m DEPARTMENT
| OF HEALTH
Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
July 21, 2025

Licensee

Willows & Waters Senior Living

707 Upper Meadow Lane Northwest
Rochester, MN 55901

RE: Project Number(s) SL30801016

Dear Licensee:

On June 2, 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 6, 2025. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the March 6, 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 6, 2025, found not corrected at the time of the June 2, 2025,
follow-up survey and/or subject to penalty assessment are as follows:

1650 - Service Plan, Implementation And Revisions To - 144g.70 Subd. 4 (f)

The details of the violations noted at the time of this follow-up survey completed on June 2, 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.

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

DOCUMENTATION OF ACTION TO COMPLY

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

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
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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

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}
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
SL30801016-1 far-left column entitled "ID Prefix Tag." The
state Statute number and the
On June 2, 2025, the Minnesota Department of corresponding text of the state Statute out
Health conducted a follow-up survey at the above of compliance is listed in the "Summary
provider to follow-up on orders issued pursuant to Statement of Deficiencies" column. This
a survey completed on March 6, 2025. At the column also includes the findings which
time of the survey, there were 12 residents; 12 are in violation of the state requirement
receiving services under the Assisted Living after the statement, "This Minnesota
License. As a result of the follow-up survey, the requirement is not met as evidenced by."
following orders were reissued: 1650. Following the evaluators ' findings is the
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.
{0 810} 144G.45 Subd. 2 (b-f) Fire protection and {0 810}
SS=F | physical environment

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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{0 810} | Continued From page 1 {0 810}

(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 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

{01690} 144G.70 Subd. 4 (f) Service plan, implementation | {01650}
SS=D | and revisions to

Minnesota Department of Health
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(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 observation, interview, and record
review, the licensee failed to ensure the service
plan included all required content for one of three
residents (R5) who received 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

Minnesota Department of Health
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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:

R5 began to receive services from the licensee
on June 16, 2021, with diagnoses to include
dementia and bi-polar disorder.

R5's Service Plan dated July 11, 2024, indicated
she received assistance with bathing, dressing,
grooming, medication
administration/management, ostomy care
(external bowel apparatus), and stand by
assistance with transfers. The Service Plan
lacked the service of oxygen/oxygen
management.

On June 2, 2025, at 1:30 p.m., the surveyor
observed R5 in bed with oxygen via nasal
cannula and an oxygen concentrator set with a
continuous flow of 2 liters/minute.

R5's medication administration record (MAR)
dated May 2025, indicated "keep oxygen
saturation levels greater than 90% with
continuous oxygen use at 2 liters/minute at rest
and 3 liters/minute with activity". The MAR also
indicated weekly oxygen tubing changes and
monthly nasal cannula changes.

RS's signed physician's order dated May 1, 2025,
indicated continuous oxygen at 2 liters/minute
while at rest and 3 liters/minute during physical
activity.

Minnesota Department of Health
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RS5's treatment plan dated April 25, 2025, included
the treatment of oxygen and ostomy care.

R5's service plan lacked the service of
oxygen/oxygen management to include a
description of the service, the fees for the service,
the frequency of the service, and the identification
of staff or categories of staff who will provide the
service as required.

On June 2, 2025, at 1:40 p.m., licensed assisted
living director/licensed practical nurse
(LALD/LPN)-A stated the licensee "missed
updating” RS's service plan to include the
use/management of oxygen.

The licensee's Service Plan policy dated August
1, 2022, indicated residents receiving assisted
living services will have a service plan in place.
Service plans are based on the outcomes of initial
and subsequent assessments, reassessments,
monitoring, and individual reviews of the
resident's needs and preferences.

A Service Plan means the written plan between a
resident or resident's designated representative
and the facility about the services that will be
provided to the reside, indicated a service plan
will include:

-a description of the services that are to be
provided based on the most recent assessment
and resident preferences

-fees for services to be provided

-the frequency of each service to be provided
based on the most recent assessment and
resident preferences

-an identification of staff or categories of staff who
will be providing services (RN, LPN, unlicensed
personnel, etc.)

No further information was provided.
Minnesota Department of Health
STATE FORM 6899 693R12 If continuation sheet 5 of 6
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
April 4, 2025

Licensee

Willows & Waters Senior Living L. L. C.
707 Upper Meadow Lane Northwest
Rochester, MN 55901

RE: Project Number(s) SL30801016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on March 6, 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.

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
isted 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
§ 144G.20.

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

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

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021
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St -0 - 1290 - 144g.60 Subdivision 1 - Background Studies Required - $3,000.00

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 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:
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
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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 Bodly.

If you have any questions, please contact me.

Sincerely, _

Jodi Johnson, Supervisor

State Evaluation Team

Email: Jodi.Johnson@state.mn.us

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

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
SL30801016-0 Time Period for Correction.
On March 3, 2025, through March 6, 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 12 residents; 12 receiving CORRECTION." THIS APPLIES TO
services under the Assisted Living Facility FEDERAL DEFICIENCIES ONLY. THIS
license. WILL APPEAR ON EACH PAGE.
1290: An immediate order was issued on March THERE IS NO REQUIREMENT TO
4, 2025, at a level 3/Widespread (l) SUBMIT A PLAN OF CORRECTION FOR
The licensee took action on March 4, 2025 VIOLATIONS OF MINNESOTA STATE
however, the scope and level remain at |I. 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.
0510, 144G.41 Subd. 3 Infection control program 0 510
SS=F
(a) All assisted living facilities must establish and
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0510 | Continued From page 1 0510

maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

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

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to establish and
maintain an effective infection control program
that complies with accepted health care, medical
and nursing standards for infection control related
to glove use and handwashing by one of one
unlicensed personnel (ULP-C) during medication
administration, blood sugar checks and toileting.

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

The findings include:

On March 3, 2025, at 11:10 a.m., the surveyor
observed ULP-C don gloves while she set up
R1's blood sugar equipment. ULP-C poked R1's
fingertip for a drop of blood and used the blood
Minnesota Department of Health
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sugar monitor and test strip to obtain a blood
sugar reading. She then referenced the
medication book to determine how much insulin
was needed (based on R1's blood sugar level),
picked up R1's insulin pen, dialed it to the proper
dose, attached a new needle, primed the
pen/needle with two units of insulin and handed
the insulin pen to R1 who self-administered the
insulin. ULP-C then picked up a pen and
documented R1's blood sugar reading and the
amount of insulin R1 received. ULP-C then
removed her gloves. ULP-C used the same set
of gloves throughout the entire process and
touched several surfaces after she obtained the
drop of blood for R1's blood sugar check.

On March 3, 2025, at 11:20 a.m., ULP-C donned
a clean set of gloves and set up R2's medications
from her medication container. ULP-C went to
R2's room administered her oral medications and
used R2's blood sugar sensor/monitor to obtain a
blood sugar reading. ULP-C then prepared R2's
iInsulin pen, by attaching a new needle, primed
the needle with two units of insulin and handed
the insulin pen to R2 who self-administered the
insulin. ULP-C gathered the equipment and
returned to the medication room, documented
R2's blood sugar reading and the medications
administered, and then removed her gloves.
ULP-C obtained a new set of gloves (without
sanitizing her hands) and moved on to the next
resident for medication set up.

On March 3, 2025, at 11:30 a.m., ULP-C
gathered R3's supplies for a blood sugar check
and insulin pen administration and went to R3's
room. ULP-C scanned R3's blood sugar sensor to
obtain a reading, referenced R3's insulin sliding
scale and prepared her insulin pen by attaching a
new needle, priming the pen with two units of
Minnesota Department of Health
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iInsulin and handed the insulin pen to R3 who
self~-administered the insulin. ULP-C gathered
supplies and returned to the medication room,
documented results and insulin administration
and then removed her gloves. ULP-C kept the
same set of gloves on during the entire process
of set up, touching multiple surfaces/doorknobs,
and returning to the medication room for
documentation.

On March 3, 2025, at 11:37 a.m., ULP-C donned
new gloves, gathered R4's blood sugar
equipment and insulin pen equipment. She went
to R4's room with the equipment, prepped R4's
finger for a finger poke, obtained a drop of blood
and placed the drop on a blood sugar test strip.
With the same gloves, ULP-C picked up R4's
insulin pen, determined it was not the proper
iInsulin pen, picked up the proper (aspart) insulin
pen, attached the needle, and primed with two
units of insulin, and administered the insulin to
R4's lower abdomen. ULP-C then assisted R4 to
the bathroom to empty his suprapubic (catheter
that enters the abdomen to the bladder) catheter
bag. ULP-C drained the urine contents into the
toilet, wiped the catheter bag port, replaced it into
the appropriate bag sleeve and placed the bag
iInto a cloth bag (for privacy). ULP-C then
escorted R4 back to his room and removed her
gloves. ULP-C gathered the blood sugar and
insulin equipment and returned to the medication
room and documented R4's insulin administration
and blood sugar results. ULP-C failed to change
her gloves and sanitize her hands following
obtaining the blood sugar results, giving insulin,
emptying the catheter bag and touching multiple
surfaces.

On March 3, 2025, at 2:25 p.m., ULP-C donned
new gloves and obtained RS's oral medications

Minnesota Department of Health
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from the medication room. ULP-C went to RS's
room assisted RS with a transfer to her walker
and administered her oral medications. ULP-C
then assisted RS to the bathroom and assisted
her with removing pants and sitting on the toilet.
ULP-C then emptied the contents of RS's
colostomy bag into a container, rinsed the
colostomy bag, instilled deodorant drops into the
colostomy bag and fastened the bag clamp.
ULP-C continued with the same gloves and used
a wet wipe to cleanse R5's peri-area and
removed her wet incontinence brief. ULP-C
assisted RS with a clean brief and pulled RS's
pants up. ULP-C grabbed RS5's walker and
assisted her to a standing position and to the sink
where RS washed her hands. ULP-C then
removed her gloves and threw them away.
ULP-C escorted R5 back to her room and
returned to the medication room where she
documented her tasks. ULP-C failed to change
her gloves and sanitize her hands throughout the
process of toileting RS, working with bowel
contents, skin care and donning a clean brief and
clothing, and touching other surfaces.

On March 4, 2025, at 11:45 a.m., licensed
assisted living director/licensed practical nurse
(LALD/LPN)-A stated she expected all staff to
change gloves and sanitize hands between
performing procedures such as blood sugar
checks, managing colostomy bags, and between
resident contact.

The licensee's Hand washing policy dated August
1, 2021, indicated proper hand washing
techniques should be used to protect the spread
of infection hand washing shall be completed
after changing diapers or cleaning up after
someone who has used the toilet. When
conducting a procedure requiring the use of
Minnesota Department of Health
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gloves, proper hand hygiene should be completed
before donning gloves and after removing gloves.

The licensee's Gloves policy dated August 1,
2021, indicated gloves must be worn whenever
there may be direct contact between any
employee and contaminated objects or as
iInstructed.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

8?858F0 144G.42 Subd. 2 Quality management 0 580
The facility shall engage in quality management
appropriate to the size of the facility and relevant
to the type of services provided. "Quality
management activity" means evaluating the
qguality of care by periodically reviewing resident
services, complaints made, and other issues that
have occurred and determining whether changes
In services, staffing, or other procedures need to
be made in order to ensure safe and competent
services to residents. Documentation about
quality management activity must be available for
two years. Information about quality management
must be available to the commissioner at the time
of the survey, investigation, or renewal.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to implement and maintain a
quality management program appropriate to the
size of the facility and relevant to the type of
services provided. This had the potential to affect
all current residents, staff, and visitors.

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
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:

On March 3, 2025, at 1:30 p.m., licensed assisted
living director/licensed practical nurse
(LALD/LPN)-A stated the licensee did not have
anything formally written as a quality
improvement plan, and they "did things" but were
not writing things down nor giving credit for the
things they've done.

The licensee's Quality Management Project policy
dated August 1, 2021, indicated [facility name] will
have at least one documented quality
management project in place at all times, and
retain records of such projects for at least two
years. The policy further indicated:

1. ldentified staff shall, using data collected from
logged resident complaints, outcomes from MDH
surveys or investigations, outcomes from resident
satisfaction surveys, or other sources of data,
select at least one area to focus on in the form of
a quality improvement initiative.

2. Data should be collected on the target area to
develop a baseline. Using a performance
improvement methodology, such as
Plan-Do-Check-Act (PDCA), a Performance
Improvement Team shall be organized to enact
the PDCA cycle.

Minnesota Department of Health
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No further information was provided.

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

06301 144G.42 Subd. 6 (b) Compliance with 0 630
SS=E | 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 observation, interview, and record
review, the licensee failed to ensure an individual
abuse prevention plan (IAPP) was developed to
iInclude the required content for two of two
residents (R2, R4).

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

Minnesota Department of Health
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The findings include:

R2

R2 was admitted to the facility under the
licensee's Assisted Living Facility (ALF) license
on March 1, 2024, with diagnoses to include
chronic obstructive pulmonary disease (COPD-a
chronic lung disease), type two diabetes with
iInsulin dependence, chronic back pain, and
depression.

R2's Service Plan dated February 27, 2025,
indicated she received services to include
assistance with dressing, toileting, bathing,
medication management, continuous positive
airway pressure (CPAP-device used for sleep
apnea), blood sugar monitoring, and insulin
Injections.

On March 3, 2025, at 11:20 a.m., the surveyor

observed unlicensed personnel (ULP)-C set up
and administer oral medications, check a blood
sugar, and administer insulin to R2.

R2's |IAPPs dated December 11, 2024, and
March 3, 2025, included the statement, "Is the
resident susceptible to abuse by another
individual including other vulnerable adults." A
box next to that statement was marked "false".
The section also included an intervention
statement to read, "Staff to monitor for signs and
symptoms of abuse/neglect from others and
report to nursing promptly.”

R4

R4 was admitted to the facility under the
licensee's ALF license on November 6, 2024, with
diagnoses including type two diabetes, intellectual
disability, obstructive sleep apnea with CPAP use,
Minnesota Department of Health
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anxiety, recurrent urinary tract infection with
presence of a suprapubic catheter (catheter
placement through the abdominal wall into the
bladder to empty the bladder).

R4's Service Plan dated November 6, 2024,
indicated he received assistance with dressing,
grooming, toileting and transfers, medication
management, suprapubic catheter maintenance,
CPAP management, blood sugar monitoring and
insulin administration.

On March 3, 2024, at 11:35 a.m., the surveyor
observed ULP-C check R4's blood sugar,
administer insulin, and assist with emptying R4's
suprapubic catheter.

R4's |APP dated November 20, 2024, indicated
R4 was unable to report abuse and neglect, and
was unable to independently manage finances,
with a Power of Attorney managing finances.
Furthermore, R4's |IAPP included the statement,
"Is the resident susceptible to abuse by another
individual including other vulnerable adults." A
box next to that statement was marked "false".
The section also included an intervention
statement to read, "Staff to monitor for signs and
symptoms of abuse/neglect from others and
report to nursing promptly."

R2 and R4's |APP did not accurately depict their
susceptibility to abuse by others including other
vulnerable adults.

On March 4, 2025, at 11:57 a.m., licensed
assisted living director/licensed practical nurse
(LALD/LPN)-A stated all the licensee's residents
are considered vulnerable adults and were
vulnerable to abuse by others. She further stated
the IAPP form being used could be confusing for
Minnesota Department of Health
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how the nurse reads it, but it should indicate the
residents are vulnerable adults and vulnerable to
abuse.

The licensee's Individual Abuse Prevention Plan
dated August 1, 2021, [licensee's name] will
develop and implement an individual abuse
prevention plan for each vulnerable adult. All
residents in an assisted living are categorically
considered vulnerable adults.

1) The plan shall contain an individualized
assessment of the resident's susceptibility to
abuse by another individual, including other
vulnerable adults

2) The plan shall contain the resident's risk of
abusing other vulnerable adults

3) The plan shall contain statements of specific
measures to be taken to minimize the risk of
abuse to that person and other vulnerable adults.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

06501 144G.42 Subd. 8 (a) Staff records 0 650
SS=F
(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each
iIndividual contractor providing services. The
records must include the following infomation:

(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

(2) records of orientation, required annual training
and infection control training, and competency
evaluations:

Minnesota Department of Health
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(3) current job description, including
qgualifications, responsibilities, and identification of
staff persons providing supervision;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and

(6) documentation of the background study as
required under section 144.057.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure employee
records included evidence of training/competency
content for Purewick external catheter for one of
one unlicensed personnel (ULP-C).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
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-C was hired on June 19, 2023, to provide
direct care services to residents of the facility.

On March 3, 2025, at 11:25 a.m., the surveyor
observed ULP-C assist R2 with checking her
blood sugar, medication, and insulin
administration. The surveyor noted a Purewick

Minnesota Department of Health
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machine on the floor next to R2's bed. The
machine was not in use at the time. ULP-C stated
it was used during the night and staff assisted R2
with placement of the external catheter and
management of the machine. ULP-C stated she
and other staff had been trained by the licensee's
registered nurse (RN).

ULP-C's employee file included several training
and competency documents; however, ULP-C's
employee file lacked evidence of training and
competency had been completed for ULP-C by
the licensee's RN.

On March 4, 2025, at 4:50 p.m., licensed assisted
living director/licensed practical nurse
(LALD/LPN)-A stated all staff had a group
training/competency with the Purewick equipment
for the licensee's two residents who used this
equipment; however, no paperwork was created
or signed by the licensee's RN.

The licensee's Employee Record policy dated
August 1, 2021, indicated the licensee would

maintain records of all training and in-service
education required and/or provided including

record of competency testing as required

No further information was provided.

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

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

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current

Minnesota Department of Health
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tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
iInclude a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to establish and maintain a
tuberculosis (TB) prevention program, based on
the most current guidelines issued by the Centers
for Disease Control and Prevention (CDC) which
iIncluded documentation of a completed health
history and symptom screening, including
completion of a two-step TST (tuberculin skin
test) or other evidence of TB screening such as a
blood test for one of one employee (unlicensed
personnel (ULP)-D). This had the potential to
affect all residents, staff and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
IS 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:
Minnesota Department of Health
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ULP-D

ULP-D's employee record indicated a hire date of
July 9, 2024, to provide direct care services to the
licensee's residents.

On March 4, 2025, at 8:35 a.m., ULP-D assisted
R4 with medication administration, a blood sugar
check, and insulin injection.

ULP-D's employee file lacked documentation of a
completed health history and symptom screening,
and evidence she completed TST skin test or
blood test to confirm she was free of TB.

On March 5, 2025, at 2:05 p.m., licensed assisted
living director/licensed practical nurse
(LALD/LPN)-A stated ULP-D had not completed a
TB screening nor TB testing since her hire date.

The Minnesota Department of Health (MDH)
guidelines, Regulations for Tuberculosis Control
In Minnesota Health Care Settings dated July
2013, and based on CDC guidelines, indicated an
employee may begin working with residents after
a negative TB history and symptom screen (no
symptoms of active TB disease) and a negative
IGRA (serum blood test) or TST (first step) dated
within 90 days before hire. The second TST may
be performed after the HCW starts working with
patients. Baseline TB screening should be
documented in the employee's record.

The licensee's Tuberculosis Screening policy
dated August 1, 2021, indicated [facility name] will
establish and maintain a comprehensive
tuberculosis infection control program according
to the most current tuberculosis infection control
guidelines issued by the United States Centers
for Disease Control and Prevention (CDC),

Minnesota Department of Health
STATE FORM 6899 693R11 If continuation sheet 15 of 65




PRINTED: 04/04/2025

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:
30801 B. WING 03/06/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
707 UPPER MEADOW LANE NW
WILLOWS & WATERS SENIOR LIVING
ROCHESTER, MN 55901
(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)

0660 | Continued From page 15 0 660

Division of Tuberculosis Elimination, as published
iIn the CDC's Morbidity and Mortality Weekly
Report (MMWR).

The program includes a tuberculosis infection
control plan that covers all paid and unpaid
employees, contractors, students, and regularly
scheduled volunteers. The policy further
Indicated: Staff whose essential job functions
require work within the same air space of home
care clients will be screened and tested for
tuberculosis prior to the staff being exposed to
clients. Baseline (upon hire} screening will be
completed, but serial (annual) screening will only
be required with increased occupational risk or
exposure.

No further information was provided.

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

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

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and details staff
assignments in the event of a disaster or an
emergency;

(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;

(4) post emergency exit diagrams on each floor;
and

(5) have a written policy and procedure regarding
missing residents.
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(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.

(c) The facility must meet any additional
requirements adopted in rule.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to develop an
all-hazards risk assessment emergency
preparedness program and plan to include
Appendix Z required elements. This had the
potential to affect all residents, staff, and visitors.

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

On March 6, 2025, at 10:00 a.m., the surveyor
reviewed the contents of the licensee’s
Emergency Preparedness (EP) plan. The plan
was last reviewed/updated on June 1, 2024 .

The licensee lacked the following required
information according to Emergency
Preparedness: Appendix Z:
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