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Electronically Delivered
October 16, 2025

Licensee

Water's Edge

800 Agency Tralil
Mankato, MN 56001

RE: Project Number(s) SL30108016

Dear Licensee:

On September 15, 2025, the Minnesota Department of Health (MDH) completed a follow-up survey of
your facility to determine correction of orders found on the survey completed on March 13, 2025.
This follow-up survey determined your facility had not corrected all of the state correction orders
iIssued pursuant to the March 13, 2025 survey.

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

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on March 13, 2025, found not corrected at the time of the September 15,
2025, follow-up survey and/or subject to penalty assessment are as follows:

0775 - Fire Protection And Physical Environment - 144g.45 Subd. 2. (a) - $500.00
1650 - Service Plan, Implementation And Revisions To - 144g.70 Subd. 4 (f) - $500.00
1700 - Provision Of Medication Management Services - 144g.71 Subd. 2 - $500.00
1730 - Individualized Medication Management Plan - 144g.71 Subd. 5 - $500.00

The details of the violations noted at the time of this follow-up survey completed on September 15,
2025 (listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are

assessed is $2,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject
to appeal.

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

IMPOSITION OF FINES

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

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

§ 144G.20;
Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism

authorized in § 144G.20;
Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in

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

§ 144G.20.

CORRECTION ORDER RECONSIDERATION PROCESS

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

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

REQUESTING A HEARING

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

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

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.




Water's Edge
October 16, 2025

Page 3

We urge you to review these orders carefully. If you have questions, please contact Jodi Johnson at
507-344-2730.

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

Sincerely,

Jodi Johnson, Supervisor

State Evaluation Team

Email: jodi.johnson@state.mn.us

Telephone: 507-344-2730 Fax: 1-866-890-9290

JMD
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{0 000}/ Initial Comments {0 000}
FRREEEATTENTION****** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER FOLLOW UP using federal software. Tag numbers have
SURVEY WITH RE-ISSUE OF ORDERS been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
INITIAL COMMENTS assigned tag number appears in the
SL30108016-2 far-left column entitled "ID Prefix Tag."
The state Statute number and the
On September 9, 2025, through September 15, corresponding text of the state Statute out
2025, the Minnesota Department of Health of compliance is listed in the "Summary
conducted a follow-up survey at the above Statement of Deficiencies” column. This
provider to follow-up on orders issued pursuant column also includes the findings which
to a follow-up survey completed on June 3, 2025, are in violation of the state requirement
and March 13, 2025. At the time of the survey, after the statement, "This Minnesota
there were 27 residents; 26 receiving services requirement is not met as evidenced by."
under the Assisted Living with Dementia Care Following the evaluators ' findings is the
license. As a result of the follow-up survey, the Time Period for Correction.
following orders were reissued.
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.
{0480} 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum | {0 480}
SS=F

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE
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(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

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

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

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

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

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,

Minnesota Department of Health
STATE FORM 6899 UT8SD13
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Each assisted living facility must comply with the
State Fire Code in Minnesota Rules, chapter
7511, and:

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to comply with the current Minnesota Fire
Code Provisions. This had the potential to
directly 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 pattern scope (when more than a
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existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;
(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.
This MN Requirement is not met as evidenced
by:
Not reviewed during this survey
{0 775} 144G.45 Subd. 2. (a) Fire protection and physical | {0 775}
SS=E | environment
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limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

On September 10, 2025, at 4:15 p.m. the
surveyor called director of maintenance (DM)-F
to follow up on a survey conducted on June 2,
2025. DM-F stated they had installed door
closers on approximately half of the first-floor
resident rooms and had ordered more door
closers that would be installed once they arrive.
DM-F emailed surveyor photos of the new door
closers that had been installed. DM-F stated they
would install door closers on all resident room
doors.

OBSERVATIONS DURING INTIAL SURVEY ON
MARCH 12, 2025

Resident rooms throughout the facility had
twenty-minute fire rated doors that did not have
self-closing devices. The doors and the door
frames had holes that indicated door closers had
been installed and were removed. DM-F stated
the resident room doors were not equipped with
closers since they have been employed at the
facility but agreed that closers appeared to have
been removed from the doors.

State Fire Code in Minnesota Rules, chapter
7511 requires fire-resistant rated doors must be
maintained to automatically close and latch as
designed to prevent the spread of smoke and fire
to adjoining building areas.

Minnesota Department of Health
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SS=F | physical environment

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

(1) location and number of resident sleeping
rooms;

(2) staff actions to be taken in the event of a fire
or similar emergency;

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.

(c) Staff of assisted living facilities shall receive
training on the fire safety and evacuation plans
upon hiring and at least twice per year thereatfter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
Include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.

(f) Evacuation drills are required for staff twice
per year per shift with at least one evacuation
drill every other month. Evacuation of the
residents is not required. Fire alarm system
activation is not required to initiate the evacuation
drill.

This MN Requirement is not met as evidenced
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{01650}
SS=E

by:

144G.70 Subd. 4 (f) Service plan, implementation | {01650}

and revisions to

(f) The service plan must include:

(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;

(2) the identification of staff or categories of staff
who will provide the services;

(3) the schedule and methods of monitoring
assessments of the resident:

(4) the schedule and methods of monitoring staff
providing services; and

(5) a contingency plan that includes:

(i) the action to be taken if the scheduled service
cannot be provided;

(i) information and a method to contact the
facility;

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

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure two of three residents’

Minnesota Department of Health
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(R1, R4) service plans included all the required
content.

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

The findings include:

R1

R1's unsigned, service plan/care plan last
reviewed August 5, 2025, indicated R1 required
services including medication administration,
bathing, compression stockings, blood glucose
checks, oxygen/CPAP (continuous positive
airway pressure machine), housekeeping, and
laundry.

R1's service plan lacked the following:
- the fees for services;
- the schedule and methods of monitoring
assessments of the resident;
- the schedule and methods of monitoring staff
providing services; and
- a contingency plan that includes:

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

- information and a method to contact the
facility;

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

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

R4

R4's unsigned, service plan/care plan last
reviewed September 4, 2025, indicated R4
required services including medication
administration, blood glucose checks, bathing,
toileting, oral care, grooming, dressing,
mobility/ambulation/escorts/transfers,
housekeeping, and laundry.

R4's service plan lacked the following:

- the fees for services;

- the schedule and methods of monitoring
assessments of the resident;

- the schedule and methods of monitoring staff
providing services; and

- a contingency plan that includes:

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

- Information and a method to contact the
facility;

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

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

During the revisit survey on September 9, 2025,
at 1:33 p.m., licensed assisted living director
(LALD)-C reviewed R1 and R4's service
plan/care plan and stated it had not been revised
to include all required content since the last
survey. LALD-C further stated a service plan
with the required content had been developed,
but not all residents’ service plans had been
updated.

The licensee's Contents of Service Plans policy,
undated, indicated:
5. Service plans will include:
a. A description of the services provided
b. Fees for services
c. Frequency of each service according to
resident assessment and resident preferences
d. Schedule and methods of monitoring
assessments
e. Schedule and methods of monitoring staff
providing services
f. Contingency plan
g. A contingency plan that includes:
I.  Action taken if the scheduled service
cannot be provided
. Information and method to contact
the facility
. Names and contact information of
persons the resident wishes to have notified in an
emergency
Iv. Names and contact information of
persons the resident wished to have notified if
there Is a significant adverse change in the
resident's condition
v. ldentification of and information on
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who has authority to sign for the resident in an

emergency

vi. Circumstances in which emergency
medical services are not to be summoned
No further information was provided.
{01700} 144G.71 Subd. 2 Provision of medication {01700}
SS=F

management services

(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

Minnesota Department of Health
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by:

Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse (RN) conducted a face-to-face
medication management assessment to include
all required content for three of three residents
(R1, R2, R10) prior to providing medication
management services.

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

During the entrance conference of the initial
survey on March 10, 2025, at 11:37 a.m., clinical
nurse supervisor (CNS)-B stated the licensee
provided medication management services to
their residents.

R1

R1 was admitted on June 6, 2024, and received
services under the licensee's Assisted Living with
Dementia Care license.

R1's diagnoses included mild cognitive
Impairment, post-traumatic stress disorder, major
depressive disorder, diabetes mellitus with
chronic kidney disease and diabetic neuropathy,
chronic obstructive pulmonary disease (COPD),
congestive heart failure (CHF), hyperlipidemia
(high cholesterol), gastroesophageal reflux
disease (GERD/heartburn), magnesium
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deficiency syndrome, vitamin D and B12
deficiency, osteopenia (reduced bone density),
chronic pain syndrome, history of UTI (urinary
tract infections), and glaucoma.

R1's service plan/care plan signed June 17,
2024, indicated R1 required services including
medication administration.

R1's prescriber orders dated February 12, 2025,
Included three medications for diabetes, two for
depression, three for the heart, two for high
cholesterol, one for UTI prevention, two for
allergies, two for GERD, one for osteopenia, one
for COPD, two vitamin supplements, one
magnesium supplement, and one for glaucoma.

On March 11, 2025, at 8:45 a.m., the surveyor
observed unlicensed personnel (ULP)-D
administering medications to R1.

R1's record included a "Brown Bag" Medication
Review Form and Face to Face Assessment of
Need for Medication Management Services
dated October 11, 2024, (127 days after start of
services). The assessment did not identify
Interventions needed in the management of
medications to prevent diversion of medications
by the resident or others who may have access
to the medications.

During the revisit survey on June 2, 2025, at 2:45
p.m., licensed assisted living director (LALD)-C
provided the surveyor with R1's current "Brown
Bag" Medication Review Form and Face to Face
Assessment of Need for Medication Management
Services dated October 11, 2024. The
assessment had not been updated since the last
survey to include the required content.
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During the revisit survey on September 9, 2025,
at 11:34 a.m. LALD-C provided the surveyor with
R1's "Brown Bag" Medication Review Form and
Face to Face Assessment of Need for Medication
Management Services dated August 29, 2025.
The assessment did not identify interventions
needed in the management of medications to
prevent diversion of medications by the resident
or others who may have access to the
medications.

R2

R2 was admitted on July 1, 2022, with diagnoses
iIncluding dementia, type |l diabetes, congestive
heart failure, insomnia, constipation, gout, and
vitamin D deficiency.

R2's service plan dated July 7, 2023, identified
R2's services included medication administration.

R2's prescriber orders dated February 12, 2025,
Included one medication for diabetes, one for
gout, one antipsychotic, two for the heart, one for
sleep, one for anemia, one vitamin supplement,
and one for constipation.

R2's record included a "Brown Bag" Medication
Review Form and Face to Face Assessment of
Need for Medication Management Services
dated June 13, 2024. The assessment did not
identify interventions needed in the management
of medications to prevent diversion of
medications by the resident or others who may
have access to the medications.

During the revisit survey on June 2, 2025, at 2:45
p.m. LALD-C provided the surveyor with R2's
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current "Brown Bag" Medication Review Form
and Face to Face Assessment of Need for
Medication Management Services dated The
assessment did not identify interventions needed
In the management of medications to prevent
diversion of medications by the resident or others
who may have access to the medications.

During the revisit survey on September 9, 2025,
at 11:34 a.m. LALD-C provided the surveyor with
R1's "Brown Bag" Medication Review Form and
Face to Face Assessment of Need for Medication
Management Services dated May 1, 2025. The
assessment had not been updated since the last
revisit survey to include the required content.

R10

R10 was admitted on May 21, 2025, with
diagnoses including progressive aphasia (a rare
nervous system condition that affects a person's
ability to communicate).

R10's medication administration record (MAR)
dated June 2025, included antifungal powder,
one antidepressant, one medication for high
blood pressure, and one pain reliever.

R10's record included a "Brown Bag" Medication
Review Form and Face to Face Assessment of
Need for Medication Management Services
dated May 21, 2025. The assessment did not
identify interventions needed in the management
of medications to prevent diversion of
medications by the resident or others who may
have access to the medications.

During the revisit survey on September 9, 2025,
at 11:34 a.m., LALD-C provided the surveyor with
R10's "Brown Bag" Medication Review Form and
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Face to Face Assessment of Need for Medication
Management Services dated May 21, 2025. The
assessment had not been updated since the last
revisit survey to include the required content.

On September 9, 2025, at 1:08 p.m., clinical
nurse supervisor (CNS)-0 stated being new to
the position and was unaware of the requirement
to include interventions to prevent diversion with
the resident medication assessment. CNS-O
reviewed R1, R2, and R10's "Brown Bag"
medication assessments and stated they did not
iInclude all required content.

The licensee's undated, Medication Assessment
policy indicated:

1. A medication management assessment will be
completed by a registered nurse during the
pre-admission assessment, quarterly, with
significant change, when a resident requests to
start medication management services, or as
needed.

2. The RN medication management assessment
will be completed face-to-face.

3. The assessment will include:

a. ldentification of all known medications,
supplements, and herbal remedies he resident is
currently taking.

b. Review medication side effects,
contraindications, allergic or adverse reactions.

c. Interventions designed to address any
side effects, contraindications, allergies, or
adverse reactions.

d. Interventions to prevent medications
diversion.

e. Provide instructions to the resident and
any legal or designated representative on
iInterventions to prevent diversion of medications.
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management plan

(a) For each resident receiving medication
management services, a registered nurse,
advanced practice registered nurse, or qualified
staff delegated the task by a registered nurse
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
individualized medication management record for
each resident based on the resident's
assessment that must contain the following:

(1) a statement describing the medication
management services that will be provided;

(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;

(3) documentation of specific resident
iInstructions relating to the administration of
medications;

(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;

(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and

(7) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
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to prevent possible complications or adverse
reactions.

(b) The medication management record must be
current and updated when there are any
changes.

(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to develop an
iIndividualized medication management plan with
the required content for three of three residents
(R1, R10, R11).

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 entrance conference of the initial
survey on March 10, 2025, at 11:37 a.m., clinical
nurse supervisor (CNS)-B stated the licensee
provided medication management services to
their residents.

R1
R1 was admitted on June 6, 2024, and received

Minnesota Department of Health
STATE FORM

6899

UT8D13

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
R
30108 B. WING 09/15/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
800 AGENCY TRAIL
WATER'S EDGE
MANKATO, MN 56001
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{01730} | Continued From page 16 {01730}

If continuation sheet 17 of 22




PRINTED: 10/16/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
R
30108 B. WING 09/15/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
800 AGENCY TRAIL
WATER'S EDGE
MANKATO, MN 56001
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{01730} | Continued From page 17 {01730}

services under the licensee's Assisted Living with
Dementia Care license.

R1's diagnoses included mild cognitive
impairment, post-traumatic stress disorder, major
depressive disorder, diabetes mellitus with
chronic kidney disease and diabetic neuropathy,
chronic obstructive pulmonary disease (COPD),
congestive heart failure (CHF), hyperlipidemia
(high cholesterol), gastroesophageal reflux
disease (GERD/heartburn), magnesium
deficiency syndrome, vitamin D and B12
deficiency, osteopenia (reduced bone density),
chronic pain syndrome, history of UTI's (urinary
tract infections), and glaucoma.

R1's service plan/care plan signed June 17,
2024, indicated R1 required services including
medication administration. The plan indicted
medications will be administered by licensed or
certified team members per MD (medical doctor)
order.

R1's prescriber orders dated February 12, 2025,
Included three medications for diabetes, two for
depression, three for the heart, two for high
cholesterol, one for UTI prevention, two for
allergies, two for GERD, one for osteopenia, one
for COPD, two vitamin supplements, one
magnesium supplement, and one for glaucoma.

On March 11, 2025, at 8:45 a.m., the surveyor
observed unlicensed personnel (ULP)-D
administering medications to R1.

R1's record lacked an individual medication
management plan that included:

- a description of storage of medications based
on the resident's needs and preferences, risk of
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diversion, and consistent with the manufacturer's
directions;

- identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;

- Identification of medication management tasks
that may be delegated to unlicensed personnel;
and

- procedures for staff notifying a RN or
appropriate licensed health professional when a
problem arises with medication management
services.

On March 11, 2025, at 9:26 a.m., CNS-B stated
the current service plan/care plan utilized for
most residents also included the medication
management and treatment plan, which did not
Include the above required content. CNS-B
further stated the previous individualized
medication management and treatment plans the
licensee utilized contained the required content,
and only residents who had been at the facility
long-standing with no changes to their services
would have the correct medication management
plan in place.

During the revisit survey on June 2, 2025, at 2:55
p.m., licensed assisted living director (LALD)-C
stated he was unable to locate a revised
iIndividualized medication management plan for
R1 with the required content.

R10

R10 was admitted on May 21, 2025, with
diagnoses including progressive aphasia (a rare
nervous system condition that affects a person's
ability to communicate).

R10's unsigned, service plan/care plan initiated
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May 21, 2025, indicated R10 required services
iIncluding medication administration, bathing, oral
care, grooming, dressing, housekeeping, and
laundry.

R10's medication administration record (MAR)
dated June 2025, included one antifungal
powder, one antidepressant, one medication for
high blood pressure, and one pain reliever.

R10's Client Individualized Medication
Management Plan dated May 21, 2025, lacked:
- procedures for staff notifying a RN or
appropriate licensed health professional when a

problem arises with medication management
services.

R11
R11 was admitted on May 6, 2025, with
diagnoses including Alzheimer's disease.

R11's service plan/care plan dated May 6, 2025,
Indicated R11 required services including
medication administration, bathing,
toileting/pericare, housekeeping and laundry.

R11's medication administration record (MAR)
dated June 2025, included one antidepressant
medication.

R11's undated, Client Individualized Medication
Management Plan lacked:

- procedures for staff notifying a RN or
appropriate licensed health professional when a
problem arises with medication management
services.

During the revisit survey on June 3, 2025, at 9:34
p.m., CNS-L stated being unaware an
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individualized medication management plan
needed to be completed. CNS-L reviewed R10
and R11's medication management plans and
stated the form utilized for all residents did not
iInclude procedures to notify a registered nurse
when problems arise.

During the revisit survey on September 9, 2025,
at 1:18 p.m. LALD-C provided the surveyor with
the new form they will be utilizing moving forward
for all resident's individualized medication
management plans; the form included all
required content. LALD-C further stated the new
form had not been implemented yet for any of the
licensee's residents.

The licensee's undated, Individualized
Medication, Treatment & Therapy Management
Plans policy indicated:
5. Medication Management Plans: RN will
develop a medication management plan for each
resident receiving medication management
services. The medication management plan will
include:

a. Statement of the medication management
services provided to the resident

b. Description of medication storage based
upon the resident's needs, preferences, risk of
diversion, and in keeping with the manufacturer's
iInstructions

c. Documentation of specific resident
iInstructions relating to the administration of
medications

d. ldentification of persons responsible for
monitoring and ensuring timely refills of
medications

e. ldentification of medication management
tasks that may be delegated to an unlicensed
person
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SS=F | physical environment

An assisted living facility with dementia care must
meet the requirements of section 144G.45 and
the following additional requirements:

(1) an assessment of safety risks must be
performed on and around the property. The
safety risks identified by the facility on the
assessment must be mitigated to protect the
residents from harm. The mitigation efforts must
be documented in the facility's records; and

(2) the facility shall be protected throughout by an
approved supervised automatic sprinkler system
by August 1, 2029.

This MN Requirement is not met as evidenced
by:
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f. Procedure for notifying a registered nurse
or appropriate licensed health professional when
a problem arises with medication management
services
g. Resident-Specific requirements relating to
documenting medication administration,
verifications with all medications are
administered as prescribed, and monitoring of
medications used to prevent possible
complications or adverse reactions.
No further information was provided.
{02040} 144G.81 Subdivision 1 Fire protection and {02040}
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m DEPARTMENT
| OF HEALTH
Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
August 6, 2025

Licensee

Water's Edge

800 Agency Trail
Mankato, MN 56001

RE: Project Number(s) SL30108016

Dear Licensee:

On June 3, 2025, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on March 13, 2025. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the March 13, 2025 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on March 13, 2025, found not corrected at the time of the June 3, 2025,
follow-up survey and/or subject to penalty assessment are as follows:

0630-Compliance With Requirements For Reporting Ma-144g.42 Subd. 6 (b) - $500.00
0775-Fire Protection And Physical Environment-144g.45 Subd. 2. (a) - $500.00
1440-Supervision Of Staff Providing Delegated Nurs-144g.62 Subd. 4 - $500.00
1650-Service Plan, Implementation And Revisions To-144g.70 Subd. 4 (f) - $500.00
1700-Provision Of Medication Management Services-144g.71 Subd. 2 - $500.00
1730-Individualized Medication Management Plan-144g.71 Subd. 5 - $500.00
1940-Individualized Treatment Or Therapy Managemen-144g.72 Subd. 3

The details of the violations noted at the time of this follow-up survey completed on June 3, 2025
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

Also, at the time of this follow-up survey completed on June 3, 2025, we identified the following
violation(s):

0340-Correction Orders-144g.30 Subd. 5 - $500.00
1890-Prescription Drugs-144g.71 Subd. 20

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

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023
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Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $3,500.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

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

IMPOSITION OF FINES

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

Level 2: a fine of S500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20;

CORRECTION ORDER RECONSIDERATION PROCESS

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

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

REQUESTING A HEARING

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

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

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

We urge you to review these orders carefully. If you have questions, please contact Jodi Johnson at
507-344-2730.
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You are encouraged to retain this document for your records. It is your responsibility to share the

information contained in the letter and/or state form with your organization’s Governing Body.

Sincerely,

Jodi Johnson, Supervisor

State Evaluation Team

Email: Jodi.Johnson@state.mn.us

Telephone: 507-344-2730 Fax: 1-866-890-9290

HHH
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AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER FOLLOW UP using federal software. Tag numbers have
SURVEY WITH RE-ISSUE OF ORDERS been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
INITIAL COMMENTS assigned tag number appears in the
SL30108016-1 far-left column entitled "ID Prefix Tag." The
state Statute number and the
On June 2, 2025, through June 3, 2025, the corresponding text of the state Statute out
Minnesota Department of Health conducted a of compliance is listed in the "Summary
follow-up survey at the above provider to Statement of Deficiencies" column. This
follow-up on orders issued pursuant to a survey column also includes the findings which
completed on xx. At the time of the survey, there are in violation of the state requirement
were 30 residents; 30 receiving services under after the statement, "This Minnesota
the Assisted Living License. As a result of the requirement is not met as evidenced by."
follow-up survey, the following orders were Following the evaluators ' findings is the
reissued/ issued. Time Period for Correction.
PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
STATES,"PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
WILL APPEAR ON EACH PAGE.
THERE IS NO REQUIREMENT TO
SUBMIT 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.
0 340, 144G.30 Subd. 5 Correction orders 0 340
SS=F
(a) A correction order may be issued whenever
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the commissioner finds upon survey or during a
complaint investigation that a facility, a
managerial official, an agent of the facility, or staff
of the facility is not in compliance with this
chapter. The correction order shall cite the
specific statute and document areas of
noncompliance and the time allowed for
correction.

(b) The commissioner shall mail or email copies
of any correction order to the facility within 30
calendar days after the survey exit date. A copy of
each correction order and copies of any
documentation supplied to the commissioner
shall be kept on file by the facility and public
documents shall be made available for viewing by
any person upon request. Copies may be kept
electronically.

(c) By the correction order date, the facility must:
(1) document in the facility's records any action
taken to comply with the correction order. The
commissioner may request a copy of this
documentation and the facility's action to respond
to the correction order in future surveys, upon a
complaint investigation, and as otherwise
needed:; and

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to have sufficient documentation
with actions taken to comply with the correction
orders for a revisit survey completed on June 3,
2025.

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
Minnesota Department of Health
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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 revisit survey on June 3, 2025, a
review of the licensee's policies and procedures,
resident records, and employee records, lacked
evidence to indicate the licensee had attempted
to correct all the orders issued for the survey
concluded on March 13, 2025. Reissued orders
include: 0630, 1440, 1650, 1700, 1730, and 1940.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

{0 480} 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum | {0 480}
SS=F | requirements; required food services

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

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

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

Minnesota Department of Health
STATE FORM 6899 UT8D12 If continuation sheet 3 of 33
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unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

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

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

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and

(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

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

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

This MN Requirement is not met as evidenced
by:

Based on 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, 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:

R1

R1 was admitted on June 6, 2024, with diagnoses
including mild cognitive impairment,
post-traumatic stress disorder, major depressive
disorder, generalized anxiety disorder, and type |l

Minnesota Department of Health
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diabetes mellitus.

R1's service plan/care plan signed June 17, 2024,
iIndicated R1 required services including
medication administration, bathing, compression
stockings, blood glucose checks, oxygen/CPAP
(continuous positive airway pressure machine),
housekeeping, and laundry.

R1's progress note dated January 31, 2025, at
13:51 (1:51 p.m.) by licensed assisted living
director (LALD)-C indicated writer was informed
during standup that resident had packed up
apartment and planned to be picked up and move
out. Resident has history of financial exploitation
and being scammed into purchasing gift cards.

R1's IAPP dated June 6, 2024, failed to identify if
R1 was at risk for abuse and interventions to
prevent abuse.

R2

R2 was admitted on July 1, 2022, with diagnoses
including dementia, type |l diabetes, and
congestive heart failure.

R2's service plan dated July 7, 2023, identified
R2's services included dressing, grooming,
bathing, toileting, medication administration,
blood glucose monitoring, behavior monitoring,
housekeeping, and laundry.

R2's progress note dated January 28, 2025, at
18:14 (6:14 p.m.) indicated: Writer was
contacted by a staff member stating that while
staff were attempting to assist resident after he
had a BM (bowel movement), resident became
physically aggressive toward staff. Resident hit
staff member repeatedly in the thigh and one in
the head hard enough where staff member "saw
Minnesota Department of Health
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stars." Staff were able to finish caring for resident
and were able to get him settled into bed.

R2's |IAPP dated June 13, 2024, failed to identify
If R2 was at risk for abuse, was at risk to abuse
others, and interventions to prevent abuse.

On March 11, 2025, at 2:13 p.m., clinical nurse
supervisor (CNS)-B stated the |APP should
iInclude risk for abuse and interventions to prevent
abuse. CNS-B further stated being aware the
|APP utilized for all residents in the facility was
lacking required content as this was recently
identified during a survey at one of their other
facilities that utilized the same form.

During the revisit survey on June 3, 2025, at 9:34
a.m. licensed assisted living director (LALD)-A
and CNS-L reviewed R1 and R2's IAPP's which
had not been reassessed since the last survey.
LALD-A stated not realizing the |IAPP hadn't been
updated. CNS-L stated she had not started
employment until after the original survey and did
not realize R1 and R2's IAPP's needed to be
updated.

The licensee's undated, Vulnerable Adult
Maltreatment Policy indicated:
1. An abuse prevention plan will be completed
for each resident in the assisted living by day 14
after move-in or receipt of services
2. The individual abuse prevention plan will:
a. Be based upon an individualized review or
assessment of the resident's
I. susceptibility to abuse by another
individual, including other vulnerable adults
Il. risk of abusing other vulnerable adults
b. specific measures to be taken to minimize
the risk of abuse to others and self-abuse.

Minnesota Department of Health
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No further information was provided.

{0 775} 144G.45 Subd. 2. (a) Fire protection and physical | {0 775}
SS=F | environment

Each assisted living facility must comply with the
State Fire Code in Minnesota Rules, chapter
7511, and:

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to comply with the current Minnesota Fire
Code Provisions. This had the potential to directly
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) 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:

On June 2, 2025, the surveyor initiated a
follow-up for a survey conducted on March 12,
2025. Surveyor entered the facility at 1:03 p.m.
and was met by licensed assisted living director
(LALD)-C. LALD-C stated the director of
maintenance (DM)-F was on the way to the
facility.

During facility tour on June 2, 2025, from 1:33
p.m. through 1:59 p.m., with (LALD)-C and
(DM)-F, the surveyor observed resident room
doors that did not have self-closing devices

Minnesota Department of Health
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installed. DM-F stated the resident room doors
were the same as during the last survey. DM-F
stated

that they had contractors submit quotes for
iInstalling door closers, but the corporate office
needs to approve the quotes prior to the work
being completed.

OBSERVATIONS DURING INTIAL SURVEY ON
MARCH 12, 2025

Resident rooms throughout the facility had
twenty-minute fire rated doors that did not have
self-closing devices. The doors and the door
frames had holes that indicated door closers had
been installed and were removed. DM-F stated
the resident room doors were not equipped with
closers since they have been employed at the
facility but agreed that closers appeared to have
been removed from the doors.

State Fire Code in Minnesota Rules, chapter 7511
requires fire-resistant rated doors must be
maintained to automatically close and latch as
designed to prevent the spread of smoke and fire
to adjoining building areas.

{0 810} 144G.45 Subd. 2 (b-f) Fire protection and {0 810}
SS=F | physical environment

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

(1) location and number of resident sleeping
rooms;

(2) staff actions to be taken in the event of a fire
or similar emergency;

(3) fire protection procedures necessary for
residents; and

Minnesota Department of Health
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(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.

(c) Staff of assisted living facilities shall receive
training on the fire safety and evacuation plans
upon hiring and at least twice per year thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.

(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
Include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.

(f) Evacuation drills are required for staff twice
per year per shift with at least one evacuation drill
every other month. Evacuation of the residents is
not required. Fire alarm system activation is not
required to initiate the evacuation drill.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01440} 144G.62 Subd. 4 Supervision of staff providing {01440}
SS=F | delegated nurs

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems

Minnesota Department of Health
STATE FORM 6899 UT8D12 If continuation sheet 10 of 33



PRINTED: 08/06/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
30108 B. WING 06/03/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
800 AGENCY TRAIL
WATER'S EDGE
MANKATO, MN 56001
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

{01440} | Continued From page 10 {01440}

and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
interaction with the resident.

(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
individual begins working for the facility and first
performs the delegated tasks for residents and
thereafter as needed based on performance. This
requirement also applies to staff who have not
performed delegated tasks for one year or longer.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure direct
supervision of three of three newly hired
unlicensed personnel (ULP-D, ULP-H, ULP-I)
performing delegated tasks was provided within
30 calendar days after the date on which the
individual began working for the licensee.

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:

ULP-D

Minnesota Department of Health
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ULP-D was hired December 16, 2024, to provide
direct care services.

On March 11, 2025, at 8:45 a.m., the surveyor

observed ULP-D administering medications to
R1.

ULP-D's employee record did not include a
30-day direct supervisory review.

On March 13, 2024, at 12:17 p.m., licensed
assisted living director (LALD)-C stated he was
unable to find evidence a 30-day supervisory
review had been completed by the registered
nurse.

ULP-H
ULP-H was hired on March 25, 2025, to provide
direct care services.

ULP-H's employee record did not include a
30-day direct supervisory review.

ULP-I
ULP-| was hired on March 25, 2025, to provide
direct care services.

ULP-I's employee record did not include a 30-day
direct supervisory review.

During the revisit survey on June 3, 2025, at 9:34
a.m., LALD-C and clinical nurse supervisor
(CNS)-L stated 30-day supervision of staff had
not been completed for ULP-D or any new
employees since the last survey.

No further information as provided.

Minnesota Department of Health
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{01650} 144G.70 Subd. 4 (f) Service plan, implementation | {01650}
SS=F | and revisions to

(f) The service plan must include:

(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;

(2) the identification of staff or categories of staff
who will provide the services;

(3) the schedule and methods of monitoring
assessments of the resident;

(4) the schedule and methods of monitoring staff
providing services; and

(5) a contingency plan that includes:

(i) the action to be taken if the scheduled service
cannot be provided;

(i) information and a method to contact the
facility;

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

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure three of three resident's
(R1, R4, R10) service plans included all the
required content.

This practice resulted in a level two violation (a
Minnesota Department of Health
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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:

R1

R1's service plan/care plan signed June 17, 2024,
indicated R1 required services including
medication administration, bathing, compression
stockings, blood glucose checks, oxygen/CPAP
(continuous positive airway pressure machine),
housekeeping, and laundry.

R1's service plan lacked the following:

- the fees for services;

- the schedule and methods of monitoring
assessments of the resident;

- the schedule and methods of monitoring staff
providing services; and

- a contingency plan that includes:

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

- Information and a method to contact the
facility;

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

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

On March 11, 2025, at 1:54 p.m., clinical nurse
supervisor (CNS)-B stated the resident care plan
was also considered the service plan and was
signed by the resident or their representative.
CNS-B stated the current service plan/care plan
utilized for all residents did not include the above
required content. CNS-B further stated the
previous service plan the licensee utilized
contained the required content and only residents
who had been at the facility long-standing with no
changes to their services would have that service
plan with the required content.

R4

R4's unsigned, service plan/care plan last
reviewed May 12, 2025, indicated R4 required
services including medication administration,
blood glucose checks, bathing, toileting, oral
care, grooming, dressing,
mobility/ambulation/escorts/transfers, wound
care, housekeeping, and laundry.

R4's service plan lacked the following:

- the fees for services;

- the schedule and methods of monitoring
assessments of the resident;

- the schedule and methods of monitoring staff
providing services; and

- a contingency plan that includes:

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

- Information and a method to contact the
facility;

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

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

R10

R10's unsigned, service plan/care plan initiated
May 21, 2025, indicated R10 required services
including medication administration, bathing, oral
care, grooming, dressing, housekeeping, and
laundry.

R10's service plan lacked the following:

- the fees for services;

- the schedule and methods of monitoring
assessments of the resident;

- the schedule and methods of monitoring staff
providing services; and

- a contingency plan that includes:

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

- Information and a method to contact the
facility;

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

- the circumstances in which emergency
medical services are not go be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.
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During the revisit survey on June 3, 2025, at 9:34
a.m., LALD-C reviewed R1's service plan/care
plan and stated it had not been revised since the
last survey. LALD-C further stated R4 an R10's
service plan/care plans did not include the
required content identified in the last survey. The
care plans also had not been signed by the
resident/representative or the registered nurse
(RN). LALD-C stated not realizing the current
service plan/care plan being utilized by all
residents did not include all required content.

The licensee's Contents of Service Plans policy,
undated, indicated:
5. Service plans will include:
a. A description of the services provided
b. Fees for services
c. Frequency of each service according to
resident assessment and resident preferences
d. Schedule and methods of monitoring
assessments
e. Schedule and methods of monitoring staff
providing services
f. Contingency plan
g. A contingency plan that includes:
I.  Action taken if the scheduled service
cannot be provided
ii. Information and method to contact
the facility
lii. Names and contact information of
persons the resident wishes to have notified in an
emergency
Iv. Names and contact information of
persons the resident wished to have notified if
there is a significant adverse change in the
resident's condition
v. ldentification of and information on
who has authority to sign for the resident in an
emergency
Minnesota Department of Health
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vi. Circumstances in which emergency
medical services are not to be summoned

No further information was provided.

{01700} 144G.71 Subd. 2 Provision of medication {01700}
SS=F | management services

(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 <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>