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F0000 INITIAL COMMENTS F0000

On 4/29/26 through 5/1/26 and 5/4/26, a standard
abbreviated survey was completed at your facility by
surveyors from the Minnesota Department of Health
(MDH). The facility was not found NOT to be in
compliance with the requirements of 42 CFR Part
483, Subpart B, requirements for Long Term Care
Facilities.

The survey resulted in an immediate jeopardy (IJ) to
resident health and safety. An IJ at F760 began on
4/3/26, when R1’s provider order was incorrectly
transcribed into R1’s electronic medical record
(EMR).

The administrator, and director of nursing (DON)
were notified of the IJ on 4/30/2026 at 4:45 p.m.
The IJ was removed on 5/1/26.

The above findings constituted Substandard Quality
of Care and an extended survey was conducted on
5/1/26 and 5/4/26.

The following complaints were reviewed:
H54711618C (2992542) and H54711782C (2668408)
with deficiencies cited at F755 and F760.

The facility's plan of correction (POC) will serve as
your allegation of compliance upon the Departments
acceptance. Because you are enrolled in ePOC, your
signature is not required at the bottom of the first
page of the CMS-2567 form. Your electronic
submission of the POC will be used as verification
of compliance.

Upon receipt of an acceptable electronic POC, an
onsite revisit of your facility may be conducted to
validate that substantial compliance with the
regulations has been attained.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Residents are Free of Significant Med Errors

CFR(s): 483.45(f)(2)

The facility must ensure that its-
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F0760 F760 Residents are Free of Significant Med Errors

Immediate Corrective Action:

§483.45(f)(2) Residents are free of any significant
medication errors.

This REQUIREMENT is NOT MET as evidenced by:

R1 was hospitalized from 4/14 to 4/24/26. R1
returned to the facility 4/24/26.
R1’s medications reviewed to ensure they were all
available to be administered.

Based on interview and record review, the facility
failed to ensure that residents were free from a
significant medication error for 1 of 3 residents (R1)
reviewed for medication errors. The facility’s failure
to ensure accurate transcriptions and available
medication resulted in Immediate Jeopardy for R1
who was administered 39 incorrect and insufficient
doses of lactulose (a medication that reduces
ammonia levels in the blood) resulting in new onset
of seizures, severe hyperammonemia and
hospitalization.

Corrective Action as it applies to others:

All Lactulose or liquid medications were reviewed to
ensure orders were transcribed correctly. All current
resident medications reviewed to ensure medications
are available and administered per order. If
unavailable, ensure procedure is followed to
address.

The IJ began on 4/3/26 when R1 did not receive six
doses of scheduled lactulose because the
medication was not available. The facility failed to
ensure the lactulose order was accurately
transcribed into R1’s medical record resulting in 39
insufficient doses which subsequently resulted in
R1’s hospitalization. The administrator and director
of nursing (DON) were notified of the IJ on
4/30/2026 at 4:45 p.m. The immediacy was removed
on 5/1/26 but noncompliance remained at the lower
scope and severity level of D - isolated, no actual
harm with potential for more than minimal harm that
is not immediate jeopardy.

Date of Compliance: 5/1/26

Recurrence will be prevented by:

All policies and procedures related to transcription
of physician orders, medication administration, the
rights of medication administration,
reporting discrepancies and medication not
available to administer were reviewed and remain
current.

Findings include:

R1’s diagnoses list dated 4/29/26 included
traumatic subdural hemorrhage (blood collection on
the brain), disorder of urea cycle metabolism (liver
dysfunction which leads to build-up of ammonia in
the blood), hepatic encephalopathy (decline in mental
function caused by severe liver disease), unspecified
convulsions (added 4/24/26), and alcoholic cirrhosis
of liver with ascites.

R1’s admission Minimum Data Set (MDS) dated
4/9/26 indicated no cognitive impairment.

DON provided education on transcription of
physician orders, medication administration,
including the rights of medication administration,
reporting discrepancies and the process to address
unavailable medications with all licensed
nurses, TMAs and Health Information staff.

Audits will be completed for all liquid medications,
including Lactulose, to ensure appropriate follow up
measures are in place weekly for four weeks, then
monthly for 3 months.

R1’s hospital discharge orders dated 4/3/26
instructed l2actulose oral solution 30 grams
(g)/45milliliters (mL). Give 45mL four times daily for
unspecified cirrhosis of the liver. Hold if greater than
three stools per day.

Audits will be completed on missed medications 5
times weekly for 4 weeks, then weekly for 3 months.

Corrections will be monitored by:
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R1’s transcribed electronic medical record (EMR)
physician order for lactulose dated 4/3/26 was
inconsistent with the hospital discharge order;
instead of 30g/45ml the order directed to give R1
lactulose oral solution 10g/15mL; give 15mL four
times daily for unspecified cirrhosis of the liver.
Hold if greater than three stools per day.
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F0760 Continued from page 2

DON or Designee

R1’s medication administration record (MAR) for
April 2026 identified R1 did not receive two doses of
lactulose on 4/3/26 and four doses on 4/4/26 as
indicated by a “9” which instructed see nurse note.
R1 received 39 doses of 10g/15mL from 4/5/26 to
4/14/26.

R1’s nursing note dated 4/3/26 at 6:28 p.m.,
indicated lactulose was not on hand but would be
delivered on the first or second run.

R1’s nursing note dated 4/14/26 at 11:42 p.m.
indicated at approximately 9:50 p.m., R1 began
experiencing seizure-like activity. R1 was ultimately
sent to the hospital.

R1’s hospital discharge summary dated 4/24/26
indicated R1 had been admitted due to hepatic
encephalopathy, severe hyperammonemia
(dangerously elevated ammonia levels in the blood
that can cause confusion, altered mental status, and
seizures) and new onset seizures.

R1’s nursing home provider note dated 4/27/26
indicated R1 had been hospitalized from 4/15/26
through 4/24/26 for encephalopathy and new onset
seizure. It was discovered R1 was not taking
lactulose correctly. Severe hyperammonemia was
treated and resolved at time of discharge from the
hospital.

During an interview on 4/30/26 at 11:52 a.m.,
registered nurse (RN)-A stated she entered R1’s
admission orders into the EMR on 4/3/26. The
concentration of 30g per 45mL of lactulose was not
a drop-down option to be entered into the EMR, so
she reached out to the pharmacy. RN-A thought the
pharmacist told her 10g per 15mL was an equivalent
dose to 30g per 45mL. RN-A sent an email to
director of nursing (DON) asking to clarify the order
with the provider.

During an interview on 4/29/26 at 12:40 p.m.,
trained medication assistant (TMA)-A stated she
noticed R1’s lactulose order in the MAR did not
match the order on the bottle. TMA-A stated the
order on the bottle was to administer 45mL while the
physician order was administer 15mL. She asked the
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nurse licensed practical nurse LPN-A; LPN-A
directed TMA-A to administer the amount directed
on the physician order which was 15 ml.

F0760

During an interview on 4/30/26 at 10:24 a.m.,
LPN-A stated she noticed R1’s lactulose order in
the MAR did not match the order on the bottle. In
that situation, LPN-A stated the information in the
MAR was usually the correct order and administered
15mL of lactulose. If the MAR didn’t match the
medication container, the nurse was to call the
pharmacy so a different label could be placed on the
container, but sometimes an order would change
and the medication supply on hand would be used
without changing the label. LPN-A did not contact
the pharmacy nor did she alert DON.

During an interview on 4/30/26 at 1:27 p.m., the
DON stated on 4/3/26, she received an email from
RN-A requesting clarification of R1’s lactulose
order. A request for clarification was sent to R1’s
discharging provider, the same order was received,
and no additional clarification was requested. DON
was not aware the dosage amount on the medication
bottle did not match what was in the MAR. Following
R1’s admission to the hospital on 4/14/26, R1’s
guardian requested information about R1’s lactulose
order. DON discovered R1 had been receiving 10g of
lactulose four times a day instead of the ordered 30g
of lactulose four times a day. DON contacted the
pharmacy and R1’s current provider to clarify the
order. R1’s lactulose order was changed in the MAR
to reflect the correct order and staff who
administered the incorrect dose received education
on what to do if the MAR and medication container
did not match. DON stated when staff discovered the
order in the MAR and the order on the lactulose
bottle did not match, the lactulose should not have
been administered, and a nurse should have
contacted the DON and/or the pharmacy for
clarification of the correct dose. DON confirmed she
had not been notified that the order in the MAR did
not match the order on the lactulose bottle.

During an interview on 4/29/26 at 1:49 p.m.,
pharmacist (Pharm D) stated lactulose was used for
hepatic encephalopathy. Administering a lower dose
than prescribed could lead to a build-up of ammonia
in the body which could result in confusion,
disorientation, and possibly seizures due to
increased stress on the body. Pharm D confirmed
R1’s provider order printed on the bottle of
lactulose sent to the facility on 4/3/26 was
lactulose10g/15mL, Give 45mL by mouth four times
daily. PharmD further stated administering 10 grams
of lactulose instead of 30 grams over several days
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would be considered a significant medication error
due to build up of ammonia in the body which could
result in confusion, disorientation, and possibly
seizures due to increased stress on the body.

F0760

During an interview on 4/30/26 at 12:52 p.m., the
medical director (MD) stated if there were any
concerns about a provider order, the provider should
be contacted right away for clarification. MD stated
this was a significant medication error because
administering a lower than prescribed dose of
lactulose could lead to a build-up of ammonia and
other toxins in the body which could lead to
seizures and hospitalization.

The Medication Administration policy last reviewed
4/24/26 instructed prior to medication administration
right resident, right drug, right route and right time
were to be applied for each medication being
administered. Prior to administration of any
medication, the medication and dosage schedule on
the resident’s MAR are compared with the
medication label. If the label and MAR are different
and the container has not already been flagged,
indicating a change in directions or if there is any
other reason to question the dosage or directions,
the physician’s orders are checked for the correct
dosage schedule. If a medication with a current,
active order cannot be located in the medication
cart/drawer, other areas of the medication cart,
medication room are searched. If the medication
cannot be located after further investigation, the
pharmacy is contacted or medication removed from
the emergency kit.

The IJ that began on 4/3/26 was removed on 5/1/26
when the following was verified by interview or
document review:

-Facility audited all lactulose and liquid medications
for transcription accuracy.

-All current resident medications reviewed to ensure
medications are available and administered per
order.

-Policies and procedures related to transcription of
physician orders, medication administration,
reporting discrepancies, and medication not available
to administer were reviewed.

-All nurses, TMA’s and health information were
educated prior to the start of their shift on
transcription of physician orders, medication
administration including rights of medication
administration, reporting discrepancies, and the

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

05/01/2026

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 23017E-H1 Facility ID: 00844 If continuation sheet Page 5 of 11



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245471

NAME OF PROVIDER OR SUPPLIER

The Waterview Shores LLC

PRINTED: 05/26/2026
FORM APPROVED

OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

05/04/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

402 - 13TH AVENUE , TWO HARBORS, Minnesota, 55616

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

F0760 Continued from page 5
SS = SQC-J process to address unavailable medications

F0760

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

F0755
SS = D

Pharmacy Srvcs/Procedures/Pharmacist/Records

CFR(s): 483.45(a)(b)(1)-(3)

§483.45 Pharmacy Services

The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain them
under an agreement described in §483.70(f). The
facility may permit unlicensed personnel to
administer drugs if State law permits, but only under
the general supervision of a licensed nurse.

F0755 F755 Pharmacy
Services/Procedures/Pharmacist/Records

Immediate Corrective Action:

R1’s rifaximin and levothyroxine were available in
the facility and given per order.

R3’s Advair disk was ordered from the pharmacy.

§483.45(a) Procedures. A facility must provide
pharmaceutical services (including procedures that
assure the accurate acquiring, receiving, dispensing,
and administering of all drugs and biologicals) to
meet the needs of each resident.

R4’s levothyroxine order was changed to 0700
administration time.

Providers were notified of missed doses.

§483.45(b) Service Consultation. The facility must
employ or obtain the services of a licensed
pharmacist who-

§483.45(b)(1) Provides consultation on all aspects of
the provision of pharmacy services in the facility.

§483.45(b)(2) Establishes a system of records of
receipt and disposition of all controlled drugs in
sufficient detail to enable an accurate reconciliation;
and

§483.45(b)(3) Determines that drug records are in
order and that an account of all controlled drugs is
maintained and periodically reconciled.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and record review, the facility
failed to obtain and ensure accurate administration
of medications for 3 of 4 residents (R1, R3, R4)
reviewed for medications.

Findings include

R1’s diagnoses list dated 4/29/26 included
traumatic subdural hemorrhage (blood collection on
the brain), disorder of urea cycle metabolism (liver
disfunction which leads to build-up of ammonia in
the blood), hepatic encephalopathy (decline in mental

Corrective Action as it applies to others:

All policies and procedures related to transcription
of physician orders, medication administration, the
rights of medication administration,
reporting discrepancies and medication not
available to administer were reviewed and remain
current.

All current resident medications reviewed to ensure
medications are available and administered per
order. If unavailable, ensure procedure is followed to
address.

Audits will be completed on missed medications 5
times weekly for 4 weeks, then weekly for 3 months.

Audits will be completed for 5 residents weekly for
4 weeks, then monthly x3 months to ensure that
medications are available to administer.

Date of Compliance: 5/1/26

Recurrence will be prevented by:

All policies and procedures related to transcription

(X5)
COMPLETION

DATE

05/01/2026

05/01/2026

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 23017E-H1 Facility ID: 00844 If continuation sheet Page 6 of 11



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245471

NAME OF PROVIDER OR SUPPLIER

The Waterview Shores LLC

PRINTED: 05/26/2026
FORM APPROVED

OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

05/04/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

402 - 13TH AVENUE , TWO HARBORS, Minnesota, 55616

(X4) ID
PREFIX

TAG

F0755
SS = D

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)
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function caused by severe liver disease), unspecified
convulsions, alcoholic cirrhosis of liver with ascites
and hypothyroidism (underactive thyroid).

R1’s admission Minimum Data Set (MDS) dated
4/9/26 indicated no cognitive impairment.
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F0755 Continued from page 6
of physician orders, medication administration, the
rights of medication administration,
reporting discrepancies and medication not
available to administer were reviewed and remain
current.

R1’s provider order dated 4/3/26 instructed
rifaximin (medication used to reduce risk of hepatic
encephalopathy) 550 milligrams (mg), give one tablet
by mouth two times daily for hepatic
encephalopathy.

R1’s medication administration record (MAR) for
April 2026 identified R1 did not receive nine doses of
rifaximin from 4/3/36 through 4/7/26 as indicated
by a “9” which instructed see nurse note.

DON provided education on transcription of
physician orders, medication administration,
including the rights of medication administration,
reporting discrepancies and the process to address
unavailable medications with all licensed
nurses, TMAs and Health Information staff.

Audits will be completed on missed medications 5
times weekly for 4 weeks, then weekly for 3 months.

R1’s nursing notes from 4/3/26 through 4/7/26
indicated a medication “not available”, “on order”,
“not available, arriving tonight”, and “unavailable, on
order” but the specific medication was not named.

R1’s nursing note dated 4/7/26 indicated pharmacy
was contacted regarding resident's Rifaximin 550mg
tablet that had not been delivered yet. Pharmacist
stated the medication was on tonight's first delivery.

Corrections will be monitored by:

DON or Designee

R1’s provider order dated 4/4/26 through 4/13/26
instructed Levothyroxine Sodium (synthetic thyroid
hormone used to treat hypothyroidism) oral tablet
125 micrograms (mcg). Give one tablet by mouth in
the morning related to hypothyroidism. Scheduled
administration time was 6:00 a.m.

R1’s MAR for April 2026 identified R1 should have
received 10 doses of Levothyroxine. R1 received
Levothyroxine 125mcg on 4/4/26, 4/6/26, 4/7/26
and 4/8/26 as indicated by a checkmark with initials
of the staff member administering the medication.
The boxes were blank on 4/5/26, 4/9/26, 4/10/26,
4/11/26, 4/12/26, and 4/13/26.

R1’s medical record dated 4/4/26 through 4/13/26
did not identify if levothyroxine was administered on
4/5/26, 4/9/26, 4/10/26, 4/11/26, 4/12/26, or
4/13/26.

R1’s nursing note dated 4/13/26 at 1:25 p.m.,
indicated per medical doctor (MD), thyroid
stimulating hormone poorly controlled. MD ordered
Levothyroxine 125mcg to be discontinued and
changed to 150mcg.

R3’s diagnoses list dated 5/1/26 included
Parkinson’s Disease, dyspnea (shortness of breath),
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and chronic sinusitis.

F0755

R3’s annual MDS dated 2/4/26 indicated no
cognitive impairment.

R3’s provider order dated 8/5/25 instructed Advair
Diskus (medication used to prevent shortness of
breath and wheezing) 100-50 mcg per dose. 1
inhalation every 12 hours related to chronic sinusitis.

R3’s care plan dated 2/11/26 included alteration in
respiratory status related to shortness of breath with
an intervention of administer medications as ordered
and monitor for side effects

R3’s MAR for April 2026 identified R3 did not
receive Advair on 4/23/26, 4/24/26, 4/25/26,
4/26/26 4/28/26 and 4/29/26 as indicated by a “9”
which instructed see nurse note.

R3’s nursing note dated 4/23/26 at 7:00 a.m.
indicated Advair Diskus was “not available.”

R3’s nursing note dated 4/24/26 at 8:10 a.m.
indicated Advair Diskus was “medication on order.”

R3’s nursing note dated 4/27/26 at 7:09 a.m.
indicated Advair Diskus was “not available.”

R3’s nursing note dated 4/27/26 at 8:35 p.m.
indicated Advair Diskus “will arrive on first run
tomorrow per pharmacy.”

R3’s nursing note dated 4/29/26 at 7:33 a.m.
indicated Advair Diskus was “med on order.”

R3’s care plan dated 2/11/26 included alteration in
respiratory status related to shortness of breath with
an intervention of administer medications as ordered
and monitor for side effects

During an interview on 4/29/2026 at 10:00 a.m., R3
stated he had not been receiving his inhaler recently.

R4’s diagnoses list dated 5/1/26 included type 2
diabetes mellitus, respiratory disorder, and
hypothyroidism.

R4’s quarterly MDS dated 3/4/26 indicated
moderately impaired cognition.

R4’s provider order dated 10/4/25 instructed
Levothyroxine Sodium oral tablet 50mcg. Give one
tablet by mouth in the morning related to
hypothyroidism. Scheduled administration time was
6:00 a.m.
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R4’s MAR for April 2026 identified R4 should have
received 31 doses of Levothyroxine. R4 received 15
doses as indicated by a checkmark with initials of
the staff member administering the medication. The
boxes were blank on 4/1/26, 4/2/26, 4/3/26, 4/5/26,
4/9/26, 4/10/26, 4/11/26, 4/12/26, 4/13/26, 4/15/26,
4/16/26, 4/17/26, 4/23/26, 4/24/26, 4/25/26,
4/26/26, 4/27/26, 4/28/26, and 4/29/26.

F0755

R4’s medical record dated 4/1/26 through 4/29/26
did not identify if levothyroxine was administered on
4/1/26, 4/2/26, 4/3/26, 4/5/26, 4/9/26, 4/10/26,
4/11/26, 4/12/26, 4/13/26, 4/15/26, 4/16/26,
4/17/26, 4/23/26, 4/24/26, 4/25/26, 4/26/26,
4/27/26, 4/28/26, and 4/29/26.

During an interview on 4/29/2026 at 12:40 p.m.,
trained medication assistant (TMA)-A stated when a
medication was unavailable, she would first check to
see if the medication had been reordered. If it had
been ordered, TMA-A would let the nurse know so
the pharmacy could be contacted.

During an interview on 4/30/2026 at 10:24 a.m.,
licensed practical nurse (LPN)-A stated if a
medication was unavailable for administration, she
would check the emergency medication dispensing
machine. If the medication was not available, LPN-A
would call the pharmacy to see when it would be
delivered. If the resident was going to miss a dose
of medication, the provider should be notified.
LPN-A stated a medication scheduled for 6:00 a.m.
would alert for the night shift nurse. If the
medication was not administered, the day shift nurse
would not receive a notification.

During an interview on 5/1/2026 at 8:11a.m.,
registered nurse (RN)-B stated the 6:00 a.m.
medications pop up with the AM range medications
which were yellow indicating the need to be
administered. RN-B did not administer the 6:00 a.m.
or the AM range medications unless the resident had
specifically requested early medication
administration. RN-B stated she was unaware R1
and R4’s levothyroxine administrations only alerted
on the night shift and did not flow to day shift. No
one had alerted RN-B of the missing medication
administrations.

During an interview on 4/30/2026 at 1:27 p.m.,
director of nursing (DON) stated a blank box on the
MAR indicated nothing was documented and the
medication was not administered. DON was not
aware R1’s and R4’s levothyroxine were not being
administered. Not administering a medication was
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Continued from page 9
considered a medication error and DON should be
notified right away. If a medication could not be
located in the medication cart, the TMA should notify
the nurse and together they would check the other
medication cart and the medication rooms. If the
medication cannot be located, the nurse should call
the pharmacy to see when the medication will be
delivered and check the medication dispensing
machine to see if the correct medication and dose
are available. If a dose will be missed, the resident’s
provider should be updated.

F0755

During an interview on 4/30/2026 at 12:52 p.m., MD
stated the facility should contact the provider when
a resident misses a dose of medication. Persistently
missed doses of Levothyroxine could lead to fatigue,
heart rate changes, weight gain and dry skin.
Suddenly receiving scheduled doses could lead to
an “amped up” feeling with elevated heart rate,
diarrhea, and a general warm feeling. Missed doses
of Advair could lead to increased inflammation, and
shortness of breath. The facility had not notified
R1’s or R4’s provider about the missing doses of
levothyroxine nor R3’s provider for the Advair.

During an interview on 5/1/2026 at 9:33 a.m.,
consultant pharmacist (CPh) stated consistency is
important when administering levothyroxine. To
achieve the full therapeutic effect, the medication
must be administered at approximately the same
time each day. A resident receiving levothyroxine
would need periodic laboratory blood work. A
provider reviewing the results would assume the
resident had been receiving the medication as
prescribed and may update the medication order
based on the lab work which may result in the
resident receiving more medication than was actually
needed. Medication should always be offered to a
resident unless there is a provider order stating
otherwise. All resident refusals of medication or if a
medication was held based on a provider order
should be documented.

The Medication Administration policy reviewed
4/24/26 instructed medications are administered as
prescribed in accordance with food nursing
principles and practices and only by persons legally
authorized to do so. Five rights -right residents,
right drug, right dose, right route and right time are
applied for each medication administered. If a dose
of regularly scheduled medication is withheld
refused, not available, or given at a time other than
the scheduled time, documentation of the
unadministered dose is done as instructed by the
procedures of use of the MAR system. If [XX
consecutive doses] of a vital medication are
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Continued from page 10
withheld, refused, or not available the physician is
notified. Nursing documents the notification and
physician response.

F0755
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*****ATTENTION******

NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section
144A.10, this correction order has been issued
pursuant to a survey. If, upon reinspection, it is
found that the deficiency or deficiencies cited herein
are not corrected, a fine for each violation not
corrected shall be assessed in accordance with a
schedule of fines promulgated by rule of the
Minnesota Department of Health.

Determination of whether a violation has been
corrected requires compliance with all requirements
of the rule provided at the tag number and MN Rule
number indicated below. When a rule contains
several items, failure to comply with any of the items
will be considered lack of compliance. Lack of
compliance upon re-inspection with any item of
multi-part rule will result in the assessment of a fine
even if the item that was violated during the initial
inspection was corrected.

You may request a hearing on any assessments that
may result from non-compliance with these orders
provided that a written request is made to the
Department within 15 days of receipt of a notice of
assessment for non-compliance.

INITIAL COMMENTS:

On 4/29/26 through 5/1/26 and 5/4/26, a complaint
survey was conducted at your facility by surveyors
from the Minnesota Department of Health (MDH).
Your facility was NOT in compliance with MN State
Licensure, and the following licensing orders were
issued. Please indicate in your electronic plan of
correction you have reviewed these orders and
identify the date when they will be completed.

The following complaints were reviewed:
H54711618C (2992542) and H54711782C

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

05/19/2026

Office of Primary Care and Health Systems Management

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

STATE FORM Event ID: 23017E-H1 Facility ID: 00844

(X6) DATE

If continuation sheet Page 1 of 7



Minnesota Department of Health

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

NAME OF PROVIDER OR SUPPLIER

The Waterview Shores LLC

PRINTED: 05/26/2026
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

05/04/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

402 - 13TH AVENUE , TWO HARBORS, Minnesota, 55616

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

20000 Continued from page 1
(2668408) with a licensing orders issued at 21550. 

20000

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

Minnesota Department of Health is documenting the
State Licensing Correction Orders using Federal
software. Tag numbers have been assigned to
Minnesota state statutes/rules for Nursing Homes.
The assigned tag number appears in the far-left
column entitled "ID Prefix Tag." The state
statute/rule out of compliance is listed in the
"Summary Statement of Deficiencies" column and
replaces the "To Comply" portion of the correction
order. This column also includes the findings which
are in violation of the state statute after the
statement, "This Rule is not met as evidence by."
Following the surveyor’s findings are the Suggested
Method of Correction and Time Period for
Correction.

You have agreed to participate in the electronic
receipt of State licensure orders consistent with the
Minnesota Department of Health Informational
Bulletin 14-01, available at
https://www.health.state.mn.us/facilities/regulation
/infobulletins/ib14_1.html. The State licensing orders
are delineated on the attached Minnesota Department
of Health orders being submitted to you
electronically. Although no plan of correction is
necessary for State Statutes/Rules, please enter the
word "CORRECTED" in the box available for text.
You must then indicate in the electronic State
licensure process, under the heading completion
date, the date your orders will be corrected prior to
electronically submitting to the Minnesota
Department of Health. The facility is enrolled in
ePOC and therefore a signature is not required at
the bottom of the first page of state form.

21550

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.

Adminiatration of Medications; Pharmacy Serv.

CFR(s): MN Rule 4658.1325 Subp. 1

Subpart 1. Pharmacy services. A nursing home must
arrange for the provision of pharmacy services.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

21550 Corrected
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Based on interview and record review, the facility
failed to obtain medications and failed to ensure
accurate administering of medications for 3 of 4
residents (R1, R3, R4) reviewed for medications.

21550

Findings include

R1’s diagnoses list dated 4/29/26 included 
traumatic subdural hemorrhage (blood collection on
the brain), disorder of urea cycle metabolism (liver
disfunction which leads to build-up of ammonia in
the blood), hepatic encephalopathy (decline in mental
function caused by severe liver disease), unspecified
convulsions, alcoholic cirrhosis of liver with ascites
and hypothyroidism (underactive thyroid).

R1’s admission Minimum Data Set (MDS) dated 
4/9/26 indicated no cognitive impairment.

R1’s provider order dated 4/3/26 instructed 
rifaximin (medication used to reduce risk of hepatic
encephalopathy) 550 milligrams (mg), give one tablet
by mouth two times daily for hepatic
encephalopathy.

R1’s medication administration record (MAR) for 
April 2026 identified R1 did not receive nine doses of
rifaximin from 4/3/36 through 4/7/26 as indicated
by a “9” which instructed see nurse note. 

R1’s nursing notes from 4/3/26 through 4/7/26 
indicated a medication “not available”, “on order”, 
“not available, arriving tonight”, and “unavailable, on
order” but the specific medication was not named. 

R1’s nursing note dated 4/7/26 indicated pharmacy
was contacted regarding resident's Rifaximin 550mg
tablet that had not been delivered yet. Pharmacist
stated the medication was on tonight's first delivery.

R1’s provider order dated 4/4/26 through 4/13/26 
instructed Levothyroxine Sodium (synthetic thyroid
hormone used to treat hypothyroidism) oral tablet
125 micrograms (mcg). Give one tablet by mouth in
the morning related to hypothyroidism. Scheduled
administration time was 6:00 a.m.

R1’s MAR for April 2026 identified R1 should have 
received 10 doses of Levothyroxine. R1 received
Levothyroxine 125mcg on 4/4/26, 4/6/26, 4/7/26
and 4/8/26 as indicated by a checkmark with initials
of the staff member administering the medication.
The boxes were blank on 4/5/26, 4/9/26, 4/10/26,
4/11/26, 4/12/26, and 4/13/26.

R1’s medical record dated 4/4/26 through 4/13/26
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21550 Continued from page 3
did not identify if levothyroxine was administered on
4/5/26, 4/9/26, 4/10/26, 4/11/26, 4/12/26, or
4/13/26.

21550

R1’s nursing note dated 4/13/26 at 1:25 p.m., 
indicated per medical doctor (MD), thyroid
stimulating hormone poorly controlled. MD ordered
Levothyroxine 125mcg to be discontinued and
changed to 150mcg.

R3’s diagnoses list dated 5/1/26 included 
Parkinson’s Disease, dyspnea (shortness of breath),
and chronic sinusitis.

R3’s annual MDS dated 2/4/26 indicated no 
cognitive impairment.

R3’s provider order dated 8/5/25 instructed Advair
Diskus (medication used to prevent shortness of
breath and wheezing) 100-50 mcg per dose. 1
inhalation every 12 hours related to chronic sinusitis.

R3’s care plan dated 2/11/26 included alteration in
respiratory status related to shortness of breath with
an intervention of administer medications as ordered
and monitor for side effects

R3’s MAR for April 2026 identified R3 did not 
receive Advair on 4/23/26, 4/24/26, 4/25/26,
4/26/26 4/28/26 and 4/29/26 as indicated by a “9”
which instructed see nurse note.

R3’s nursing note dated 4/23/26 at 7:00 a.m. 
indicated Advair Diskus was “not available.” 

R3’s nursing note dated 4/24/26 at 8:10 a.m. 
indicated Advair Diskus was “medication on order.”

R3’s nursing note dated 4/27/26 at 7:09 a.m. 
indicated Advair Diskus was “not available.” 

R3’s nursing note dated 4/27/26 at 8:35 p.m. 
indicated Advair Diskus “will arrive on first run 
tomorrow per pharmacy.” 

R3’s nursing note dated 4/29/26 at 7:33 a.m. 
indicated Advair Diskus was “med on order.” 

R3’s care plan dated 2/11/26 included alteration in
respiratory status related to shortness of breath with
an intervention of administer medications as ordered
and monitor for side effects

During an interview on 4/29/2026 at 10:00 a.m., R3
stated he had not been receiving his inhaler recently.
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21550 Continued from page 4
R4’s diagnoses list dated 5/1/26 included type 2 
diabetes mellitus, respiratory disorder, and
hypothyroidism.

21550

R4’s quarterly MDS dated 3/4/26 indicated 
moderately impaired cognition.

R4’s provider order dated 10/4/25 instructed 
Levothyroxine Sodium oral tablet 50mcg. Give one
tablet by mouth in the morning related to
hypothyroidism. Scheduled administration time was
6:00 a.m.

R4’s MAR for April 2026 identified R4 should have 
received 31 doses of Levothyroxine. R4 received 15
doses as indicated by a checkmark with initials of
the staff member administering the medication. The
boxes were blank on 4/1/26, 4/2/26, 4/3/26, 4/5/26,
4/9/26, 4/10/26, 4/11/26, 4/12/26, 4/13/26, 4/15/26,
4/16/26, 4/17/26, 4/23/26, 4/24/26, 4/25/26,
4/26/26, 4/27/26, 4/28/26, and 4/29/26.

R4’s medical record dated 4/1/26 through 4/29/26
did not identify if levothyroxine was administered on
4/1/26, 4/2/26, 4/3/26, 4/5/26, 4/9/26, 4/10/26,
4/11/26, 4/12/26, 4/13/26, 4/15/26, 4/16/26,
4/17/26, 4/23/26, 4/24/26, 4/25/26, 4/26/26,
4/27/26, 4/28/26, and 4/29/26.

During an interview on 4/29/2026 at 12:40 p.m.,
trained medication assistant (TMA)-A stated when a
medication was unavailable, she would first check to
see if the medication had been reordered. If it had
been ordered, TMA-A would let the nurse know so
the pharmacy could be contacted.

During an interview on 4/30/2026 at 10:24 a.m.,
licensed practical nurse (LPN)-A stated if a
medication was unavailable for administration, she
would check the emergency medication dispensing
machine. If the medication was not available, LPN-A
would call the pharmacy to see when it would be
delivered. If the resident was going to miss a dose
of medication, the provider should be notified.
LPN-A stated a medication scheduled for 6:00 a.m.
would alert for the night shift nurse. If the
medication was not administered, the day shift nurse
would not receive a notification.

During an interview on 5/1/2026 at 8:11a.m.,
registered nurse (RN)-B stated the 6:00 a.m.
medications pop up with the AM range medications
which were yellow indicating the need to be
administered. RN-B did not administer the 6:00 a.m.
or the AM range medications unless the resident had
specifically requested early medication
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21550 Continued from page 5
administration. RN-B stated she was unaware R1
and R4’s levothyroxine administrations only alerted
on the night shift and did not flow to day shift. No
one had alerted RN-B of the missing medication
administrations.

21550

During an interview on 4/30/2026 at 1:27 p.m.,
director of nursing (DON) stated a blank box on the
MAR indicated nothing was documented and the
medication was not administered. DON was not
aware R1’s and R4’s levothyroxine were not being 
administered. Not administering a medication was
considered a medication error and DON should be
notified right away. If a medication could not be
located in the medication cart, the TMA should notify
the nurse and together they would check the other
medication cart and the medication rooms. If the
medication cannot be located, the nurse should call
the pharmacy to see when the medication will be
delivered and check the medication dispensing
machine to see if the correct medication and dose
are available. If a dose will be missed, the resident’s
provider should be updated.

During an interview on 4/30/2026 at 12:52 p.m., MD
stated the facility should contact the provider when
a resident misses a dose of medication. Persistently
missed doses of Levothyroxine could lead to fatigue,
heart rate changes, weight gain and dry skin.
Suddenly receiving scheduled doses could lead to
an “amped up” feeling with elevated heart rate, 
diarrhea, and a general warm feeling. Missed doses
of Advair could lead to increased inflammation, and
shortness of breath. The facility had not notified
R1’s or R4’s provider about the missing doses of 
levothyroxine nor R3’s provider for the Advair. 

During an interview on 5/1/2026 at 9:33 a.m.,
consultant pharmacist (CPh) stated consistency is
important when administering levothyroxine. To
achieve the full therapeutic effect, the medication
must be administered at approximately the same
time each day. A resident receiving levothyroxine
would need periodic laboratory blood work. A
provider reviewing the results would assume the
resident had been receiving the medication as
prescribed and may update the medication order
based on the lab work which may result in the
resident receiving more medication than was actually
needed. Medication should always be offered to a
resident unless there is a provider order stating
otherwise. All resident refusals of medication or if a
medication was held based on a provider order
should be documented.

The Medication Administration policy reviewed
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21550 Continued from page 6
4/24/26 instructed medications are administered as
prescribed in accordance with food nursing
principles and practices and only by persons legally
authorized to do so. Five rights -right residents,
right drug, right dose, right route and right time are
applied for each medication administered. If a dose
of regularly scheduled medication is withheld
refused, not available, or given at a time other than
the scheduled time, documentation of the
unadministered dose is done as instructed by the
procedures of use of the MAR system. If [XX
consecutive doses] of a vital medication are
withheld, refused, or not available the physician is
notified. Nursing documents the notification and
physician response.

21550

SUGGESTED METHOD OF CORRECTION: The
director of nursing (DON) or designee could review
policies and procedures for medication
administration to include processes related to how
medication is ordered, process for medications not
available, and accurate administration of
medications. Staff could be educated on medication
administration policies and procedures. The DON or
designee could review all current resident
medication orders to ensure accuracy and
availability of medication and audit new medication
orders per recommendation from the Quality
Assurance Performance Improvement (QAPI)
committee for a determined amount of time. Those
results could be taken back to the QAPI committee
to determine compliance or the need for further
monitoring.

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