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Electronically Delivered

July 26, 2024

Licensee
The Lodge of Howard Lake
445 1st Street East
Howard Lake, MN 55349

RE:  Project Number(s) SL29926015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on July 10, 2024, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

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

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

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

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

The correction order documentation should include the following:

� Identify how the area(s) of noncompliance was corrected related to the
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resident(s)/employee(s) identified in the correction order.    
� Identify how the area(s) of noncompliance was corrected for all of the provider’s

resident(s)/employees that may be affected by the noncompliance.    
� Identify what changes to your systems and practices were made to ensure compliance with

the specific statute(s).

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

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

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process.  Please fill out this anonymous provider feedback questionnaire
at your convenience at this link:  https://forms.office.com/g/Bm5uQEpHVa.  Your input is important
to us and will enable MDH to improve its processes and communication with providers.  If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.     

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

If you have any questions, please contact me.

Sincerely,

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

AH
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******ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

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

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

INITIAL COMMENTS:

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living 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.

SL29926015-0

On July 8, 2024, through July 10, 2024, the
Minnesota Department of Health conducted a full
survey at the above provider, and the following
correction orders are issued. At the time of the
survey, there were 18 residents; 18 receiving
services under the provider's Assisted Living
Facility 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.

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

0 480

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

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

0 480

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.
This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).
The findings include:
Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated July 8, 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.

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

0 630

(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

Minnesota Department of Health
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person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

0 630

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure an individual
abuse prevention plan (IAPP) was developed to
include the required content for two of two
residents (R1, R2).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was issued at 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
R1's diagnoses included COPD (chronic
obstructive pulmonary disease, known as
restrictive lung disease).

R1 was admitted to the assisted living facility on
April 26, 2022.

R1's Service Agreement dated April 26, 2022, and
Care Plan dated July 8, 2024, indicated she
received the services of medication management
and oxygen management.

On July 9, 2024, at 9:25 a.m. unlicensed
Minnesota Department of Health
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personnel (ULP)-C was observed to administer
medications to R1.

0 630

R1's IAPP dated January 26, 2024, in section
three labeled "Potential Vulnerabilities-Safety and
Mobility", 4. The resident is susceptible to abuse
from another individual, including other vulnerable
adults, indicated the answer "no".

The licensee failed to accurately depict R1 as a
vulnerable adult; furthermore, the licensee failed
to include interventions to minimize the risk for
abuse for R1.

R2
R2's diagnoses included history of stroke, type 2
diabetes, chronic kidney disease, hypertension,
and anxiety.

R2 was admitted to the facility on May 25, 2024.

R2's Service Agreement dated May 30, 2024, and
Care plan dated May 20, 2024, indicated she
received the services of assistance with bathing,
medication management, weekly blood sugar
checks, and compression stocking application.

On July 8, 2024, at 1:45 p.m. ULP-C was
observed to administer medications to R2.

R2's IAPP dated May 30, 2024, in section three
labeled "Potential Vulnerabilities-Safety and
Mobility"; under question 4. The resident is
susceptible to abuse from another individual,
including other vulnerable adults, indicated the
answer "no".

The licensee failed to accurately depict R2 as a
vulnerable adult; furthermore, the licensee failed
to include interventions to minimize the risk for

Minnesota Department of Health
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abuse for R2.

0 630

On June 9, 2024, at 1:55 p.m. licensed assisted
living director (LALD)-A and clinical nurse
supervisor (CNS)-B indicated the residents all
received services and were considered
vulnerable adults; however, the licensee had not
considered the residents who were more
independent to be susceptible to abuse by others
and had not fully considered all aspects of abuse,
maltreatment, and financial exploitation when
determining the resident's susceptibility for abuse
by others.

The licensee's Vulnerable Adult Assessment,
Minnesota Assisted Living policy dated July 9,
2021, indicated the purpose of the policy was to
communicate the requirements for assisted living
providers to assess a resident's risk for abuse
and to develop and implement an individual
abuse prevention plan for each vulnerable adult
for whom assisted living services are provided.
The policy defined a vulnerable adult as any
person 18 years of age or older who is a resident
or inpatient of a facility. Each assisted living shall
develop an individual abuse prevention plan for
each vulnerable adult residing there or receiving
services from them. The plan shall contain an
individualized assessment of: (1) the person's
susceptibility to abuse by other individuals,
including other vulnerable adults; (2) the person's
risk of abusing other vulnerable adults; and (3)
statements of the specific measures to be taken
to minimize the risk of abuse to that person and
other vulnerable adults. For the purposes of this
paragraph, the term "abuse" includes self-abuse.

No further information was provided.

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

0 630

0 660 144G.42 Subd. 9 Tuberculosis prevention and
SS=D control

0 660

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

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to establish and maintain a
tuberculosis (TB) prevention program, based on
the most current guidelines issued by the Centers
for Disease Control and Prevention (CDC) to
include the completion of a two-step TST
(tuberculin skin test) or other evidence of TB
screening such as a blood test for one of one
employee (unlicensed personnel (ULP)-C).

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

Minnesota Department of Health
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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).

0 660

The findings include:

The licensee's TB Risk Assessment Worksheet
for Health Care settings was last dated July 8,
2024, and indicated the licensee was a low-risk
health care setting.

On July 8, 2024, at 11:30 a.m. licensed assisted
living director (LALD)-A indicted she and the
registered nurse oversaw the TB assessment and
she managed the employee files.

ULP-C
ULP-C was hired April 20, 2021, to provide direct
care services to the licensee's residents.

On July 8, 2024, at 1:45 p.m. ULP-C was
observed to set up and administer medications to
R2.

ULP-C's employee file included a symptom
screening dated August 9, 2021; however,
ULP-C's employee file lacked evidence of
completion of a two-step TST (tuberculin skin
test) or other evidence of TB screening.

On July 10, 2024, LALD-A stated she was certain
ULP-C had completed the two step TST upon
hire several years ago, the record should have
been stored in an overflow employee file but was
unable to locate it.

The licensee's Tuberculosis Control Plan and
Minnesota Department of Health
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Screening for Employees policy dated December
7, 2023, indicated prior to or upon hire, all
employees will be screened for TB risk and for
signs or symptoms of active TB disease. Prior to
or upon hire, all employees will receive a baseline
tuberculin skin test (TST) or single TB blood test.
Results of tuberculin skin tests should be
recorded in the individual employee's Employee
Candidate Mantoux Questionnaire.

0 660

No further 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
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;

0 730

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

0 730

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the resident record
included a discharge summary with the required
content for one of one discharged resident (R3).

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

Minnesota Department of Health
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The findings include:

R3 began receiving services from the licensee on
November 1, 2017, and was discharged to a
skilled nursing facility on March 1, 2024.

R3's nurse progress notes dated March 4, 2024,
indicated "Resident discharged from assisted
living facility (ALF) on March 1, 2024, and left at
2:45 p.m. to long term care (LTC) facility.
Resident had been needing a two-person transfer
to get out of bed. resident was sent with
medications."

R3's record lacked a discharge summary to
include the following required content:
- diagnoses;
- course of illness;
- allergies;
- treatments and therapies;
- pertinent lab, radiology, and consultation results;
and
- a final summary of the resident's status from the
latest assessment or review including baseline
and current mental, behavioral, and functional
status.

On July 9, 2024, at 10:45 a.m. licensed assisted
director (LALD)-A and clinical nurse supervisor
(CNS)-B indicated R3 was transferred to another
long-term care facility associated with the
licensee. CNS-B stated she sent an assessment,
R3's face sheet, medication, and medication
orders to the receiving facility. CNS-B further
stated she had not documented the above listed
documents as sent to the receiving facility.
CNS-B indicated she had not yet completed a
resident discharge outside of a death discharge
and was not familiar with all the required content

Minnesota Department of Health
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needing to be documented.

0 730

The licensee's Admission and Discharge log
policy dated November 18, 2021, indicated at a
minimum, the discharge log should contain the
following information:
o Discharge date
o Resident's/Patient's name (first and last)
o medical record number
o Discharge to/discharge disposition
ASSISTED LIVING (AL) ONLY: Optional
information that may be collected in the
admission and discharge log include the
following:
o Transfer and return dates
o Length of stay
o Attending healthcare provider
o Sex

No further information was provided.

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

0 800 144G.45 Subd. 2 (a) (4) Fire protection and
SS=F physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

0 800

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee

Minnesota Department of Health
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failed to maintain the physical environment in a
continuous state of good repair and operation
with regard to the health, safety, comfort, and
well-being of the residents. This deficient
condition had the potential to affect all staff,
residents, and visitors.

0 800

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:

On July 9, 2024, from approximately 10:15 a.m.
to 11:45 a.m., survey staff toured the facility with
the Manager of Facility Operations (MFO)-E.
During the facility tour, survey staff observed the
following:

-The two electrical outlets located within
approximately two feet of plumbing fixtures (the
spa tub and the shampoo sink) in the beauty
salon were not protected with a ground-fault
interrupter (GFI) for electrical safety with two hair
dryers hanging next to the shampoo sink and the
spa tub. The MFO-E stated that he was surprised
and will look into it.

-The reduced pressure zone backflow preventers
(RPZ) on the make-up water supply lines serving
the hydronic heating system and the lawn
irrigation system were not tagged to show
evidence of the last date testing records. The
MFO-E verified the finding and stated he did not

Minnesota Department of Health
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know that the devices had to be tested. Survey
staff stated that RPZ devices are required to be
tested annually by an approved testing company
to prevent cross-connection and ensure the
proper performance of RPZ devices to protect the
building water supply system.

0 800

-Resident bathroom sliding doors (rooms 6, 15,
and 18) were not secured and difficult to slide
preventing proper operation by residents. The
MFO-E agreed to have the doors repair.

-Mechanical room and fire sprinkler riser room
had excessive storage restricting ready access to
the control valves and electrical panels for
emergency use.

-The door leading into the kitchen from the
corridor failed to positively latch when closed.

-The door from the dining door leading into the
kitchen was being propped open by a door wedge
preventing the door to be kept closed.

-The door leading into the dry food storage from
the corridor failed to positively latch when closed.

On July 9. 2024, at approximately 12:30 p.m., the
licensed assisted living director-A and the MFO-E
understood and acknowledged the cited deficient
findings during the exit interview.

No further information was provided.

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

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

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

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure one of two
residents (R2) were assessed for
self-administration of medications.

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
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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).

01700

The findings include:

During the entrance conference on July 8, 2024,
at 11:20 a.m. licensed assisted living director
(LALD)-A and clinical nurse supervisor (CNS)-B
confirmed the licensee provided medication
management services to the residents at the
facility.

R2's diagnoses included history of stroke, type 2
diabetes, chronic kidney disease, hypertension,
and anxiety.

R2's Service Agreement dated May 30, 2024, and
Care plan dated May 20, 2024, indicated R 1
received assistance with medication
management.

On July 8, 2024, at 1:45 p.m. unlicensed
personnel (ULP)-C was observed to administer
medications to R2.

R2's Medication Administration Record dated July
2024, included one supplement, two medications
for blood thinning, one for heart rate control, one
for acid reflux, one for sleep, one for high
cholesterol, one for fluid overload, one for
agitation, one for gout, two for hypertension, one
to manage overactive parathyroid gland, one oral
medication for blood sugar control, one for
itching, two for constipation, one for mild pain,
one for thyroid management, two eye drop
medications for glaucoma, one topical pain patch,
and one injection for diabetes.
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R2's medication administration record (MAR)
dated July 2024, included Ozempic pen injector,
inject 0.5 milligrams (mg) subcutaneously (SQ)
every Thursday morning (for diabetes). R2's MAR
did not indicate R2 self-injected the medication or
that the staff observed and recorded the
administration.

R2's medication assessment dated May 30,
2024, indicated staff administered all
medications.

R2's medication plan, found within R2's
assessment dated June 13, 2024, in section 5.
Medications-Does the resident choose to
independently manage or partially manage (order,
store, setup, and administer their own
medications? the selection was marked c.
No-Staff will manage medications.

On July 9, 2024, at 2:15 p.m. CNS-B stated R2
self-administered her Ozempic weekly on
Thursdays, and the ULP observed and
documented the medication administration.
CNS-B stated she had observed R2
self-administer the Ozempic; however, she failed
to document the assessment for
self-administration.

The licensee failed to complete a medication
assessment for R2's self-administration of the
Ozempic injection.

The licensee's Medication Administration policy
dated October 2015, indicated Self-Administration
of Medications Procedure:
1. Assisted living community (ALC) residents who
will be self-administering medications will be
assessed by the registered nurse (RN) prior to
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self-administering medications and re-assessed
for continued appropriateness of
self-administration as allowed per state
regulations. To monitor residents' ability to
self-administer, residents may be provided with a
Medication Administration Record (MAR) (GSS
#245) for reference to times when medications
are to be taken.
2. The Self-Administration of Medication
Assessment (GSH #3830-AL) will be completed
and signed by the resident and the RN according
to state regulations.
3. The physician's order for self-administration
will be on the resident record if required per state
regulations.
4. Residents who self-administer medications will
follow state-specific medication storage
regulations.

01700

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01750 144G.71 Subd. 7 Delegation of medication
SS=D administration

01750

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.
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This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to follow delegated
procedures for medication administration for one
of two residents (R1). Furthermore, the licensee
failed to specify in writing, specific instructions for
as needed (PRN) medications and documented
those instructions for two of two residents (R1,
R2) for medication administration delegated to
unlicensed personnel.

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

The findings include:

R1's diagnoses included COPD (chronic
obstructive pulmonary disease, known as
restrictive lung disease).

R1's Service Agreement dated April 26, 2022, and
Care plan dated July 8, 2024, indicated she
received medication management.

On July 9, 2024, at 9:25 a.m. unlicensed
personnel (ULP)-C was observed to administer
medications to R1. ULP-C gave 17 tablets orally
with water, she then assisted with R1's
Fluticasone-salmeterol inhaler (one puff),
followed by a nasal spray, and finished with
setting up and administration of R2's albuterol
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nebulizer. ULP-C failed to have R1 rinse her
mouth after she used the Fluticasone-salmeterol
inhaler as required, to minimize risk of oral
thrush.

01750

R1's signed provider's orders dated January 24,
2024, indicated R1 received scheduled
medications to include one for mild pain, one for
blood pressure control, one skin protectant
cream, two anti-acids, four supplements, two eye
drops for glaucoma, one eye drop for dry eyes,
one blood thinner, one inhaler and one nebulizer
for lung disease, one nasal spray for allergies,
one medication for fluid retention, one for nerve
pain, one for electrolyte management, two for
constipation, one for cholesterol management,
one for depression/anxiety; and as needed (PRN)
medications to include one for constipation, one
inhaler for shortness of breath (R1
self-administered), one nebulizer (scheduled and
PRN) for shortness of breath/lung disease, two
for cough, one topical pain gel, one topical itch
lotion, one nasal spray for dry nose, one eye drop
for dry eyes, one for agitation, and two topical
medications for rash.

R1's medication administration record (MAR)
dated July 2024, indicated:
- Fluticasone-salmeterol inhalation aerosol
powder 250/50 micrograms (mcg), one puff
inhale orally two times a day for respiratory
failure, rinse mouth after each use;
-ipratropium albuterol 0.5-3 mg/3 milliliters (ml)-
nebulize one vial twice daily scheduled and once
daily as needed; and
-albuterol sulfate HFA 90 micrograms (mcg)
inhale two puffs every six hours as needed for
shortness of breath, per self [R1] in room.

The licensee failed to provide instruction for the
Minnesota Department of Health
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ULP to understand when to administer or space
the timing for administration of the PRN
ipratropium-albuterol nebulizer from the
scheduled doses and from the albuterol inhaler
R1 had taken independently.

01750

On July 9, 2024, at 2:15 p.m. clinical nurse
supervisor (CNS)-B indicated she expected the
ULP to follow the written instructions.

The licensee's Meter Dose Inhaler procedure
dated June 2021, indicated following inhaled
administration of the medication, assist the
resident, if necessary, to rinse mouth with a cup
of water and to spit into an empty cup or basin
(required if administering steroidal inhaler).

R2
R2's diagnoses included history of stroke, type 2
diabetes, chronic kidney disease, hypertension,
and anxiety.

R2's Service Agreement dated May 30, 2024, and
Care plan dated May 20, 2024, indicated R2
received the services of assistance with bathing,
medication management, weekly blood sugar
checks, and compression stocking application.

On July 8, 2024, at 1:45 p.m. ULP-C was
observed to administer medications to R2.

R2's signed provider's orders dated May 28,
2024, June 12, 14, 26, and 27, 2024, indicated
R2 received one supplement, two medications for
blood thinning, one for heart rate control, one for
acid reflux, one for sleep, one for high
cholesterol, one for fluid overload, one for
agitation, one for gout, two for hypertension, one
to manage overactive parathyroid gland, one oral
medication for blood sugar control, one for
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itching, two PRN medications for constipation,
one for mild pain, one for thyroid management,
two eye drop medications for glaucoma, one
topical pain patch, and one injection for diabetes.

01750

R2's MAR dated July 2024, included:
-polyethylene glycol 3350, mix one capful (17
grams), in liquid and take by mouth once daily as
needed for constipation
-Senexon-S 8.6-50 mg tablet, take one tablet by
mouth twice daily as needed for constipation.

The licensee failed to provide instruction for the
ULP to understand which PRN medication for
constipation should be used first and second.

On July 9, 2024, at 2:15 p.m. CNS-B indicated
when multiple PRN medications are used to
manage symptoms, the ULP would need direction
to know what to use. CNS-B stated the ULP
typically called her to get clarification; however,
this was not indicated in R1 or R2's MARs.

The licensee's Medication Administration policy
dated October 2015, indicated medication
administration is a nursing task. A licensed nurse
is accountable to practice in accordance with his
or her scope of practices as defined in his or her
respective nurse practice act. Nursing
assessment is a function of the registered nurse.
When the assisted living center (ALC) utilizes
unlicensed personnel to administer medications,
the delegating nurse is accountable for assessing
a situation and making the final decision to
delegate. Prior to delegating medication
administration, the nurse assesses the resident's
needs and physician's orders, verifies the
unlicensed personnel is competent to perform
medication administration and supervises the
performance of medication administration
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consistent with applicable state laws for
medication administration. The registered nurse
is also responsible for delegating and supervising
assistance with medication administration
according to state laws and regulations.

01750

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

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

01890

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to label a time sensitive
medication with an opened date for two of nine
residents (R1, R4) and failed to ensure stored
medications were not expired for two of nine
residents (R5, R6) with 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, 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).
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MEDICATION OPEN DATES

R1
R1's Service Agreement dated April 26, 2022, and
Care plan dated July 8, 2024, indicated she
received medication management.

R1's signed prescriber's orders dated January 24,
2024, indicated Fluticasone-salmeterol inhaler
powder breath activated 250-50 milligrams (mg),
one puff inhaled orally two times a day for
respiratory failure. Rinse mouth after each use.

On July 9, 2024, at 9:45 a.m. unlicensed
personnel (ULP)-C was observed to set up R1's
medications at a medication cart. ULP-C set up
R1's Fluticasone-salmeterol inhaler and noted the
container/box lacked an open date. She indicated
the inhaler had several doses used already.

R4
R4 Service Agreement dated July 7, 2022, and
Care plan dated June 28, 2022, indicated she
received medication management.

R4 signed prescriber's orders dated September
21, 2023, for azelastine nasal spray-to reduce
current order to once daily; and signed prescriber
orders dated January 26, 2024, indicated
advanced eye relief eye drops, instill one drop
into both eyes one time daily.

On July 9, 2024, at 9:50 a.m. the surveyor and
ULP-C reviewed the contents of one of two
medication carts. R4's Advanced eye drops and
azelastine nasal spray lacked an open date.

The licensee's procedure for Meter Dosed
inhalers dated June 2021, indicated the staff
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01890 Continued From page 23

would check the expiration date on the
medication container and handwritten dated
indicating the open date of the medication if
applicable.

01890

The licensee's Medication Administration and
Storage policy dated February 16, 2024, indicated
mark start date on any medication with a start
date label attached by the pharmacy.

Fluticasone-Solmeterol inhaler manufacturer's
instructions dated January 2020, indicated the
use by date is 30 days after opening the
packaging pouch.

Advanced eye drops manufacturer's instructions
dated 2017, indicated to discard 90 days after
opening.

Azelastine nasal spray manufacturer's
instructions dated November 2020, indicated the
nasal spray bottle should not be used after 200
sprays had been used.

EXPIRED MEDICATIONS

R5
R5's Service Agreement dated September 18,
2023, and Care plan dated May 13, 2022,
indicated she received medication management.

R5's signed prescriber's orders dated May 2,
2024, indicated dextromethorphan 30 mg/5 ml,
give 5 ml twice daily as needed.

On July 9, 2024, at 9:50 a.m. ULP-C and the
surveyor reviewed the contents of one of two
facility medication carts, and noted R5's
dextromethorpham 30 mg/5 ml cough medicine
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to have an expiration date of June 2024.

01890

R6
R6's Service Agreement and Care plan dated July
27, 2023, indicated he received medication
administration.

R6's signed prescriber's orders dated July 20,
2023, indicated the following orders:
- loperamide 2 mg tablet, take two tablets orally
with first loose stool, then one tablet with other
loose stools, maximum dose 16 mg in 24 hours;
-bisacodyl 5 mg, take one tablet once daily by
mouth as needed for constipation.

On July 9, 2024, at 9:50 a.m. ULP-C and the
surveyor reviewed the contents of one of two
facility medication carts, and noted R6's bisacodyl
5 mg tablets used as needed (PRN) and
loperamide 2 mg tablets PRN, both had an
expiration date of June 2024.

The licensee failed to ensure R5 and R6's
medication had not exceeded the expiration date.

The licensee's Medication Administration and
Storage policy dated February 16, 2024, indicated
medications will be stored consistent with
manufacturer's recommendations.

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

01910
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resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

01910

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 medication including
the required content for one of one discharged
resident (R3).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a 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:
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R3 began receiving services from the licensee on
November 1, 2017, and was discharged to a
skilled nursing facility on March 1, 2024.

01910

R3's Service Plan was not received.

R3's nurse progress notes dated March 4, 2024,
indicated "Resident discharged from assisted
living facility (ALF) on March 1, 2024, and left at
2:45 p.m. to long term care (LTC) facility.
Resident had been needing a two-person transfer
to get out of bed. resident was sent with
medications."

R3's Medication Administration Record (MAR)
dated February 2024, indicated he received one
medication for the heart, one for the prostate, one
for mild pain, one for fluid retention, one for
electrolyte replacement, one for muscle rigidity,
one for constipation, one for cough/thin
secretions, one for excessive oral secretions, one
for agitation/anxiety, one for severe
pain/shortness of breath, one for nausea, three
nebulizers for breathing, one nasal spray for
allergies, two topical creams for rashes/itching
skin, one topical for fungal infections, two topical
medications for ear irritation, and one topical
medication for pain.

R3's Discharge Summary lacked the disposition
of the medication including the prescription
numbers, quantity, and to whom the medications
were given or an indication the medications were
disposed of by the licensee.

On July 9, 2024, at 1:40 p.m. clinical nurse
supervisor (CNS)-B stated at the time of R3's
discharge, she included R3's medications and
R3's MAR dated February 2024. She indicated
she did not count nor document the number of
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medications sent with R3 to the receiving facility
and did not indicate who received the
medications. CNS-B stated she had not
previously discharged a resident due to a transfer
and was not familiar with the required content to
be included with medication disposition.

01910

The licensee's Medication Administration and
Storage policy dated February 16, 2024, in
section identified as "Disposal of Medications",
indicated discontinued medications and
medications left over at time of resident discharge
or death will be placed in the cabinet marked for
discontinued meds. Non-controlled expired or
contaminated medications left over at time of
resident discharge or death will be stored in the
cabinet marked for discontinued meds. The
pharmacist and RN will ensure destruction. The
destruction will be documented in the permanent
record using the Medication Destruction Log
Non-Controlled.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01950 144G.72 Subd. 4 Administration of treatments
SS=D and therapy

01950

Ordered or prescribed treatments or therapies
must be administered by a nurse, physician, or
other licensed health professional authorized to
perform the treatment or therapy, or may be
delegated or assigned to unlicensed personnel by
the licensed health professional according to the
appropriate practice standards for delegation or
assignment. When administration of a treatment
or therapy is delegated or assigned to unlicensed
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personnel, the facility must ensure that the
registered nurse or authorized licensed health
professional has:
(1) instructed the unlicensed personnel in the
proper methods with respect to each resident 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 record; and

01950

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) specified, in writing,
specific instructions for each resident and
documented those instructions in the resident's
record for one of two residents (R2) with
treatments.

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

The findings include:

R2's diagnoses included history of stroke, type 2
diabetes, chronic kidney disease, hypertension,
and anxiety.

R2's Service Agreement dated May 30, 2024, and
Care plan dated May 20, 2024, indicated she
received assistance with bathing, medication

Minnesota Department of Health
STATE FORM 6899 XT0Y11 If continuation sheet 29 of 33



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 07/26/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

29926 B. WING _____________________________ 07/10/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

THE LODGE OF HOWARD LAKE 445 1ST STREET EAST
HOWARD LAKE, MN 55349

(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
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management, weekly blood sugar checks, and
compression stocking application.

01950

On July 8, 2024, at 1:45 p.m. unlicensed
personnel (ULP)-C was observed to administer
medications to R2. ULP-C stated R2 already had
donned her compression stockings in the
morning. ULP-C stated R2 had blood sugar
checks completed on Thursdays. R2 completed
the task of blood sugar check under the
supervision of staff. The ULP then documented
the blood sugar results.

R2's signed prescriber orders dated June 25,
2024, indicated ok to change blood sugar checks
to once weekly. Blood sugar goals-Fasting
morning blood sugar to be 80-120. Blood sugars
taken one to two hours after meals to be less
than 180.
R2's signed prescriber orders dated June 12,
2024, indicated monitor blood pressure closely,
goal blood pressure was less than 140/80.

R2's Treatment Administration Record (TAR)
dated July 2024, indicated:
-Check blood sugar weekly on Thursday-resident
does per self and shows staff; and
-Weekly blood pressure (BP) in the morning on
Thursdays

The licensee failed to indicate blood sugar and
blood pressure parameters and when the ULP
were to alert nursing.

On July 9, 2024, at 2:15 p.m. clinical nurse
supervisor (CNS)-B indicated the parameters for
R2's blood sugar and blood pressure readings
were not on R2's TAR.

The licensee's Treatment and Therapy
Minnesota Department of Health
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Management Services-Minnesota dated June 7,
2021, indicated the following:
B. The documentation on the MAR/eMAR or
TAR/eTAR will include the following components:

i. Specific resident instructions relating to the
treatment or therapy administration;

ii. Signature and title of the person who
administered the treatment or therapy;

iii. The date and time of administration;
iv. Procedures for notifying the registered

nurse or appropriate licensed health professional
when a problem arises with treatment and
therapy services;

01950

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01970 144G.72 Subd. 6 Treatment and therapy orders
SS=D

There must be an up-to-date written or
electronically recorded order from an authorized
prescriber for all treatments and therapies. The
order must contain the name of the resident, a
description of the treatment or therapy to be
provided, and the frequency, duration, and other
information needed to administer the treatment or
therapy. Treatment and therapy orders must be
renewed at least every 12 months.

01970

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure up-to-date
written or electronically recorded orders were
maintained for one of two residents (R2) receiving
treatments.
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at 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).

01970

The findings include:

R2's diagnoses included history of stroke, type 2
diabetes, chronic kidney disease, hypertension,
and anxiety.

R2's Service Agreement dated May 30, 2024, and
Care plan dated May 20, 2024, indicated she
received assistance with bathing, medication
management, weekly blood sugar checks, and
compression stocking application.

On July 8, 2024, at 1:45 p.m. unlicensed
personnel (ULP)-C was observed to administer
medications to R2. ULP-C stated R2's
compression stockings were already put on for
the day, as done in the mornings.

R2's Treatment Administration Record (TAR)
dated July 2024, indicated TED stockings
(thromboembolism deterrent-used for
compression to minimize blood clots), on in the
morning, off in the evening, with both legs. Wash
stockings and air dry. Notify nursing if any pain,
swelling, or redness occurred.

On July 9, 2024, at 2:25 p.m. clinical nurse
supervisor (CNS)-B and licensed assisted living
director (LALD)-A indicated R2 came from a
skilled nursing facility with the compression
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stockings and R2 had purchased them on her
own. R2's record lacked a prescriber's order for
the compression stockings.

01970

The licensee's Treatment and Therapy Services
Management policy dated June 7, 2021, indicated
he registered nurse (RN) is responsible for
assuring that current, authorized healthcare
provider orders for treatments and therapies
administered by assisted living employees are
kept and maintained in the resident medical
record, that changes in orders are addressed in
the resident's service plan and service agreement
and that orders are properly communicated to
employees.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Minnesota Department of Health
Food, Pools & Lodging Services
P.O. Box 64975
St. Paul, MN 55164-0975
651-201-4500

Type:
Date:
Time:
Report:

Full
07/08/24
12:01:06
7930241119

Food  and Beverage  Establishment
Inspection  Report

Location:
The Lodge Of Howard Lake
445 1st Street East
Howard Lake, MN55349
Wright County, 86

Establishment  Info:
ID #: 0038628
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 3205431010
ID #:

The violations listed in this report include any previously issued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

The following orders were issued during this inspection.

2-100 Supervision
2-102.12AMN

MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.
ZACHARY BACH TOOK THE COURSE. APP WAS SENT IN WITH CASH. CALL MDH CFPM TO SEE
IF THEY HAVE YOUR APPLICATION. IF NOT, MAKE SURE TEST RESULTS, $35 FEE OF CHECK OR
MONEY ORDER AND APPLICATION ATTACHED ARE SUBMITTED BEFORE 7/31/24.
Comply By: 07/31/24

4-200 Equipment  Design and  Construction
4-201.11AMN

MN Rule 4626.0506A Provide or replace food service equipment with equipment that is certified or classified
for sanitation by an American National Standards Institute (ANSI) accredited certification program.

CRUX WAFFLE MAKER IS NOT ANSI CERTIFIED AND MUST BE REMOVED FROM THE
ESTABLISHMENT. PROVIDE AN ANSI APPROVED WAFFLE MAKER IF NEEDED.
Comply By: 07/15/24

Surface  and  Equipment  Sanitizers
Hot Water: = at 167 Degrees Fahrenheit
Location: DISHWASHER FINAL RINSE CYCLE
Violation Issued: No

Food  and  Equipment  Temperatures
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Process/Item: Cooking
Temperature: 193 Degrees Fahrenheit - Location: PORK LOIN
Violation Issued: No
Process/Item: Steam Table
Temperature: 188 Degrees Fahrenheit - Location: RICE
Violation Issued: No
Process/Item: Hot Holding
Temperature: 197 Degrees Fahrenheit - Location: CORN--ON STOVETOP
Violation Issued: No
Process/Item: Upright Cooler
Temperature: 39 Degrees Fahrenheit - Location: MILK--UPRIGHT COOLER NEAR DINING ROOM
Violation Issued: No
Process/Item: Upright Cooler
Temperature: 39 Degrees Fahrenheit - Location: HAM--UPRIGHT COOLER IN KITCHEN
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
2

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

I acknowledge receipt of the Minnesota Department of Health inspection report
number 7930241119 of 07/08/24.

Certified Food Protection Manager:

Certification Number: Expires: / /

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Establishment Representative

Signed:
Tina Remmele, R.S.
Environmental Health Specialist
St. Cloud District Office
320-223-7302
tina.remmele@state.mn.us


