m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
June 3, 2025

Licensee

Edgebrook Care Center Inc
301 5th Avenue North
Edgerton, MN 56128

RE: Project Number(s) SL30472016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on April 24, 2025, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

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

STATE CORRECTION ORDERS

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

IMPOSITION OF FINES

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

Level 1: no fines or enforcement.

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

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

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
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§ 144G.20.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
pursuant to this survey:

St -0 - 0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $500.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $500.00. You will be invoiced approximately 30 days after receipt of this notice, subject to

appeal.

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:

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

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

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

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:
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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.

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.

RS —

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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0 000] Initial Comments 0 000
ASSISTED LIVING PROVIDER LICENSING Minnesota Department of Health is
CORRECTION ORDER(S) documenting the State Correction Orders
using federal software. Tag numbers have
In accordance with Minnesota Statutes, section been assigned to Minnesota State
144G.08 to 144G.95, these correction orders are Statutes for Assisted Living Facilities. The
Issued pursuant to a survey. assigned tag number appears in the
far-left column entitled "ID Prefix Tag." The
Determination of whether violations are corrected state Statute number and the
requires compliance with all requirements corresponding text of the state Statute out
provided at the Statute number indicated below. of compliance is listed in the "Summary
When Minnesota Statute contains several items, Statement of Deficiencies" column. This
failure to comply with any of the items will be column also includes the findings which
considered lack of compliance. are in violation of the state requirement
after the statement, "This Minnesota
INITIAL COMMENTS: requirement is not met as evidenced by."
Following the evaluators ' findings is the
SL30472016-0 Time Period for Correction.
On April 21, 2025, through April 24, 2025, the PLEASE DISREGARD THE HEADING OF
Minnesota Department of Health conducted a full THE FOURTH COLUMN WHICH
survey at the above provider. At the time of the STATES,"PROVIDER'S PLAN OF
survey, there were 17 residents; 17 receiving CORRECTION." THIS APPLIES TO
services under the Assisted Living Facility license. 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.
0 775 144G.45 Subd. 2. (a) Fire protection and physical | 0775
SS=F | environment

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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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 maintain 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. This deficient condition had the
potential to affect all staff, residents, and visitors.

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

Findings include:

On April 22, 2025, at 9:55 a.m., survey staff
toured the facility with licensed assisted living
director (LALD)-A, it was observed that the
emergency exit in the dining room and door #12
on the west end of the building, went out into the
courtyard that was fenced in with a gate that was
locked. This removes a safe means of egress
during a fire or similar emergency. These
emergency exit doors were identified with
overhead exit signs and are included in the
facility's evacuation plan.

LALD-A verbally confirmed survey staff

Minnesota Department of Health
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No further information provided.

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

01060| 144G.52 Subd. 9 Emergency relocation 01060
SS=F
(a) A facility may remove a resident from the
facility in an emergency if necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.

(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:

(1) the reason for the relocation;

(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;

(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;

(4) if known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and

(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G.54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.

(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:

(1) the resident, legal representative, and

Minnesota Department of Health
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designated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not
returned to the facility within four days.

(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process
in this section.currently known; and

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide a written notice with the
required content, to the resident, legal
representative, and designated representative, for
an emergency relocation for two of two residents
(R1, R4).

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

The findings include:

R1
R1's Discharge Summary dated March 16, 2025,
iIndicated R1 was discharged on March 14, 2025.

R1's Progress Notes dated March 14, 2025,
indicated R1 was found on the floor, disoriented

Minnesota Department of Health
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and had slurred speech. R1 was transferred via
ambulance to the hospital.

R1's record lacked evidence the resident and/or
the resident's representative had been provided,
as soon as practicable, a written notice that
contained, at a minimum:

-the reason for the relocation;

-the name and contact information for the location
to which the resident has been relocated and any
new service provider;

-contact information for the Office of Ombudsman
for Long-Term Care;

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

-a statement that, if the facility refuses to provide
housing or services after a relocation, the
resident has the right to appeal under section
144G.54 and the contact information for the
agency to which the resident may submit an
appeal.

R4

R4's Progress notes included the following:

- February 10, 2025, indicated R4 was weak,
could not get up without assist, and was
transferred via ambulance to the hospital.

- February 14, 2025, R4 returned from the
hospital.

R4's record lacked evidence the resident and/or
the resident's representative had been provided,
as soon as practicable, a written notice that
contained, at a minimum:

-the reason for the relocation;

-the name and contact information for the location
to which the resident has been relocated and any

Minnesota Department of Health
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new service provider;

-contact information for the Office of Ombudsman
for Long-Term Care;

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

-a statement that, if the facility refuses to provide
housing or services after a relocation, the
resident has the right to appeal under section
144G.54 and the contact information for the
agency to which the resident may submit an
appeal.

On April 21, 2025, at 12:45 p.m., clinical nurse
supervisor (CNS)-B stated she was unaware of
the emergency relocation notification
requirement.

No further information was provided.

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

01370, 144G.61 Subd. 2 (a) Training and evaluation of 01370
SS=F | unlicensed personn

(a) Training and competency evaluations for all
unlicensed personnel must include the following:
(1) documentation requirements for all services
provided;

(2) reports of changes in the resident's condition
to the supervisor designated by the facility;

(3) basic infection control, including blood-borne
pathogens;

(4) maintenance of a clean and safe
environment;

(5) appropriate and safe techniques in personal
hygiene and grooming, including:

Minnesota Department of Health
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(i) hair care and bathing;

(i) care of teeth, gums, and oral prosthetic
devices;

(i) care and use of hearing aids; and

(iv) dressing and assisting with toileting;

(6) training on the prevention of falls;

(7) standby assistance techniques and how to
perform them;

(8) medication, exercise, and treatment
reminders;

(9) basic nutrition, meal preparation, food safety,
and assistance with eating;

(10) preparation of modified diets as ordered by a
licensed health professional,

(11) communication skills that include preserving
the dignity of the resident and showing respect for
the resident and the resident's preferences,
cultural background, and family;

(12) awareness of confidentiality and privacy;
(13) understanding appropriate boundaries
between staff and residents and the resident'’s
family;

(14) procedures to use in handling various
emergency situations; and

(15) awareness of commonly used health
technology equipment and assistive devices.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure training and
competency evaluations were completed as
required prior to providing direct care for one of
one employee (unlicensed personnel (ULP)-D).

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

Minnesota Department of Health
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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 was hired under the licensee's
comprehensive license on March 15, 2021, and
the assisted living license on August 1, 2021.

On April 22, 2025, at 6:50 a.m., ULP-D stated she
had already completed blood glucose monitoring
and applied thrombo-embolic deterrent (TED)
stockings (compression stockings to reduce
swelling and prevent blood clots) onto residents
because it was scheduled for the night shift to
complete.

ULP-D's employee record lacked evidence to
indicate ULP-D completed training and/or
practical skills evaluations as required in the
following areas:
-appropriate and safe techniques in personal
hygiene and grooming, including:

-care of teeth, gums, and oral prosthetic
devices;

-care and use of hearing aids; and

-toileting.
-standby assistance techniques and how to
perform them.

On April 22, 2025, at 12:45 p.m., clinical nurse
supervisor (CNS)-B stated they didn't provide
those services; therefore, they don't competency
test the staff for those areas. CNS-B stated she
was unaware the staff had to be trained and
competency tested in all the areas.

No further information was provided.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty-one
(21) days.

01380 144G.61 Subd. 2 (b) Training and evaluation of 01380
SS=F | unlicensed personn

(b) In addition to paragraph (a), training and
competency evaluation for unlicensed personnel
providing assisted living services must include:
(1) observing, reporting, and documenting
resident status:

(2) basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel;

(3) reading and recording temperature, pulse,
and respirations of the resident;

(4) recognizing physical, emotional, cognitive,
and developmental needs of the resident;

(5) safe transfer techniques and ambulation;
(6) range of motioning and positioning; and

(7) administering medications or treatments as
required.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure training and
competency evaluations were completed as
required prior to providing direct care for one of
one employee (unlicensed personnel (ULP)-D).

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

Minnesota Department of Health
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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 was hired under the licensee's
comprehensive license on March 15, 2021, and
the assisted living license on August 1, 2021.

On April 22, 2025, at 6:50 a.m. ULP-D stated she
had already completed blood glucose monitoring
and applied thrombo-embolic (TED) stockings
(compression stockings to reduce swelling and
prevent blood clots) onto residents because it
was scheduled for the night shift to complete.

ULP-D's employee record lacked evidence to
indicate ULP-D completed training and/or
practical skills evaluations as required in the
following areas:

- basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel;

- recognizing physical, emotional, cognitive, and
developmental needs of the resident;

- safe transfer techniques and ambulation; and
- range of motion and positioning.

On April 22, 2025, at 12:45 p.m., clinical nurse
supervisor (CNS)-B stated they didn't provide
those services; therefore they didn't competency
test the staff for those areas. CNS-B stated she
was unaware the staff had to be trained and
competency tested in all the areas.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
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01530] 144G.64 TRAINING IN DEMENTIA CARE 01530

SS=F | REQUIRED

(a) All assisted living facilities must meet the
following training requirements:

(1) supervisors of direct-care staff must have at
least eight hours of initial training on topics
specified under paragraph (b) within 120 working
hours of the employment start date, and must
have at least two hours of training on topics
related to dementia care for each 12 months of
employment thereafter;

(2) direct-care employees must have completed
at least eight hours of initial training on topics
specified under paragraph (b) within 160 working
hours of the employment start date. Until this
initial training iIs complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care and who can act as a resource
and assist if issues arise. A trainer of the
requirements under paragraph (b) or a supervisor
meeting the requirements in clause (1) must be
available for consultation with the new employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure two of two
employees (unlicensed personnel (ULP)-C and
ULP-D) had two hours of dementia care training
annually.

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

JLP-C
JLP-C was hired on June 20, 1994, under the
icensee's comprehensive home care license and

began providing assisted living services on
August 1, 2021.

On April 21, 2025, at 11:05 a.m., the surveyor
observed ULP-C administering medications to
residents.

ULP-C's employee record lacked evidence
ULP-C had completed two hours dementia
training annually as required.

ULP-D
ULP-D was hired under the licensee's
comprehensive license on March 15, 2021, and

began providing assisted living services on
August 1, 2021.

ULP-D's employee record lacked evidence
ULP-D had completed two hours dementia
training annually as required.

On April 22, 2025, at 10:16 a.m., licensed
assisted living director (LALD)-A stated the staff
had some dementia training at an all staff

Minnesota Department of Health
STATE FORM 6899 360N11 If continuation sheet 12 of 19




PRINTED: 06/03/2025

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:
30472 B. WING 04/24/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
301 5TH AVENUE NORTH
EDGEBROOK CARE CENTER INC
EDGERTON, MN 56128
(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)

01530 | Continued From page 12 01530

meeting; however, they had not received two
hours of training. LALD-A stated they thought the
dementia training had automatically been
assigned to staff annually, but it had not been
assigned.

No further information was provided.

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

01890| 144G.71 Subd. 20 Prescription drugs 01890
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.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure medications
were maintained bearing the original prescription
label for one of one resident (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 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:

Minnesota Department of Health
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On April 21, 2025, at 1:31 p.m., the surveyor
reviewed the medication cart with unlicensed
personnel (ULP)-C. R2's insulin pen did not have
a pharmacy label. ULP-C stated the labels were
on the box in the refrigerator, and not on each
individual pen.

On April 21, 2025, at 1:45 p.m., clinical nurse
supervisor (CNS)-B stated the insulin pen should
have had a pharmacy label and she would
contact the pharmacy.

The licensee's Medications Acquisition,
Receiving, Packaging, and Storage policy dated
September 23, 2024, indicated prescriptions
would have a pharmacy label.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include in the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
individualized treatment and therapy
management record for each resident which must
contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
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relating to the treatments or therapy
administration;

(3) identification of treatment or therapy tasks that
will be delegated to unlicensed personnel;

(4) procedures for notifying a registered nurse or
appropriate licensed health professional when a
problem arises with treatments or therapy
services; and

(5) any resident-specific requirements relating to
documentation of treatment and therapy
received, verification that all treatment and
therapy was administered as prescribed, and
monitoring of treatment or therapy to prevent
possible complications or adverse reactions. The
treatment or therapy management record must
be current and updated when there are any
changes.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to include a written
statement of the treatment on the service plan for
two of three residents (R2, R3).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death) and
was issued at 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:

R2
On April 23, 2025, at 6:00 a.m., the surveyor
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observed ULP-F check R2's blood glucose.

R2's Service Agreement dated January 6, 2025,
indicated "Healthcare service level 3" which
iIncluded diabetic management; however, it did
not indicate R2 received blood glucose
monitoring.

R3
On April 22, 2025, at 6:50 a.m., ULP-D stated she
had removed R3's "leg pumps".

On April 22, 2025, at 8:18 a.m., the surveyor
observed ULP-E place ace wraps on R3's feet
and lower leg.

R3's Service Agreement dated March 18, 2025,
iIndicated R3 received "Healthcare services level
2" which included medication administration one
to three times a day, assistance choosing
clothing, and verbal toileting reminders. R3's
service agreement did not include ace wraps or
leg pumps.

On April 23, 2025, at 11:18 a.m., clinical nurse
supervisor (CNS)-B stated blood glucose
monitoring was included in the service level and
that is why it wasn't on the Service Agreement.

On April 24, 2025, at 9:22 a.m., CNS-B stated
blood glucose monitoring for R2 and the
compression leg pumps for R3 were not on their
service plans.

The licensee's document titled Rates Effective
January 1, 2025, indicated "Healthcare Services
Level 3" included diabetes management with
assistance with and/or monitoring of blood sugar
checks and/or insulin injections 1-2 times daily.
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The licensee's Treatment and Therapy
Management Services - Minnesota policy dated
January 22, 2025, indicated all treatments and
therapies would be included on the Service
Agreement.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

02320 144G.91 Subd. 4 (b) Appropriate care and 02320
SS=D | services

(b) Residents have the right to receive health
care and other assisted living services with
continuity from people who are properly trained
and competent to perform their duties and in
sufficient numbers to adequately provide the
services agreed to in the assisted living contract
and the service plan.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, licensee failed to ensure medications
were administered according to policy and
accepted standards of practice for one of one
resident (R6) with diclofenac gel.

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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The findings include:

R6 was admitted on April 7, 2022, with a
diagnosis of neuropathy (nerve pain).

R6's service plan dated March 6, 2025, indicated
R6 received medication administration.

R6's physician orders dated May 3, 2024,
iIncluded diclofenac 1% gel apply 4 grams
topically four times a day to knee, ankle, foot.

R6's MAR dated April 1-23, 2025, included
diclofenac apply 4 grams topically four times a
day as needed to the right knee.

On April 23, 2025, at 6:05 a.m., the surveyor
observed unlicensed personnel (ULP)-F place a
small amount of diclofenac gel on her gloved
hand and rubbed it on to R6's right knee. ULP-F
stated she had been trained to use an amount
equal to the size of the tip of her small finger.

On April 23, 2025, at 6:34 a.m., clinical nurse
supervisor (CNS)-B observed the medication cart
and stated there was no measuring strip in the
drawer for R6's diclofenac gel. Staff had been
trained to use the measuring strip provided by the
manufacturer when administering the diclofenac,
so they would administer the correct dosage.

The Voltaren (diclofenac) gel instructions for use
dated revised May 2016, identified to use the
dosing card to correctly measure each dose.
Place the dosing card on a flat surface so that
you can read the print. Squeeze the gel onto the
dosing card evenly, up to the 2-gram line (a 2.25-
inch length of gel) or 4-gram line (a 4.5 inch
length of gel). Make sure that the gel covers the
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2-gram or 4-gram area of the doing card. After
using the dosing card, hold end with fingertips,

rinse and dry. Store the dosing card until next

use.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Minnesota Department of Health
Food, Pools, and Lodging Services
12 Civic Center Plaza

DEPARTMENT Mankato, MN 56001
OF HEALTH 507-344-2700

Type:  Full Food and Beverage Establishment e

Date: 04/22/25 _

Tine  11=20:43 Inspection Report

Report: 7990251013

— Location: — Establishment Info:
Edgebrook Care Center Inc ID #: 0039204
301 5th Avenue North Risk:
Edgerton, MN56128 Announced Inspection: No
Pipestone County, 59

— License Categories: — Operator:
: Phone #: 5074427121
Expireson: / / D #:

The violations listed 1n this report include any previously issued orders and deficiencies 1dentified
during this inspection. Compliance dates are shown for each 1tem.

4

The following orders were 1ssued during this inspection.

-300 Equipment Numbers and Capacities

4-302.14 ** Priority 2 **

MN Rule 4626.0715 Provide an appropriate test kit to accurately measure sanitizing solutions.
P

ROVIDE A QUAT SANITIZER TEST KIT TO MONITOR CONCENTRATION STRENGTH WHEN

MIXING SANITIZER SOLUTION FOR SPRAY BOTTLES.

C

‘'omply By: 05/01/25

S

urface and Equipment Sanitizers

Quaternary Ammonia: = 400 at Degrees Fahrenheit
Location: Sanitizer Spray Bottle
Violation Issued: No

Hot Water: = at 160 Degrees Fahrenheit
Location: High Temp Kitchenaid Dish Machine
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Cold Holding
Temperature: 40 Degrees Fahrenheit - Location: Reach in Bev Air Ambient Air Temperature
Violation Issued: No

Total Orders In This Report Priority 1 Priority 2 Priority 3
0 1 0

ALL FOOD IS PREPARED IN THE ATTACHED NURSING HOME KITCHEN. THERE IS NO FOOD

P

REPARATION IN THE ALF KITCHEN. FOOD IS SERVED IN THE ALF KITCHEN FROM A STEAM

TABLE. TEMP LOGS ARE BEING UTILIZED. WE DISCUSSED NOROVIRUS PREVENTION,

EMPLOYEE ILLNESS, AND HANDWASHING. AN EMPLOYEE ILLNESS LOG WAS LEFT ONSITE.




;;yfe: 52}52 . Food and Beverage Establishment Page 2
alc. .
Time:  11:20:43 InspeCtlon Report

Report: 7990251013
Edgebrook Care Center Inc

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

[ acknowledge receipt of the Minnesota Department of Health inspection
report number 7990251013 of 04/22/25.

Certified Food Protection ManagerLaura K. Van Peursem

Certification Number; _ 97308 Expires: _06/01/26

Inspection report reviewed with person in charge and emailed.

Signed: |": rl_-qE“lE[& Signed: _Bg)ﬂ p M

Establishment Representative 7990

651-201-4500
health.foodlodging(@state.mn.us



Report #: 7920251013

Food Establishment Inspection Report

m Minnesota Department of Health No. of RF/PHI Categories Out 0 Date  04/22/25

Fooq, .POOIS’ anc Lodging|Servieas No. of Repeat RF/PHI Categories Out 0 Time In 11:20:43
DEPARTMENT 12 Civic Center Plaza
OF HEALTH Mankato, MN 56001 Legal Authority MN Rules Chapter 4626 Time Out
Edgebrook Care Center Inc Address City/State Zip Code Telephone

301 5th Avenue North Edgerton, MN 56128 5074427121

License/Permit # Permit Holder Purpose of Inspection Est Type Risk Category
0039204 Full

IN=in compliance

FOODBORNE ILLNESS RISK FACTORS AND PUBLIC HEALTH INTERVENTIONS

Mark "X" in appropriate box for COS and/or R

OUT= not in compliance N/O= not observed

Circle designated compliance status (IN, OUT, N/O, N/A) for each numbered item

N/A= not applicable

COS=corrected on-site during inspection

R=repeat viclation

Compliance Status

CO§ R

Compl

iance Status

COS| R

Surpervision

Time/Temperature Control for Safety

PIC knowledgeable; duties & oversight

18

Proper cooking time & temperature

11C IN)OUT
IN) )OUT N/A

N

Certified food protection manager, duties

Employee Health

19

IN OUT(N/A) N/O

Proper reheating procedures for hot holding

ouT

Mgmt/Staff.knowledge, responsibilities&reporting

20

Proper cooling time & temperature

Proper use of reporting, restriction & exclusion

21

IN OUT N/A(N/O

Proper hot holding temperatures

Procedures for responding to vomiting & diarrheal
events

Proper cold holding temperatures

22 IN )OUT N/A
23 OUT N/A N/O

Proper date marking & disposition

Good Hygenic Practices 24| IN OU N/O| Time as a public health control: procedures & records

6|(INY) ouT N/O | Proper eating, tasting, drinking, or tobacco use - Consumer Advisory
7 ( IN 5 OUT N/O | No discharge from eyes, nose, & mouth 25 IN OUT@/@ Consumer advisory provided for raw/undercooked food

u Preventing Contamination by Hands _ Highly Susceptible Populations
at IN_) oOuUT N/O | Hands clean & properly washed 26 QI‘D OUT N/A Pasteurized foods used; prohibited foods not offered
: No bare hand contact with RTE foods or pre-approved Food and Color Additives and Toxic Substances

OUT N/A N/O| yiternate pprocedure properly followed 27 IN)OUT N/A Food additives: approved & properly used
14( IN ) OUT Adequate handwashing sinks supplied/accessible 28 IN)OQUT Toxic substances properly identified, stored, & used
Approved Source B Conformance with Approved Procedures

11(_2}! ouT Food obtained from approved source 29/ IN OUT(N/A Compliance with variance/specialized process/HACCP
12l IN OUT N/A(N/Q) Food received at proper temperature
13/( IN) OUT Food in good condition, safe, & unadulterated

= Required records available; shellstock tags,
14N ouT(V/A) N/O e HEstEnEG _ . . ——

parasite aestruction Risk factors (RF) are improper practices or proceedures identified as the most
Protection from Contamination prevalent contributing factors of foodborne iliness or injury. Public Health Interventions
15 IN) OUT N/A N/O| Food separated and protected (PHI) are control measures to prevent foodborne illness or injury.
16 INYOUT N/A Food contact surfaces: cleaned & sanitized
= Proper disposition of returned, previously served,

17

® OUT reconditioned, & unsafe food

Mark "X" Iin box if numbered item i1s notin compliance

GOOD RETAIL PRACTICES

Good Retail Practices are preventative measures to control the addition of pathogens, chemicals, and physical objects into foods.
Mark "X" in appropriate box for COS and/or R

COS=corrected on-site during inspection

R= repeat violation

cos| R

Food Recalls:

Person in Charge (Signature)

Emﬂ\ilaﬂ

‘cos‘ R

Safe Food and Water Proper Use of Utensils
30 @ OUT N/A ‘ Pasteurized eggs used where required 43 In-use utensils: properly stored
31 ‘ Water & ice obtained from an approved source 44 Utensils, equipment & linens: properly stored, dried, & handled

| | T _ 45 Single-use/single service articles: properly stored & used
32 | IN OUT ‘ Variance obtained for specialized processing methods

46 Gloves used properly
Food Temperature Control Utensil Equipment and Vending
33 Proper cooling methods used; adequate equipment for Food & non-food contact surfaces cleanable, properly
temperature control * designed, constructed, & used
34 | IN OUT N/O | Plant food properly cooked for hot holding 48 | X | Warewashing facilities: installed, maintained, & used; test strips
35 | IN OUT(N/A)N/O| Approved thawing methods used 49 Non-food contact surfaces clean
36 ‘ Thermometers provided & accurate Physical Facilities
Food Identification 50 Hot & cold water available; adequate pressure
37 Food properly labled; original container 51 Plumbing installed; proper backflow devices
- Prevention of Food Contamination 52 Sewage & waste water properly disposed
<6 HSECH, IONERIS, SEWiEIs Hal prEcemt 53 Tollet facilities: properly constructed, supplied, & cleaned
39 Contamination prevented during food prep, storage & display 54 Garbage & refuse properly disposed; facilities maintained
40 Personal cleanliness 55 Physical facilities installed, maintained, & clean
# viipingeeioths: praperiyused astoned 56 Adeqguate ventilation & lighting; designated areas used
42 Washing fruits & vegetables 57 Compliance with MCIAA
58 Compliance with licensing & plan review

Date: 04/22/25

Inspector (Signature)

B D &b




