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March 5, 2025

Licensee
River Oaks at Shady Ridge LLC
225 Shady Ridge Road Nw
Hutchinson, MN  55350

RE:  Project Number(s) SL32681016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on January 30, 2025, 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:
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� Identify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.    

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

� Identify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

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

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

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,

Jessie Chenze, Supervisor
State Evaluation Team
Email: Jessie.Chenze@state.mn.us
Telephone: 218-332-5175 Fax: 1-866-890-9290

HHH
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0 000 Initial Comments 0 000

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

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

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

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

INITIAL COMMENTS:

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

SL32681016

On January 27, 2025, through January 30, 2025,
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 41 residents; all
receiving services under the provider's Assisted
Living license.

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

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

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

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

0 470

(11) develop and implement a staffing plan for
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

determining its staffing level that:
(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 interview and record review, the
licensee failed to develop and implement a
staffing plan for determining the staffing level, that
included an evaluation conducted at least twice a
year of the appropriateness of staffing levels in
the facility.

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

Minnesota Department of Health
STATE FORM 6899 VWGE11 If continuation sheet 2 of 42
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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).

0 470

The findings include:

During the initial facility tour with clinical nurse
supervisor (CNS)-A, licensed assisted living
director (LALD)-B, and assistant administrator
(AA)-C on January 27, 2025, at 11:22 a.m., the
surveyor observed the daily schedule posting,
dated January 27, 2025, hanging on the wall. The
schedule included one unlicensed staff on
medication cart one, one unlicensed staff on
medication cart two, and one unlicensed staff on
medication cart three, for the day and evening
shift, and two unlicensed staff on the overnight
shift. The surveyor requested to review the
facility's staffing plan to evaluate the
appropriateness of the staffing levels in the
facility.

On January 28, 2025, at 10:31 a.m., corporate
registered nurse (CRN)-D stated the staffing plan
was included in the policy binder, and provided a
(licensee) Direct-Care Staffing Plan, dated
February 28, 2024. The plan indicated the above
staffing levels and noted each resident's needs
and acuity level were addressed, as well as staff
experience, training, and competency, to ensure
staffing levels were adequate. The plan indicated
the staffing plan would be reviewed, at a
minimum, two times per year. CRN-D stated the
licensee had the same amount of staff working
each shift for five years. When the surveyor
asked to see prior staffing plan reviews or review
since the February 28, 2024 date, CRN-D stated

Minnesota Department of Health
STATE FORM 6899 VWGE11 If continuation sheet 3 of 42
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if any other reviews of the staffing plan were
completed, they would be found in the policy
binder. CRN-D looked through the binder and
stated, "If it's not in the policy book, it probably
didn't get updated." The policy binder lacked any
further reviews.

0 470

On January 30, 2025, at 11:20 a.m., CNS-A
stated she was not aware of the requirement to
review the staffing plan twice a year, and stated
she already had put it on her calendar to
complete twice a year.

The licensee's Staffing, Direct-Care Staffing Plan
& Daily Schedule policy, dated February 28,
2024, indicated the CNS, or designee, would
develop, write, and implement a staffing plan, that
would be evaluated for the appropriateness of
staffing levels in the facility and revised, as
needed, at a minimum of two times a year.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

All facilities must post in a conspicuous place
information about the facilities' grievance
procedure, and the name, telephone number, and
email contact information for the individuals who
are responsible for handling resident grievances.
The notice must also have the contact
information for the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities
and must have information for reporting

Minnesota Department of Health
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suspected maltreatment to the Minnesota Adult
Abuse Reporting Center. The notice must also
state that if an individual has a complaint about
the facility or person providing services, the
individual may contact the Office of Health Facility
Complaints at the Minnesota Department of
Health.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to post the required
contact information for the individuals who were
responsible for handling resident grievances. This
had the potential to affect all current residents,
staff, and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, 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:

During the initial facility tour on January 27, 2025,
at 11:22 a.m., the surveyor observed a glass
display case in the entryway of the facility with
required postings, and noted the posted
grievance procedure.

The licensee's undated How to Submit a
Complaint about our Services posting, included
the contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health &

Minnesota Department of Health
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Developmental Disabilities, and indicated that if
an individual had a complaint about the licensee's
services, to contact the Office of Health Facilities
Complaints with contact information; however, the
posting lacked the name, telephone number, and
email contact information for the individuals who
were responsible for handling resident
grievances.

On January 27, 2025, at 11:45 a.m., licensed
assisted living director (LALD)-B stated the
contact information lacked the name, telephone
number, and email address for the individuals
listed to contact with a grievance internally, and it
would be fixed immediately.

The licensee's Complaint Policy and Procedure
policy, effective June 1, 2023, indicated each
resident or resident representative would receive
written notice off the facility's process for
receiving and resolving complaints that would
include the name, telephone number, and email
contact information for the staff person(s)
responsible for handling grievances, and
indicated the policy would be posted in a
conspicuous location.

No further information was provided.

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

0 680 144G.42 Subd. 10 Disaster planning and
SS=F emergency preparedness

0 680

(a) The facility must meet the following
requirements:
(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses

Minnesota Department of Health
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elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an
emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;
(4) post emergency exit diagrams on each floor;
and
(5) have a written policy and procedure regarding
missing residents.
(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.
(c) The facility must meet any additional
requirements adopted in rule.

0 680

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to have a written emergency
preparedness (EP) plan with all of the required
content. 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
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).

Minnesota Department of Health
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The findings include:

0 680

Review of the licensee's emergency
preparedness plan on January 30, 2025, at 11:40
a.m., indicated the licensee failed to conduct
exercises to test the EP at least twice per year,
including unannounced staff drills using the EP,
as required.

On January 30, 2025, at 12:10 p.m., licensed
assisted living director (LALD)-B stated he
participated in a tabletop exercise with a company
that guided them through it; however, LALD-B
stated there was no documentation of any drills or
testing specific to the EP plan, as he was not
aware that they needed to test the EP at least
twice per year.

The licensee's Emergency and Disaster
Preparedness policy, effective June 1, 2023,
indicated the licensee provided training in
emergency and disaster preparedness policies
and procedures to all staff during the initial staff
orientation and annually thereafter and made
emergency and disaster training annually
available to all residents. In addition, the policy
indicated the licensee conducted exercises to test
the Emergency Preparation Plan at least twice
per year in compliance with 42 C.F.R. 483.73(d)
(2).

No additional information was provided.

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

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

Contents of a resident record include the

Minnesota Department of Health
STATE FORM

0 730
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following for each resident:
(1) identifying information, including the resident's
name, date of birth, address, and telephone
number;
(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and designated representative;
(3) names, addresses, and telephone numbers of
the resident's health and medical service
providers, if known;
(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records;
(5) the resident's advance directives, if any;
(6) copies of any health care directives,
guardianships, powers of attorney, or
conservatorships;
(7) the facility's current and previous
assessments and service plans;
(8) all records of communications pertinent to the
resident's services;
(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;
(10) documentation of incidents involving the
resident and actions taken in response to the
needs of the resident, including reporting to the
appropriate supervisor or health care
professional;
(11) documentation that services have been
provided as identified in the service plan;
(12) documentation that the resident has received
and reviewed the assisted living bill of rights;
(13) documentation of complaints received and
any resolution;

0 730
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(14) a discharge summary, including service
termination notice and related documentation,
when applicable; and
(15) other documentation required under this
chapter and relevant to the resident's services or
status.

0 730

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure resident records
included a discharge summary with the required
content for one of one discharged resident (R4).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, 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:

R4's diagnoses included post-traumatic stress
disorder, anxiety disorder with depression, type 2
diabetes with neuropathy (nerve damage in
hands and feet) and congestive heart failure.

R4 began receiving services on January 5, 2022,
and was discharged on September 25, 2024.

R4's Attachment D: Service Plan, last updated
August 8, 2024, indicated R4 received services
including assistance with bathing, dressing,
transferring, continence care, mobility, wound
care, blood sugar monitoring, fall prevention, self
injurious and verbal aggression behavior
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monitoring, medication management, and
housekeeping.

0 730

R4's Progress Notes, dated September 10, 2024,
indicated R4 was sent to the hospital due to a
worsening foot wound. On September 25, 2024,
the progress note indicated R4 would not be
returning to the facility due to needing increased
care the licensee could not provide. R4 was
discharged to a facility owned by the same
licensee.

R4's record lacked evidence a discharge
summary was completed.

On January 28, 2025, at 2:10 p.m., clinical nurse
supervisor (CNS)-A stated a discharge summary
that contained the required content had not been
completed for R4, and stated she didn't realize a
discharge summary needed to be completed
when transferring to a "sister facility."

The licensee's Discharge Summary policy,
effective June 1, 2023, indicated the licensee
would document a summary of the resident's
assisted living stay at the time of discharge, and
would provide the resident, and, with the
resident's consent, the resident's representatives
and case manager, with a written discharge
summary that included:
-a summary of the resident's stay that included
diagnoses, courses of illnesses, allergies,
treatments, therapies, and pertinent lab,
radiology, and consultation results;
-a final summary of the resident's status from the
latest assessment or review and if applicable,
would include the resident status, including
baseline and current mental, behavioral, and
functional status;
-a reconciliation of all predischarge medications

Minnesota Department of Health
STATE FORM 6899 VWGE11 If continuation sheet 11 of 42



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 03/05/2025
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

32681 B. WING _____________________________ 01/30/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

RIVER OAKS AT SHADY RIDGE LLC 225 SHADY RIDGE ROAD NW
HUTCHINSON, MN 55350

(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

0 730 Continued From page 11

with the resident's post-discharge prescribed and
over-the-counter medications, and
-a post-discharge plan developed with the
resident and, and if the resident consents, the
resident's representatives, which would include
the resident's planned residence, arrangements
for follow-up care, and needed post discharge
medical and nonmedical services.

0 730

No further information was provided.

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

0 910 144G.50 Subd. 2 (a-b) Contract information
SS=C

(a) The contract must include in a conspicuous
place and manner on the contract the legal name
and the health facility identification of the facility.
(b) The contract must include the name,
telephone number, and physical mailing address,
which may not be a public or private post office
box, of:
(1) the facility and contracted service provider
when applicable;
(2) the licensee of the facility;
(3) the managing agent of the facility, if
applicable; and
(4) the authorized agent for the facility.

0 910

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to execute a written contract with
the required content for three of three residents
(R1, R2, R3).

This practice resulted in a level one violation (a
violation that has no potential to cause more than
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STATE FORM 6899 VWGE11 If continuation sheet 12 of 42



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 03/05/2025
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

32681 B. WING _____________________________ 01/30/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

RIVER OAKS AT SHADY RIDGE LLC 225 SHADY RIDGE ROAD NW
HUTCHINSON, MN 55350

(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

0 910 Continued From page 12

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).

0 910

The findings include:

R1
R1's start of services was July 25, 2023.

R1's Resident Agreement, identified as the
contract, was signed by R2 in July 2023, but did
not indicate the actual date.

R2
R2's start of services was February 4, 2021.

R2's Resident Agreement was signed by R2 on
January 14, 2022.

R3
R3's start of services was August 10, 2023.

R3's Resident Agreement was signed by R3's
representative on August 10, 2023.

R1, R2, and R3's written contract included the
facility's license number.

The licensee lacked a written contract with the
following required content:
-the contract must include in a conspicuous place
and manner on the contract the Health Facility
Identification (HFID) number of the facility.

On January 29, 2025, at 10:20 a.m., licensed
assisted living director (LALD)-B stated he wasn't
aware that the contract should include the HFID
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number, instead of the license number.

0 910

The licensee's Assisted Living Contract policy,
effective September 5, 2023, included the
contract elements; however, incorrectly indicated
the contract must include in a conspicuous place
and manner, the license number of the facility,
instead of the HFID number, as required.

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
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

01060
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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
in this section.currently known; and

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to provide a written notice with the
required content for an emergency relocation for
two of two residents (R1, R2) whom were
hospitalized.

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:

R1
Minnesota Department of Health
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R1's diagnoses included dysphagia (difficulty
swallowing) following cerebral infarction (stroke),
cellulitis (bacterial infection of the skin) and
abscess of right lower limb, high blood pressure,
and hemiplegia (paralysis) and hemiparesis
(weakness) of left side.

01060

R1's unsigned (resident refusal) Attachment D
Service Agreement, dated January 7, 2025,
indicated R1 received services including
continence care, fall prevention, assistance with
bathing, dressing, grooming, transferring,
behavior management, appointment assistance,
blood glucose checks, smoking plan, medication
administration, and housekeeping.

R1's Progress Notes included:
- September 23, 2024, writer received a call from
hospital regarding questions about the services
R1 received from the licensee and was informed
R1 may need surgery but they were continuing to
monitor him. Prior progress notes did not include
information as to why R1 was hospitalized;
- September 24, 2024, hospital staff called
licensee, indicating they were waiting on R1's
wound culture results; and
- September 26, 2024, R1 returned to the facility.

R1's record lacked evidence of a written notice
provided to the resident, the residents' legal
representative, designated representative, and
resident's case manager if applicable, that
contained at a minimum:
- the reason for the relocation;
- the name and contact information for the
location to which the resident had been relocated
and any new service provider;
- contact information for the Office of
Ombudsman for Long-Term Care (OOLTC);
- if known and applicable, the approximate date

Minnesota Department of Health
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or range of dates within which the resident was
expected to return to the facility, or a statement
that a return date was not currently known; and
- a statement that, if the facility refused to provide
housing or services after a relocation, the
resident had the right to appeal and the contact
information for the agency to which the resident
may submit an appeal.

01060

R2
R2's diagnoses included dysthymic disorder
(persistent depressive disorder), bipolar disorder,
anxiety, and brain injury with loss of
consciousness.

R2's Attachment D Service Agreement, dated July
18, 2024, indicated R2 received services
including monitoring self-injurious behavior,
continence care, appointment assist, assistance
with bathing, grooming, dressing, transferring,
wheeling, fall prevention, anxiety management,
medication management, and oxygen
management.

R2's Progress Notes included:
- October 1, 2024, R2 visited the emergency
department due to high blood pressure, low
oxygen level, elevated temperature and pulse. R2
was sent back to the facility later that day with
diagnosis of vaccine reaction;
- October 7, 2024, note indicated R2 was taken to
the emergency department and was admitted;
- October 8, 2024, R2 still in intensive care unit
(ICU). Discharge unknown;
- October 9, 2024, R2 remains in ICU, no plans
for discharge at this time; and
- October 14, 2024, note indicated R2 returned to
facility on October 12, 2024, with diagnosis of
pneumonia of both lungs.
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R2's record lacked evidence of a written notice
provided to the resident, the residents' legal
representative, designated representative, and
resident's case manager if applicable, that
contained at a minimum:
- the reason for the relocation;
- the name and contact information for the
location to which the resident had been relocated
and any new service provider;
- contact information for the Office of
Ombudsman for Long-Term Care (OOLTC);
- if known and applicable, the approximate date
or range of dates within which the resident was
expected to return to the facility, or a statement
that a return date was not currently known; and
- a statement that, if the facility refused to provide
housing or services after a relocation, the
resident had the right to appeal and the contact
information for the agency to which the resident
may submit an appeal.

01060

On January 29, 2025, at 10:45 a.m., clinical nurse
supervisor (CNS)-A stated R1 was hospitalized
from September 21, 2024, through September
26, 2024, and R2 was hospitalized from October
7, 2024, through October 12, 2024. CNS-A stated
she was not aware the written notice needed to
be provided to the resident, the residents' legal
representative, and designated representative, as
well as the case manager, and stated she sends
information to the Office of Ombudsman for Long
Term Care for every hospitalization via fax and
saves the confirmation. CNS-A provided a
Notification of Emergency Location for R1 and
R2, dated September 21, 2024, and October 7,
2024, respectively; however, the emergency
relocation notices included only R1 and R2's
name, date, and the hospital that they was
transferred to, but all other areas were left blank.
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No further information was provided.

01060

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

01290 144G.60 Subdivision 1 Background studies
SS=D required

01290

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.
(c) Termination of a staff member in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure background studies
were affiliated with the assisted living facility
license for two of 36 employees (ULP-H, ULP-I).

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
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a limited number of staff are involved or the
situation has occurred only occasionally).

01290

The findings include:

ULP-H began employment on December 11,
2024, to provide direct care services to the
licensee's residents.

ULP-I began employment on May 25, 2023, to
provide direct care services to the licensee's
residents.

Upon review of the NETStudy 2.0 website, on
January 27, 2025, at 1:20 p.m., ULP-H and ULP-I
were not listed on the employee roster for this
licensee.

On January 27, 2025, at 2:39 p.m., licensed
assisted living director (LALD)-B provided a
background clearance for ULP-H, dated January
27, 2025, and stated ULP-H was not affiliated
with this licensee until today when he affiliated it.
LALD-B also provided a background clearance
for ULP-I, dated May 25, 2023, affiliated with this
licensee, and stated he believed that ULP-I had
been "separated" from the employee roster
through NETStudy 2.0 in error, and he didn't
realize the error until printing the roster today.

The licensee's Background Checks policy,
effective June 1, 2023, indicated the licensee
would conduct a background study on all
employees, volunteers, and contractors; however,
the policy did not indicate the background study
must be affiliated with the assisted living license.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
Minnesota Department of Health
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days

01290

01690 144G.71 Subdivision 1 Medication management 01690
SS=F services

(a) This section applies only to assisted living
facilities that provide medication management
services.
(b) An assisted living facility that provides
medication management services must develop,
implement, and maintain current written
medication management policies and
procedures. The policies and procedures must be
developed under the supervision and direction of
a registered nurse, licensed health professional,
or pharmacist consistent with current practice
standards and guidelines.
(c) The written policies and procedures must
address requesting and receiving prescriptions
for medications; preparing and giving
medications; verifying that prescription drugs are
administered as prescribed; documenting
medication management activities; controlling
and storing medications; monitoring and
evaluating medication use; resolving medication
errors; communicating with the prescriber,
pharmacist, and resident and legal and
designated representatives; disposing of unused
medications; and educating residents and legal
and designated representatives about
medications. When controlled substances are
being managed, the policies and procedures
must also identify how the provider will ensure
security and accountability for the overall
management, control, and disposition of those
substances in compliance with state and federal
regulations and with subdivision 23.

This MN Requirement is not met as evidenced
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by:
Based on interview and record review, the
licensee failed to develop and maintain current
written medication management policies and
procedures under the supervision and direction of
a registered nurse (RN).

01690

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:

During the entrance conference on January 27,
2025, at 10:15 a.m., clinical nurse supervisor
(CNS)-A stated the licensee provided medication
management services to the licensee's residents.

The licensee's provided policies lacked:
- resolving medication errors.

On January 29, 2025, at 8:15 a.m., clinical nurse
supervisor (CNS)-A stated they had provided all
of the medication policies the licensee used, and
noted the licensee did not have this policy.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01750 144G.71 Subd. 7 Delegation of medication
SS=D administration
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When administration of medications is delegated
to unlicensed personnel, the assisted living facility
must ensure that the registered nurse has:
(1) instructed the unlicensed personnel in the
proper methods to administer the medications,
and the unlicensed personnel has demonstrated
the ability to competently follow the procedures;
(2) specified, in writing, specific instructions for
each resident and documented those instructions
in the resident's records; and
(3) communicated with the unlicensed personnel
about the individual needs of the resident.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse (RN) prepared in writing, specific
instructions for one of six residents (R6) observed
during medication administration.

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

The findings include:

During the entrance conference on January 27,
2025, at 10:15 a.m., clinical nurse supervisor
(CNS)-A stated the licensee provided medication
management services to the licensee's residents.

R6's diagnoses included depressive disorder,
type 2 diabetes with diabetic nephropathy (kidney
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disease) and foot ulcer, chronic pain syndrome,
arthritis, high blood pressure, sleep apnea, and
heart disease.

01750

R6's Attachment D: Service Plan, last updated
December 2, 2024, indicated R6 received daily
medication administration.

R6's prescriber orders dated January 8, 2025,
included an order for buprenorphine (used for
maintenance treatment of opioid dependence) 2
mg (milligram) sublingual (under the tongue)
tablet, place 1/2 to 1 tablet under tongue twice
daily. Directions include, "Start with giving 1/2
tablet twice daily, do not start out with a full tablet
first."

R6's MAR (medication administration record),
dated January 2025, included, "Buprenorphine 2
mg tablet SL [sublingual] 1 TABLET UNDER THE
TONGUE TWICE DAILY."

On January 28, 2025, at 8:00 a.m., the surveyor
observed while unlicensed personnel (ULP)-E
prepared to conduct a medication pass for R6,
which included administration of the
buprenorphine. ULP-E compared the medications
provided in bubble packs to the directions on the
MAR. ULP-E opened the locked box on the
medication cart and pulled out the bubble pack
for R6's buprenorphine, which included thirteen
(13) 1/2 tablets. Directions on the bubble pack
included buprenorphine 2 mg tablets, 1/2 to 1
tablet twice daily. ULP-E stated she gives two of
the 1/2 tablets. When asked how she decided
what to give, she stated they always gave two 1/2
tablets, to equal 2 mg. ULP-E called on the walkie
talkie for a co-signer, and ULP-J came into the
medication room. ULP-E verified with ULP-J that
they were to give two 1/2 tablets, and ULP-E

Minnesota Department of Health
STATE FORM 6899 VWGE11 If continuation sheet 24 of 42



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 03/05/2025
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

32681 B. WING _____________________________ 01/30/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

RIVER OAKS AT SHADY RIDGE LLC 225 SHADY RIDGE ROAD NW
HUTCHINSON, MN 55350

(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

01750 Continued From page 24

pointed to documentation in the narcotic book the
previous day where the evening ULP had
documented giving one 1/2 tablet. ULP-J stated,
"I see that." At 8:04 a.m., ULP-E knocked and
entered R6's apartment to administer the
medications. R6 stated, "She only gave me 1/2
yesterday and I tried to explain it to her." ULP-E
stated, "I saw that."

01750

On January 29, 2025, at 9:11 a.m., CNS-A and
corporate registered nurse (CRN)-D stated they
tried not to take orders with "ranges," but stated
they had difficulty with R6's provider who wanted
the dose given to be based on what R6 felt he
needed, although that direction was not written for
the ULPs to follow. CNS-A stated she had
communicated to staff on January 13, 2025, to
give one full tablet (two 1/2 tablets), but stated
only 1/2 tablet was given on January 27, 2025.
CNS-A stated the order was confusing and
needed to be clarified.

The licensee's Administration of Medication,
Treatment and Therapy by Unlicensed Personnel
policy, effective June 20, 2023, indicated the RN
may delegate to unlicensed personnel the task of
administration of medications, treatment, and
therapy if the unlicensed personnel have satisfied
the training requirements and the RN had
developed written, specific instructions for each
resident.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01790 144G.71 Subd. 10 Medication management for
SS=F residents who will
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(2) for unplanned time away, when the pharmacy
is not able to provide the medications, a licensed
nurse or unlicensed personnel shall provide
medications in amounts and dosages needed for
the length of the anticipated absence, not to
exceed seven calendar days;
(3) the resident must be provided written
information on medications, including any special
instructions for administering or handling the
medications, including controlled substances; and
(4) the medications must be placed in a
medication container or containers appropriate to
the provider's medication system and must be
labeled with the resident's name and the dates
and times that the medications are scheduled.
(b) For unplanned time away when the licensed
nurse is not available, the registered nurse may
delegate this task to unlicensed personnel if:
(1) the registered nurse has trained the
unlicensed staff and determined the unlicensed
staff is competent to follow the procedures for
giving medications to residents; and
(2) the registered nurse has developed written
procedures for the unlicensed personnel,
including any special instructions or procedures
regarding controlled substances that are
prescribed for the resident. The procedures must
address:
(i) the type of container or containers to be used
for the medications appropriate to the provider's
medication system;
(ii) how the container or containers must be
labeled;
(iii) written information about the medications to
be provided;
(iv) how the unlicensed staff must document in
the resident's record that medications have been
provided, including documenting the date the
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medications were provided and who received the
medications, the person who provided the
medications to the resident, the number of
medications that were provided to the resident,
and other required information;
(v) how the registered nurse shall be notified that
medications have been provided and whether the
registered nurse needs to be contacted before
the medications are given to the resident or the
designated representative;
(vi) a review by the registered nurse of the
completion of this task to verify that this task was
completed accurately by the unlicensed
personnel; and
(vii) how the unlicensed personnel must
document in the resident's record any unused
medications that are returned to the facility,
including the name of each medication and the
doses of each returned medication.

01790

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) developed comprehensive written
procedures for the unlicensed personnel (ULP)
providing medications for residents having
unplanned time away when the licensed nurse
was not available.

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

01790

During the entrance conference on January 27,
2025, at 10:15 a.m., clinical nurse supervisor
(CNS)-A stated the licensee provided medication
management services to the licensee's residents.

The licensee's Delegation of Medications to be
Given To Residents by Unlicensed Staff for
Residents Time Away from Home policy, dated
June 20, 2023, noted the licensee would provide
the necessary medication needs when they are
away from home if the facility provides assistance
with self-administration of medication,
administration, administration or storage of
medications. Only unlicensed staff that have been
trained and have demonstrated competency
would be assigned to provide the medication for
an unplanned leave of absence not to exceed 7
days of medications. The policy lacked the
following required content:
- a review by the RN of the completion of the task
to verify it was completed accurately by the ULP.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01820 144G.71 Subd. 13 Prescriptions
SS=D

There must be a current written or electronically
recorded prescription as defined in section
151.01, subdivision 16a, for all prescribed
medications that the assisted living facility is
managing for the resident.

01820

This MN Requirement is not met as evidenced
by:
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Based on observation, interview and record
review, the licensee failed to ensure complete
written or electronically recorded prescriptions
were obtained for one of three residents (R2).

01820

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 January 27,
2025, at 10:15 a.m., clinical nurse supervisor
(CNS)-A stated the licensee provided medication
management services to the licensee's residents.

R2 was admitted for assisted living services on
February 4, 2021, with diagnoses including
dysthymic disorder (persistent depressive
disorder), bipolar disorder, anxiety, and brain
injury with loss of consciousness.

R2's Attachment D Service Agreement, dated July
18, 2024, indicated R2 received services
including monitoring self-injurious behavior,
continence care, appointment assist, assistance
with bathing, grooming, dressing, transferring,
wheeling, fall prevention, anxiety management,
medication management, and oxygen
management.

On January 29, 2025, at 9:23 a.m., with
permission from R2, the surveyor observed while
unlicensed personnel (ULP)-K assisted R2 to
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transfer from the wheelchair to the recliner, and
administered a nebulizer treatment.

01820

R2's prescriber orders, dated December 31,
2024, included the following:
- antacid (decrease stomach acid) 200 mg
(milligram) chewable tablet by mouth one every 4
hours as needed;
- benzonatate (treats cough) 100 mg one tablet
by mouth every 8 hours as needed;
- nitrofurantoin macrocrystal (treat urinary tract
infection) 50 mg one tablet by mouth daily;
- omeprazole (treat acid reflux) 20 mg one by
mouth daily;
- ondansetron (prevents nausea) 4 mg one tablet
by mouth every 6 hours as needed;
- lorazepam (treats agitation) 0.5 mg one tablet
by mouth/under tongue every 4 hours as needed;
- morphine (treats pain) solutab 5 mg by mouth
every 8 hours, one tablet every 4 hours as
needed;
- quetiapine (antipsychotic) 300 mg tablet two
tabs by mouth daily;
- Flonase allergy relief 50 micrograms
(mcg)/actuation nasal spray 2 sprays in each
nostril daily;
- haloperidol (treats mental disorders) 5 mg one
tablet by mouth daily;
- hyoscyamine (slows secretions) 0.125 mg one
tablet by mouth every 4 hours as needed;
- lamotrigine (treats bipolar disorder) 200 mg one
tablet by mouth daily;
- levalbuterol (treats chest tightness/wheezing)
0.63 mg/3 ml (milliliters) inhale one vial per
nebulizer three times daily as needed;
- methenamine hippurate (antibiotic used to
prevent and control urinary tract infections) one
gram tablet by mouth twice daily;
- Miralax 17 grams/dose take 17 grams by mouth
daily;
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- senna lax (laxative) 8.6 mg one tablet by mouth
daily;
- sertraline (antidepressant) 50 mg one tablet by
mouth daily;
- Tylenol Arthritis Pain 650 mg one tablet by
mouth every 8 hours as needed; and
- vitamin D3 50 mcg one capsule by mouth daily.

01820

Review of R2's MAR (medication administration
record), dated January 2025, included the above
medications plus the following:
- furosemide (decrease fluid retention) 40 mg one
tablet by mouth daily;
- potassium chloride ER (extended release)
(supplement) 20 milliequivalent (meq) one tablet
by mouth daily; and
- artificial tears 1.4% solution one drop to both
eyes three times daily as needed.

R2's record lacked prescriber orders for
furosemide, potassium chloride, and artificial
tears.

On January 29, 2025, at 3:15 p.m., corporate
registered nurse (CRN)-D stated she and CNS-A
were unable to find R2's orders for furosemide,
potassium chloride, and artificial tears. At 3:40
p.m., CNS-A stated she called R2's provider to
clarify the orders.

The licensee's Documentation of Medication,
Treatment and Therapy Management Services
policy, effective June 20, 2023, indicated the
nurse would document actions to implement a
new prescription when it was received, and
actions to request obtain needed refills for
residents, including communications with the
prescriber, pharmacy, resident and/or resident's
representative or family.
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The licensee's Resident Records policy, effective
June 1, 2023, indicated the resident record would
contain orders or prescriptions for medications,
treatments or therapies that the agency would be
managing.

01820

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01880 144G.71 Subd. 19 Storage of medications
SS=F

An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

01880

This MN Requirement is not met as evidenced
by:
Based on observation, interview and record
review, the licensee failed to ensure refrigerated
medications were maintained at manufacturer
recommended temperatures by failing to monitor
temperatures for two of two medication
refrigerators (Med 1, Med 2) located in two
separate medication storage rooms.

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

The findings include:
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During the entrance conference on January 27,
2025, at 10:15 a.m., clinical nurse supervisor
(CNS)-A stated the licensee provided medication
management services to the licensee's residents,
including storage of medications.

On January 30, 2025, at 12:30 p.m., the surveyor
observed the small medication refrigerator in the
medication storage room #2 with unlicensed
personnel (ULP)-J. The medication refrigerator
contained several unopened insulin pens. The
thermometer inside the refrigerator indicated the
temperature was 30 degrees F (Fahrenheit).
ULP-J stated she wasn't sure what the
temperature of the refrigerator should be, and
stated, "32 to 34 degrees?" Review of the
temperature log attached to the door of the
refrigerator, titled Med 2 Insulin, dated January 1,
2025, through January 31, 2025, indicated staff
documented temperatures twice daily, on the
morning shift and the evening shift. The
documented temperatures ranged from 28
degrees F to 32 degrees F. The Med 2 Insulin
refrigerator contents included:
- 8 Lantus Solostar (long acting insulin) pens;
- 12 Trulicity (used weekly to treat diabetes)
injectable pens;
- 5 Semglee (long-acting insulin) pens;
- 5 Novolog (short acting insulin) pens;
- 16 Humalog (short acting insulin) KwikPens;
and
- 13 Lispro (rapid acting insulin) (same as
Humalog) KwikPens.

On January 30, 2025, at 1:03 p.m., the surveyor
observed the small medication refrigerator in the
medication storage room #1 with CNS-A. The
medication refrigerator contained several
unopened insulin pens and suppositories. The
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thermometer inside the refrigerator indicated the
temperature was 32 degrees F. Review of the
temperature log attached to the door of the
refrigerator, titled Med 1 Insulin, dated January 1,
2025, through January 31, 2025, indicated staff
documented temperatures twice daily, on the
morning and evening shifts. The documented
temperatures ranged from 31 to 32 degrees. The
Med 1 Insulin refrigerator contents included:
- 5 suppositories;
- 4 Lantus Solostar pens;
- 1 Semglee pen; and
- 21 Novolog pens.

01880

On January 30, 2025, at 1:13 p.m., CNS-A stated
she "would have to look up temperatures"
required to store insulins, but stated, "30 to 40
degrees?" CNS-A stated the freezer "ices up" and
she wondered if the low temperatures were from
the thermometer being near that area or if the
refrigerator was not functioning properly.

The manufacturer's instructions for Lantus
Solostar, dated December 2020, indicated
unopened pens should be refrigerated between
36 to 46 degrees F, and should not be allowed to
freeze. Discard if it has been frozen.

The manufacturer's instructions for Trulicity
injectable pen, dated July 2022, indicated pen
should be stored in the refrigerator between 36 to
46 degrees F. Do not freeze the pen. If the pen
has been frozen, throw it away and use a new
pen.

The manufacturer's instructions for Semglee pen,
dated July 2021, indicated pen should be stored
at 36 to 46 degrees until first use. Do not allow
pen to freeze.
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The manufacturer's instructions for NovoLog
FlexPen, dated February 2023, indicated unused
insulin should be stored in a refrigerator at 36 to
46 degrees F to maintain potency. Do not use
NovoLog Flex if it has been frozen.

01880

The manufacturer's instructions for Humalog
insulin, dated October 2024, indicated unopened
pens should be stored at 36 to 46 degrees F and
should not be used if frozen.

The licensee's Storage of Medications policy,
dated June 20, 2023, indicated medications
would be handled and stored per acceptable
standards.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01910 144G.71 Subd. 22 Disposition of medications
SS=F

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

01910
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medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

01910

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to document in the resident's
record the disposition of the medications as
required, for one of one resident (R4) upon
discharge.

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

The findings include:

R4's diagnoses included post-traumatic stress
disorder, anxiety disorder with depression, type 2
diabetes with neuropathy (nerve damage in
hands and feet) and congestive heart failure.

R4 began receiving services on January 5, 2022,
and was discharged on September 25, 2024.

R4's Attachment D: Service Plan, last updated
August 8, 2024, indicated R4 received services
including assistance with bathing, dressing,
transferring, continence care, mobility, wound
care, blood sugar monitoring, fall prevention, self
injurious and verbal aggression behavior
monitoring, medication management, and
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housekeeping.

01910

R4's Progress Notes, dated September 10, 2024,
indicated R4 was sent to the hospital due to a
worsening foot wound. On September 25, 2024,
the progress note indicated R4 would not be
returning to the facility due to needing increased
care that the licensee could not provide. Also
included, R4 was discharged to a facility owned
by the same licensee and indicated R4's
belongings and medications were being moved to
the new facility.

R4's record lacked a discharge summary.

R4's record lacked documentation of the
disposition of the medications including the
medication's name, strength, prescription number
as applicable, quantity, to whom the medications
were given, date of disposition, and names of
staff and other individuals involved in the
disposition.

On January 28, 2025, at 2:10 p.m., clinical nurse
supervisor (CNS)-A stated documentation of the
disposition of medications was completed for R4,
but stated she sent it with R4 to the new facility
because the facility was owned by the same
owner, and didn't realize she needed to keep a
copy.

The licensee's Disposition or Disposal of
Medication policy, effective June 20, 2023,
indicated medications given to residents when the
medication management services had been
terminated would be documented in the resident's
record, including the name of the person to whom
the medications were given, the time and date,
the name of each medication, and the amount of
medication remaining.
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No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01940 144G.72 Subd. 3 Individualized treatment or
SS=D therapy managemen

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.
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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
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).

Findings include:

During the entrance conference on January 27,
2025, at 10:15 a.m., clinical nurse supervisor
(CNS)-A stated the licensee provided treatment
and therapy management services to the
licensee's residents, including oxygen,
compression stockings, ace wraps, modified
diets, CPAP (continuous positive airway
pressure)/BiPAP (bilevel positive airway
pressure), orthotic braces, simple wound care,
catheters, and blood glucose checks.

On January 28, 2025, at 11:29 a.m., with R1's
permission, the surveyor observed as unlicensed
personnel (ULP)-E transferred R1 from his bed to
the wheelchair.

R1's diagnoses included dysphagia (difficulty
swallowing) following cerebral infarction (stroke),
cellulitis (bacterial infection of the skin) and
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abscess of right lower limb, high blood pressure,
and hemiplegia (paralysis) and hemiparesis
(weakness) of left side.

01940

R1's unsigned (resident refusal) Attachment D
Service Agreement, dated January 7, 2025,
indicated R1 received services including
continence care, fall prevention, assistance with
bathing, dressing, grooming, transferring,
behavior management, appointment assistance,
smoking plan, medication administration,
housekeeping and blood glucose checks at 7:30
a.m., 12:30 p.m., and 4:30 p.m. Notes indicated,
"Blood sugar check and document results."

R1's provider orders, dated October 21, 2024,
directed blood glucose testing three times per day
before meals and at bedtime.

R1's Individualized Treatment and Therapy
Management Plan (ITTP), dated January 16,
2025, indicated blood sugar monitoring, four
times daily by nursing staff or unlicensed
personnel. The ITTP indicated the plan included
documentation of specific resident instructions
relating to the treatments or therapy
administration would be recorded on the TAR
(treatment administration record)/MAR
(medication administration record) with
procedures for notifying a registered nurse (RN)
or appropriate licensed health professional when
a problem arose with treatments or therapy
services.

R1's MAR, dated January 2025, indicated, "Test 3
to 4 times PER DAY BEFORE MEALS AND AT
BEDTIME. If BS [blood sugar] is high, push
water. Bring Resident large cups of water. If BS
less than 70, give 6 oz [ounces] of juice, milk, or
pop. Check sugar after 10 minutes, if below 70

Minnesota Department of Health
STATE FORM 6899 VWGE11 If continuation sheet 40 of 42



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 03/05/2025
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

32681 B. WING _____________________________ 01/30/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

RIVER OAKS AT SHADY RIDGE LLC 225 SHADY RIDGE ROAD NW
HUTCHINSON, MN 55350

(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 40

give glucose tabs or gel. Repeat sugar after 15
minutes, repeat glucose again. Check sugar in 15
minutes, if below 70; call provider/non-emergent.
If unresponsive, call 911." R1's blood sugar
results were documented from January 1, 2025,
through January 27, 2025, three to four times
daily, and ranged between 142-599.

01940

R1's record lacked an individualized treatment
and therapy management plan to include the
following required content:
- documentation of specific resident instructions
relating to the treatments or therapy
administration, specifically parameters for high
blood sugar; and
- procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services.

On January 29, 2025, at 10:45 a.m., CNS-A
stated written instructions for each resident's
treatment and therapy management should be
specific. CNS-A stated R1's record should
describe what "high" blood sugar means, with
specific parameters, and should indicate when to
notify the nurse rather than calling the
provider/non-emergent.

The licensee's Individualized Medication,
Treatment, & Therapy Management Plans policy,
effective June 20, 2023, indicated the RN would
develop a treatment and/or therapy management
plan for each resident receiving treatment and/or
therapy management services that would include:
- a statement of the type of service(s) provided;
- documentation of specific resident instructions
relating to the treatments and/or therapy
administration;
- identification of treatment or therapy tasks that
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may be delegated to unlicensed staff member;
- procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments and/or therapy
services;
- 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 and/or therapy to prevent possible
complications or adverse reactions.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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