stat.
sect. 144G.80 (opens in a new window), 144G.81
(opens in a new window). and Laws 2020, 7th
Spec. Sess., chpt. 1, art. 6, sect. 22 (opens in a
new window), my building(s) must comply with
these sections if applicable.

- Assisted Living Licensure statutes in Minn. Stat.
chpt. 144G (opens in a new window).

- Assisted Living Licensure rules in Minnesota
Rules, chpt. 4659 (opens in a new window).

- Reporting of Maltreatment of Vulnerable Adults
(opens in a new window).

- Electronic Monitoring in Certain Facilities (opens
In a new window)."

- | understand pursuant to Minn. Stat. sect. 13.04
Rights of Subjects of Data (opens in a new
window), the Commissioner will use information
provided In this application, which may include an
iIn-person or telephone conference, to determine
If the applicant meets the requirements for
assisted living licensing. | understand | am not
Minnesota Department of Health
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legally required to supply the requested
information; however, failure to provide
Information or the submission of false or
misleading information may delay the processing
of my application or may be grounds for denying
a license. | understand that information
submitted to the commissioner in the application
may, in some circumstances, be disclosed to the
appropriate state, federal or local agency, and law
enforcement office to enhance investigative or
enforcement efforts or further a public health
protective process. Types of offices include Adult
Protective Services, offices of the ombudsmen,
health-licensing boards, Department of Human
Services, county or city attorneys' offices, police,
local or county public health offices.

- | understand in accordance with Minn. Stat.
sect. 144.051 Data Relating to Licensed and
Registered Persons (opens in a new window), all
data submitted on this application shall be
classified as public information upon issuance of
a provisional license. All data submitted are
considered private until MDH issues a license.

- | declare that, as the owner or authorized agent,
| attest that | have read Minn. Stat. chapter 144G
(opens in a new window), and Minnesota Rules,
chapter 4659 (opens in a new window), governing
the provision of assisted living facilities, and
understand as the licensee | am legally
responsible for the management, control, and
operation of the facility, regardless of the
existence of a management agreement or
subcontract.

- | have examined this application and all
attachments and checked the above boxes
indicating my review and understanding of
Minnesota Statutes, Rules, and requirements
related to assisted living licensure. To the best of
my knowledge and believe, this information is
true, correct and complete. | will notify MDH, in
Minnesota Department of Health
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writing, of any changes to this information as
required.

- | attest to have all required policies and
procedures of Minn. Stat. chapter 144G (opens In
new window). and Minn. Rules chapter 4659
(proposed and not final) (opens in new window),
In place upon licensure and to keep them current
as applicable.

- | attest to that the assisted living facility has
provided services to at least one resident during
the immediately proceeding license year as
required by Minn. Stat. sect. 144G.17 (5) (opens
IN new window).

Page 6 was electronically signed by the licensee
on June 30, 2023.

The licensee had an Assisted Living license,
iIssued on February 1, 2024.

The licensee failed to ensure the following
policies and procedures were developed and/or
implemented:

- requirements in sections 626.557, reporting or
maltreatment of vulnerable adults;

- conducting and handling background studies on
employees;

- orientation, training, and competency
evaluations of staff, and a process for evaluating
staff performance;

- conducting initial and ongoing resident
evaluations and assessments of resident needs,
including assessments by a registered nurse or
appropriate licensed health professional, and how
changes in a resident's condition are identified,
managed, and communicated to staff and other
health care providers as appropriate;

- Infection control practices;

- conducting appropriate screenings, or
documentation of prior screenings, to show that
staff are free of tuberculosis, consistent with
Minnesota Department of Health
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current United States Centers for Disease Control
and Prevention standards;

- medication and treatment management; and

- delegation of tasks by registered nurses or
licensed health professionals.

As a result of this survey, the following orders
were issued under 0510, 0630, 0660, 1290, 1470,
1500, 1530, 1620, 1690, 1700, 1760, 1770, 1820,
1880, 1890, 1940, 1970, and 2320.

No further information was provided.

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

0450 144G.41 Subdivision 1 Minimum requirements 0450
SS=D
All assisted living facilities shall:

(1) distribute to residents the assisted living bill of
rights;

(2) provide services in a manner that complies
with the Nurse Practice Act in sections 148.171 to
148.285;

(3) utilize a person-centered planning and service
delivery process;

(4) have and maintain a system for delegation of
health care activities to unlicensed personnel by a
registered nurse, including supervision and
evaluation of the delegated activities as required
by the Nurse Practice Act in sections 148.171 to
148.285;

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to provide services in a
person-centered manner for one of two residents
(R2).

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) 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:

R2's diagnoses included peripheral vascular
disease, alcohol dependence, generalized
idiopathic epilepsy, and anemia.

On October 23, 2024, at 9:40 a.m., the surveyor
observed unlicensed personnel (ULP)-C
administer R2's scheduled morning medications.

R2's Service Plan Agreement dated May 17,
2023, indicated R2 received services including
dining reminders, nail care, and bed making. It
also indicated services to include:

- wellness checks, noting "Locate [R2] and check
on him face-to-face to ensure he is alive and
well... Community to check on resident and
address any needs."; and

- alcohol use: Monitor, noting "FY1 if resident
returns from the bar, appears intoxicated, slurs
there [sic] room staff must monitor them hourly.
Vital signs of respirations, pulse and oxygen
should be obtained as well as noting if they are
arousable [sic]. Indicate in communication note if
resident appears intoxicated and time hourly
monitoring is initiated. If the resident is not
responsive, unable to communicate, agitated or
combative and unable to be directed call 911. The
community to provide a safe environment if the
Resident chooses to consume alcohol. The
Minnesota Department of Health
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community cannot take responsibility if the
resident chooses to consume alcoholic
substances."

R2's Service Delivery Record for October 2024
noted "Alcohol Use: Monitor" and a slot for each
day of the month. Each date noted either "2" or
"3" and a note at the bottom read "A Number
Indicates the number of times a service was
delivered on that day."

On October 23, 2024, at 12:05 p.m., licensed
assisted living director (LALD)-B and clinical
nurse supervisor (CNS)-A stated when he comes
back drunk and obviously intoxicated, staff
monitor him to make sure he is not falling or
throwing up on himself, and added several times
they had to clean up vomit and pick R2 up off the
floor. LALD-B stated staff had not been educated
on the signs and symptoms of alcohol poisoning
to monitor for.

No further information was provided.

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

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:
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, but was not likely to
cause serious injury, impairment, or death), and
IS Issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated October 21, 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.

0 485 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:

() 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

Minnesota Department of Health
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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
iIn advance of menu changes; and

(C) the facility cannot require a resident to include
and pay for meals in their contract;

(if) weekly housekeeping;

(i) weekly laundry service;

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the Assisted Living
contract did not require any resident to include
and pay for meals as a part of their assisted living
package fee. This had the potential to affect all
residents of the facility.

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

The findings include

R1's Lease Agreement dated September 27,
2022, noted on page S "Hyatt House will provide
the Resident with the following accommodations,
which are included in the basic daily fee. 3
meals/day plus snack served in the dining area.”

On October 24, 2024, at 9:20 a.m., licensed
assisted living director (LALD)-B stated all meals
are included in the contract and she was not
aware the licensee could not require a resident to
Minnesota Department of Health
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include and pay for meals in their contract.
LALD-B stated this was the same for all
residents.

No further information was provided.

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

0510, 144G.41 Subd. 3 Infection control program 0 510
SS=F
(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b) The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to establish and
maintain an infection control program to comply
with accepted health care, medical, and nursing
standards for infection control for one of one
employee (unlicensed personnel/ULP-C)
observed to provide medication administration.
This had the potential to affect all residents,
visitors and staff.

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 a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

On October 23, 2024, at 8:20 a.m., the surveyor
observed ULP-C administer insulin to R6 in his
bed. The surveyor observed ULP-C administer
the insulin into R6's abdomen without first wiping
the site with an alcohol wipe. Upon exiting R6's
room, ULP-C stated she had not wiped R6's
abdomen and was not sure if she was trained to
do so or not.

On October 25, 2024, at 10:00 a.m., clinical nurse
supervisor (CNS)-A stated it was her expectation
the abdomen or any site be wiped with alcohol
prior to administration of the insulin.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

06301 144G.42 Subd. 6 (b) Compliance with 0 630
SS=l| 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;

Minnesota Department of Health
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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
self-abuse.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to complete a
comprehensive assessment of a resident's risk of
abusing other vulnerable adults with statements
of the specific measures to minimize the risk of
abuse for one of eleven residents (R4), and failed
to complete a comprehensive assessment of a
resident's susceptibility to abuse by another
iIndividual with statements of the specific
measures to minimize the risk of abuse for one of
eleven residents (R5). This had the potential to
affect all residents, staff, and visitors. This
resulted in an immediate correction order on
October 25, 2024.

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

The licensee failed to take immediate action to
develop and implement specific measures to
reduce R4's risk of harm to other residents and
his self for actions including misuse of a
motorized scooter and making threats to other
Minnesota Department of Health
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residents and staff.

R4

From October 21, through October 24, 2024, the
surveyor observed R4 multiple times throughout
the survey in the halls and dining room on his
motorized scooter.

R4's diagnoses included hypertension, partial
traumatic amputation at knee level to the left leq,
phantom limb syndrome with pain, personality
and behavioral disorders, current alcohol and
recreational drug use.

R4's Service Plan Agreement dated April 24,
2023, indicated R4 received services including
transportation assist, bathing setup, dining
reminders, assistance with compression
stockings, assistance with nail care, setup for
grooming, daily blood pressure, bed making,
housekeeping, laundry, medication
administration, monitoring alcohol use, and
behavior management ("The community to
provide assistance to monitor reactive behaviors
In a supportive environment. Monitor and chart
behaviors with other residents. The community to
provide assistance to monitor reactive behaviors
In a supportive environment").

R4's Behavior Assessment Plan dated June 24,
2024, completed and signed by licensed assisted
living director (LALD)-B noted the following
ISSues:

- resident continues to display aggressive and
threatening behavior towards caregivers and
housemates;

- makes rude comments and physical threats of
harm:

- history of running his wheelchair into
housemates, throwing dishes, kicking, and hitting;
Minnesota Department of Health
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- law enforcement has been involved multiple
times and assault charges are pending;

- iIncontinent of urine and refuses to change
clothing;

- urinates in bottles in his room and refuses staff
to remove them;

- refuses to allow staff to clean his room;

- destroys property when upset, and has broken
three doors, dishes;

- will run scooter into walls;

- attempts to obtain an inpatient psychological
evaluation have been unsuccessful and resident
refusing cat scan. Current order for Rule 20
evaluation. Limited results seen on psychotropic
medication (Seroquel). Staff try to redirect and
assist with very little results.

Intervention/action includes:

- administer medications as prescribed,;

- document all aggressive and threatening
behavior, notify LALD/RN, case manager and
police if needed;

- remove resident from any situation where
aggressive or threatening behavior is displayed;
- encourage resident to attend Rule 20 evaluation
and follow through with results;

- continue attempts for inpatient evaluation,
therapist visit, or cat scan;

- encourage resident to allow staff to clean room
so it remains sanitary;

- staff to monitor shared bathroom to ensure it
stays clean and safe; and

- resident to use only plastic/paper dishes in the
dining room to ensure he is not breaking glass
around house mates.

R4's Master Assessment Template dated July 29,
2024, noted a current alcohol and recreational
drug use, R4 had an electric wheelchair, had
short-term memory impairment, occasionally
needed redirection for mild disorientation to

Minnesota Department of Health
STATE FORM 6899 R78|11 If continuation sheet 16 of 117




PRINTED: 12/02/2024

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:
28686 B. WING 10/25/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
231 WASHINGTON STREET
COVERED BRIDGE LLC
HOLDINGFORD, MN 56340
(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)

0630 | Continued From page 16 0630

person, place, or time, had behaviors including
physical and verbal, was resistive to care, and
had socially inappropriate behavior which
required redirection, yells and swears at others,
and comes out unpreventable in the community
with redirection needed. It noted a monthly
evaluation of behavior management needs by the
nurse. It noted R4 was a high fall risk and
required fall risk safety checks. It noted R4
denied pain. However, it also noted R4 had
phantom left knee pain, and "Pain may interfere
with resident mood and demeanor at times.

Does have pain controller prescribed when
needed." It also noted past traumatic brain injury
(TBI) which effects R4's mood and memory. It
noted missing teeth, and R4 became agitated
when dentures were discussed and noted R4 was
incontinent of urine.

R4's record included the following incidents:

- February 14, 2024, at 4:50 p.m. - incident report
(IR) of resident to staff altercation. R4 yelling at a
peer in the dining room. R4 was asked to go to
his room and started to kick staff and yell at staff
while going to his room. No injuries noted. R4's
provider not notified. RN not notified. LALD
notified. The IR section "Incident Investigation”
was left blank. The form was signed as
completed by unlicensed staff, but not signed by
LALD or clinical nurse supervisor (CNS);

- February 16, 2024, at 8:52 a.m. - progress note
(PN) R4 was screaming at a peer in the dining
room and proceeded to move towards her in her
wheelchair. Staff intervened and R4 screamed at
and kicked staff;

- February 16, 2024, at 9:29 a.m. - PN peer
reported to staff R4 had placed items in front of
his door. Staff approached R4 and asked if he
had things in the hallway. R4 began yelling and
In front of peer's door and said "l put it there so
Minnesota Department of Health
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that he would trip on it." Staff asked R4 to
remove items, and he continued to yell "['ll throw

it in the fucking hallway". Staff removed the
broken toaster oven;

- February 16, 2024, at 2:48 p.m., - PN LALD-B
heard R4 screaming from the office (on opposite
corners of the building). When approached, R4
stated he had tipped his wheelchair over. When
asked to keep in mind other people lived here, R4
screamed "Good | hope they all fucking hear
me.":

- February 19, 2024, at 12:22 p.m., - PN noted a
neighbor had been complaining to staff about
R4's behavior, and staff reported R4 was yelling
at and threatening a peer, telling peer he was
going to "beat his ass" and told staff they better
call the police before he does something and
added "| hope | get assault charges.” It also
noted over the weekend there were many reports
of R4 yelling and screaming, kicking things in his
room, and telling staff to "go to hell."

- February 19, 2024, at 12:25 p.m., - PN noted R4
got upset with a peer and yelled "get out of my
way you little dwarf". R4 backed his wheelchair
up and ran over the scale, got upset and picked it
up and threw the scale, breaking it;

- February 26, 2024, at 2:15 p.m. - PN noted
overnight R4 continued to kick his fridge in his
room for about an hour:

- March 11, 2024, at 8:09 a.m. - PN noted R4
yelling and screaming and throwing things
overnight. Staff asked him to stop, but it went on
for three hours. R4 began to kick a peer's door
and staff called 911. Police came out and told
staff there was an active warrant and to have
resident call non-emergency number after
breakfast. R4 was arrested that morning and
taken to jail;

- March 13, 2024, at 8:19 a.m., - PN noted R4
was released from jail and returned to the facility.
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There was a court order prohibiting contact with a
peer (no longer resides at the facility). Plan to
keep safe included separate mealtimes, when
peer was in hallway, R4 must stay away, in
common areas if peer came in, R4 must leave,
and if R4 intentionally tried to make contact or
refused to leave when peer was around, the
police would be called;

- April 4, 2024, at 10:41 a.m. - PN noted R4 had
court appearance for 5th degree assault charge.
While meeting with public defender, R4 started to
yell and scream and asked the attorney if he
Killed the other resident because that is what he
wanted to do. Attorney asked for Rule 20
evaluation:

- April 5, 2024, at 10:48 a.m., - PN noted R4 went
Into the dining room, and a peer was in the dining
room with company. R4 began screaming and
swearing at the peer for asking if it was cold
outside;

- April 8, 2024, at 5:00 p.m. - PN noted R4 spilled
soup on himself and got upset and yelled at staff;
- April 14, 2024, at 5:30 p.m. - PN noted two
peers started arguing in the dining room and R4
screamed and threatened a peer. R4 stated he
was going to beat up the peer. An incident report
was completed. No injuries noted. R4's provider
not notified. RN not notified. LALD notified. The
IR section "Incident Investigation" noted no staff
was present to withess. An IR for RS noted R4
pinched him during the altercation. The form was
signed as completed by unlicensed staff and
signed by LALD. Provider not notified. RN not
notified. No new interventions;

- April 24, 2024, at 11:47 a.m., - PN noted a
dispute in the dining room between two peers
about one of the peer's dogs. After the situation
was resolved, R4 yelled "just kill the mother
fucker":

- May 1, 2024, at 12:58 p.m. - PN noted a
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manager from the gas station in town came to
offer a used motorized scooter for R4 that people
from town had chipped in to buy, which was going
to have the seat repaired and be ready next
week;

- May 13, 2024, at 11:55 a.m. - PN noted R4
received the motorized scooter:;

- May 15, 2024, at 8:15 a.m. - IR noted a physical
altercation when R4 ran into and rammed the
side and back of RS's wheelchair with his
motorized scooter. No apparent injuries. Staff
asked resident to stop and go around peer, and
R4 began yelling at staff. No injuries noted. R4's
provider not notified. RN not notified. LALD not
notified. The IR section "Incident Investigation”
was left blank. The form was signed as
completed by unlicensed staff, but not signed by
LALD or RN. IR for peer also completed with no
iInjury noted RS's provider not notified. RN not
notified. LALD not notified. The IR section
"Incident Investigation" was left blank. The form
was signed as completed by unlicensed staff, but
not signed by LALD or RN. On May 15, 2024, at
11:58 a.m., a report was filed by LALD-G with
Minnesota Adult Abuse Reporting Center
(MAARC);

- May 15, 2024, at 11:41 a.m. - PN noted R4
started hitting his table in the dining room. R4
then started to swear at staff telling them to "shut
the fuck up" and flipped his table over. LALD-B
intervened and asked R4 to return to his room
and R4 yelled "Fuck him.";

- May 28, 2024, at 12:09 p.m. - PN noted several
reports over the weekend of R4 ramming his
motorized scooter into things such as walls and
tables and threatening to run peers over;

- May 28, 2024, at 12:38 p.m. - PN indicated
when LALD-B talked with R4 about the misuse of
his motorized scooter, R4 yelled he had not
misused or threatened anyone with his scooter
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but could see himself doing it. R4 was informed
that if he hurt another resident, they would have
to restrict the use of the scooter in the building.
R4 yelled he was going to call his brother and
have him take him out of here;

- May 28, 2024, at 10:12 a.m. - late entry PN for
May 23, 2024, noted R4 broke the table in his
room and tried to throw it out the window;

- May 30, 2024, at 10:13 a.m. - late entry PN for
May 27, 2024, noted staff heard loud banging
from R4's room. R4 stated he was banging
against the wall with the scooter "because | hate
that mother fucker and | hope | ruin his night."
Resident threatened to fight peer;

- May 31, 2024, at 11:24 a.m. - PN noted R4 was
outside the facility yelling at a peer;

- June 5, 2024, at 12:15 p.m. - IR noted
aggressive behavior with R4 upset he could not
scoop up potatoes with his spoon and smashed
his plate against the table, shattering it and
cutting his thumb on his right hand. R4's provider
not notified. RN not notified. LALD not notified.
The IR section "Incident Investigation” was left
blank. The form was signed as completed by
unlicensed staff, but not signed by LALD or RN;
- June 5, 2024, at 12:34 p.m. - PN noted after
incident in dining room, R4 returned to his room
and tore the door off the hinges;

- June 6, 2024, at 7:59 a.m. - PN late entry for
June 1, 2024, at 6:00 p.m., R4 ran the power
scooter into the walls in his room:;

- June 7, 2024, at 8:33 a.m. - PN noted R4 would
be using plastic plates and silverware. When
asked why he continued to break things, R4
stated he would continue to break anything he
could and began screaming at staff;

- June 11, 2024, at 11:39 a.m. - PN indicated R4
brought paperwork for upcoming court date and
asked staff to make a new appointment;

- June 13, 20204, at 8:59 a.m., late entry for June
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11, 2024, - PN indicated R4 tried to take a
package delivered by the front door not
addressed to him;

- June 14, 2024, at 9:59 a.m. - PN indicated a
court hearing was held and the judge reschedule
the Rule 20 for July 9, 2024, at 12:00 p.m. via
teleconference;

- June 24, 2024, at 3:45 p.m. - IR noted resident
to resident altercation note R4 stated "I'm going
to fucking kill him and there's nothing you can
do." R4 ran into RS when entering the dining
room, yelled at RS, and continued to run into him.
Emergency services called. No injuries noted.
R4's provider not notified. RN not notified. LALD
notified. The IR section "Incident Investigation”
noted 911 was called and R4 was charged with
5th degree assault. The form was signed as
completed by unlicensed staff and signed by
LALD. RS's IR dated June 24, 2024, at 3:45
p.m., noted peer reported pain in both hands.
RS's provider not notified. RN not notified. LALD
notified. MAARC report filed June 25, 2024, at
10:33 a.m.;

- June 25, 2024, at 7:41 a.m. - PN indicated R4
threw his meds at staff and screamed "I'm not
taking these fucking meds". R4 attempted to run
staff's hands over when they tried to pick up the
medication off the floor:;

- June 25, 2024, at 8:08 a.m. - PN indicated R4
has been refusing his quetiapine (psychotropic
medication) and metoprolol (to treat high blood
pressure);

- June 26, 2024, at 2:02 p.m. - PN indicated R4
was throwing bingo pieces and card on the floor
when told it was time to clear the board;

- July 9, 2024, at 10:57 a.m. - PN indicated R4
asked staff for a peer's cigarettes and was told he
could not get peer's cigarettes. R4 then called
staff a "lazy bitch";

- July 11, 2024, at 10:52 a.m. - PN indicated R4
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had the Rule 20 evaluation via
telecommunication. After about 30 minutes, R4
started yelling and slammed the computer shut;

- July 15, 2024, at 1:33 p.m. - PN indicated R4
threw his medications on the floor;

- July 15, 2024, at 1:35 p.m. - PN indicated R4
admitted to throwing a chair in the dining room;

- July 25, 2025, at 11:57 a.m. - PN indicated the
Ombudsman came to visit with R4. LALD spoke
with Ombudsman about concerns and issues with
resident;

- July 26, 2024, at 1:13 p.m., late entry for July
23, 2024, - PN indicated R4 threatened to break
his plate;

- July 31, 2024, at 8:49 a.m., late entry for July
30, 2024, - PN indicated R4 refused his
medications stating he would "Never take another
fucking med again" and stated to staff "Think
about how much im [sic] going to fuck you up.”;

- August 1, 2024, at 1:30 p.m., - IR noted R4 ran
iInto RS with his motorized scooter when RS was
going down the hallway in his wheelchair. R4
yelled "dumb fuck"”. Staff intervened and R4 went
to his room. RS5's right hand got caught between
the two wheelchairs. R4's and RS's provider not
notified. RN not notified. LALD completed the
IR. The IR section "Incident Investigation" was
left blank. The form was not signed by RN;

- August 8, 2024, at 9:25 a.m., late entry for July
31, 2024, - PN indicated R4 started yelling and
cursing at staff when asked if he wanted to take
his medications;

- August 20, 2024, at 12:43 p.m., - PN indicated
R4 was eating food off a peer's plate in the dining
room. When asked what he was doing, R4
stated "I'm eating her food. I'm not being an
asshole | am being smart.”;

- August 22, 2024, at 8:22 a.m., late entry for
August 7, 2024, - PN indicated R4 was yelling
and swearing when he could not hold on to a
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magazine. R4 denied pain;

- August 22, 2024, at 8:25 a.m., - PN indicated
R4 ripped the toilet paper holder off the wall;

- August 22, 2024, at 8:25 a.m., late entry for
August 16, 2024, - PN indicated R4 was yelling
and swearing at peer when they were both in the
door way at the same time;

- August 22, 2024, at 8:26 a.m., late entry for
August 18, 2024, - PN indicated R4 got stuck on
a chair by the staff area and rammed into the
doorway to the dining room several times trying to
break the chair. When asked to stop, R4 yelled
"Add it to my god damn bill, im [sic] sure it's close
to $1000 by now. And | was trying to break it.";

- August 22, 2024, at 8:29 a.m., late entry for
August 19, 2024, - PN indicated R4 was sitting in
the middle of the doorway reading a magazine
when a peer wanted to get through. R4 yelled
"fuck you, | don't care if you need to pee, fuck
you";

- August 22, 2024, at 8:32 a.m., - PN indicated
R4 called staff a "stupid prick"” when attempting to
take R4's blood pressure;

- August 25, 2024, at 7:00 p.m. - IR noted
resident to staff altercation. Staff arrived to work
and heard R4 yelling from outside the building
with the front door wide open. When staff
entered the building, R4 was noted by the staff
area waving a plate around and stated he was
going to hit staff as soon as they walked through.
Staff arriving asked R4 to stop or they would have
to call the police, and R4 attempted to run staff
over and hit them with the plastic plate in his
hands. Police were called. No injuries noted.
R4's provider not notified. RN not notified. LALD
notified. The IR section "Incident Investigation”
noted the police and R4's brother were notified.
The form was signed as completed by unlicensed
staff, signed by LALD but not RN;

- August 26, 2024, at 11:10 a.m., - IR noted R4
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was on the motorized scooter in the hallway and
R5 was in his way. R4 started screaming "get out
of my fucking way" and rammed his motorized
scooter into R5 numerous times and pushed RS
against the wall in his wheelchair. Staff
iIntervened and R4 yelled "shut the fuck up”. R4
then raised a water bottle to throw at staff. R4
then turned his motorized scooter around and
attempted to run into another resident who just
entered the hallway. Staff jumped in front of the
other resident and told R4 they would take the
motorized chair if he did not stop. R4 became
upset and came at staff threatening to hit staff
and run them over. After multiple prompts, R4
returned to his room. No injuries noted. R4's
provider not notified. RN not notified. LALD
notified. The IR section "Incident Investigation”
noted a MAARC report was filed. The form was
signed as completed by unlicensed staff, signed
by LALD but not signed by RN. RS's IR noted no
iInjury. RS&'s provider not notified. RN not notified.
LALD notified. Comments section noted RS had
no injuries. MAARC report filed. MAARC report
filed by LALD-B on August 26, 2024, at 2:14 p.m.;
- September 5, 2024, at 10:42 a.m., late entry for
September 4, 2024, - PN indicated R4 was
shouting and banging things in his room;

- September 12, 2024, at 9:12 a.m., late entry for
September 9, 2024, - PN indicated R4 was yelling
and swearing when trying to get something out of
his fridge. It noted R4 declined help from staff;

- September 13, 2024, at 12:54 p.m., late entry
for September 11, 2024, - PN indicated a peer
asked R4 to move so he could get through the
doorway. R4 began yelling and banged his
motorized scooter into the peer's scooter multiple
times, resulting in peer's basket on the scooter to
be broken;

- September 20, 2024, at 12:30 p.m., - IR
indicated R4 had a verbal altercation with a peer,
Minnesota Department of Health
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and R4 told the peer "l can't believe they let a
piece of shit like you live here." No injuries noted.
R4's provider not notified. RN not notified. LALD
not notified. The IR section "Incident
Investigation” was left blank. The form was
signed as completed by unlicensed staff, but not
signed by LALD or RN;

- September 23, 2024, at 10:08 a.m., - PN
Indicated R4 asked staff for a new cable box.
When staff informed R4 they did not have a spare
and would have to contact the cable company, R4
stated "Should | just throw the fucking TV away
then". Staff went to R4's room to check the cable
box and found the TV was completely broken with
hardly any picture visible but the box was fine;

- September 23, 2024, at 12:02 p.m., - PN
iIndicated R4 began yelling and threw his food on
the floor;

- September 23, 2024, at 12:27 p.m., - PN
iIndicated a notice was received from Stearns
County public defender of a telecommunication
hearing on October 7, 2024, at 10:00 a.m_;

- September 24, 2024, at 8:24 a.m., late entry for
September 17, 2024, - PN indicated R4 was
yelling and screaming in his room and it went on
for 10 minutes. Staff offered help and R4
declined;

- September 24, 2024, at 8:26 a.m., late entry for
September 18, 2024, - PN indicated staff went to
help resident with his TV and noted R4 had
flipped his table over and threw his mail on the
floor. Staff tried to help pick it up and resident
yelled to "Leave it the hell alone.”;

- September 24, 2024, at 8:27 a.m., late entry for
September 19, 2024, - PN indicated resident
went out for a stroll around town and his
motorized scooter died. [t noted someone from
town "brought resident back to the facility on a
forklift.";

- September 24, 2024, at 8:28 a.m., late entry for

Minnesota Department of Health
STATE FORM 6899 R78|11 If continuation sheet 26 of 117




PRINTED: 12/02/2024

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:
28686 B. WING 10/25/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
231 WASHINGTON STREET
COVERED BRIDGE LLC
HOLDINGFORD, MN 56340
(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)

0630 | Continued From page 26 0630

September 20, 2024, - PN indicated R4 used his
motorized scooter to run into another resident in a
shared hallway;

- September 24, 2024, at 8:30 a.m., late entry for
September 23, 2024, - PN indicated R4 threw his
food on the floor because he did not like the type
of noodles used. Staff tried to talk with R4 about
it, but he yelled and screamed,;

- September 24, 2024, at 8:36 a.m., - PN
Indicated R4 came to dining room and began
screaming at a peer he was going to "kick his
ass". Staff asked R4 to leave the dining room,
and R4 screamed at staff. \When R4 left the
dining room, he ran over staff's foot with his
motorized scooter. R4 continued to yell "I'm
going to wait for that mother fucker, he is going to
get his ass beat today." R4 kept coming back to
see if peer was still in the dining room;

- September 24, 2024, at 11:37 a.m., - PN
Indicated R4 had broken a table in his room the
facility had provided for him to use;

- October 7, 2024, at 10:01 a.m., - PN indicated
R4 attended court via telecommunication, and
court ordered the Rule 20 evaluation:

- October 10, 2024, at 11:30 a.m., late entry for
September 25, 2024, - PN indicated R4 was
yelling in his room. When staff asked why he was
yelling, R4 stated "because it's something to do.";
and

- October 10, 2024, at 11:31 a.m., late entry for
September 29, 2024, - PN indicated R4 was
screaming and cursing in his room.

R4's Vulnerability, Safety and Risk Assessment
with Abuse Prevention Plan dated July 29, 2024,
noted vulnerabilities with interventions needed
including:

- vulnerable to abuse against them from others -
can easily be taken advantage of by house
mates, asking for gifts of money in the past;
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- anxiety/depression/mental iliness - has
uncontrolled anger issues and has been known to
throw items and threaten house mates and facility
staff;

- ability to ambulate safely with/without assistive
devices or safe use of assistive devices - will not
use DME (durable medical equipment) properly at
times. Fails to lock breaks on wheelchair. Does
not ask for assistance when needed. Staff to
monitor for safety of and use of DME and notify
registered nurse (RN) of any concerns;

- pain - no current concerns at this time;

- history of self-neglect and unlikely to report
abuse from others - staff are mandated reporters
and to notify RN of any concerns;

- alcohol/substance abuse - history of meth abuse
and having substance on self. Due to this room
IS searched intermittently by staff;

- history of starting fires in facility related to
smoking - staff to store lighters in staff area;

- verbal abuse - R4 yells and swears at house
mates and staff;

- threatening behavior - will have angry outbursts
including throwing things, threatening to kick or
hit house mates:

- physical violence or potential harm, such as
hitting, kicking, pushing, biting or grabbing or
injury from improper use of scooters -
documented that R4 has violent outbursts with
hitting/kicking, yelling/swearing at house mates or
facility staff; and

- history of criminal charges - no current concerns
at this time.

Summary noted "Client is vuneralble [sic] to
abuse/neglect by others and also can be a
danger to those around him. Facility staff is to
monitor and report any concerns to RN." It noted
the assessment was based on the resident's
chart, staff information and case files. Planned
interventions are located in the care plan
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(identified by LALD-B as the service plan).
However, R4's Abuse Prevention Plan did not
identify R4's use of his scooter as a weapon.
Additionally, it did not identify R4 was at risk of
self-abuse due to not ensuring the scooter was
fully charged and/or R4 was unable to monitor the
status of the battery while on outings, and also
did not include specific measures to be taken to
minimize risk of abuse to others and to self.

R4's untitled contract dated October 18, 2021,
noted under Termination by the Community
section "In addition, we may initiate an expedited
termination of services to you in any of the
following circumstances:

(1) You have engaged in conduct that
substantially interferes with your own health or
safety;

(2) Your assessed needs exceed the scope of
services agreed upon in this Agreement or
offered at the Community as disclosed on the
Uniform Checklist Disclosure of Services:; or

(3) Extraordinary circumstances exist, causing us
to be able to provide you with the services
necessary to meet your needs, even though the
services are disclosed on the Uniform Checklist
as available through the Community."

A letter dated December 12, 2022, titled to
discuss the assisted living contract termination
was proposed for December 16, 2022. Reason
for termination noted as "engaged in conduct that
substantially interferes with the rights, health or
safety of other residents, and destruction of
property.”

A letter dated December 27, 2022, titled
termination of assisted living contract noted the
termination date of January 27, 2023. It noted
"Your Assisted Living Contract will be terminated
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for putting other resident's safety at risk by being
violent and hitting and kicking them. [Resident's
name] has made several threats to other resident
about harming them. [Resident's name] has also
destroyed Hyatt House property. And has been
starting fires." It noted the facility was willing to
create a new contract with the following
conditions:

- must attend regular therapy sessions;

- must stop all violent behavior;

- must pay for all destroyed property; and

-would not be allowed to have any lighters on his
person.

A notice of the contract termination was sent to
the Office of Ombudsman for Long-Term Care
(OOLTC) on December 27, 2022.

On July 3, 2024, time not indicated,
correspondence from LALD-B sent to R4's
provider noted "We do feel resident is a danger to
other residents, himself and staff. However,
resident is scheduled for a court ordered Rule 20
eval [evaluation] via zoom [telecommunication] on
Tuesday July 9, 2024." Progress notes were sent
along with behaviors. Response from provider
included "Noted. What became of that" He'd be
great for coordinated care clinic in St. Cloud.
Thoughts/updated?” Fax dated July 25, 2024.

July 26, 2024, time not indicated, a response
from LALD-B sent to R4's provider noted
"Regarding the incident report in question, we did
have the police out. They were unable to do
anything with [resident's name] going at another
resident, because there were no injuries and
there was not video footage. But we had a staff
member who stepped in between them, and the
staff member was assaulted. The police were
able to charge [resident's name] with 5th degree
Minnesota Department of Health
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assault and disorderly conduct due to the staff
member's injuries. This is not by any means the
first incident like this. We have had the police out
here numerous times for incidents just like this.
He does have another pending court case for 5th
degree assault against a different resident as
well. In this case the court ordered him to take a
Rule 20 evaluation. He did do this evaluation on
July 9 via zoom. It was very short lived because
he became angry and slammed the computer
shut. We have not yet received the results.
[Resident's name] moved in with us 10/18/21
[October 18, 2021] and we have had similar
Issues with him since 2 days after he moved in. |
will attach resident's behavior notes so that you
can read all of the issues we have had with
[resident's name]. There have been numerous
MAARC reports and police reports filed. He has
destroyed property, (we have had to replace the
door to his room a few times, he breaks any
dishes he is given, he has broken the radiator in
his room, ect [sic]) assaulted staff and other
residents. Even though we did go through the
eviction process with him back in December
2022, we have been unable to find a new
placement for him. He refuses all mental health
appointments and has been refusing his
medications. The Ombudsman was out to visit
with [resident's name] yesterday. He said he
would look into see where the Rule 20 evaluation
Is at. [Resident's name] continues to show
aggression towards other residents and staff. We
try to have a staff member present whenever
[resident’'s name] is around other residents. But
that is not always possible. We continue to try
and find him new placement without any luck.
Yes, | do believe he is a danger to be around the
other residents. I'm not sure if Coordinated Care
IS the right option but it is worth a try. | am not
sure that he will attend any appointments.”
Minnesota Department of Health
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Response from provider dated July 27, 2024,
noted "If he has a guardian - can he refuse
appointments? Th<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>