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

June 6, 2023

Licensee

Cherrywood Of South St. Cloud
3315 Cooper Avenue South
Saint Cloud, MN 56301

RE: Project Number(s) SL32764015

Dear Licensee:

On May 15, 2023, the Minnesota Department of Health completed a follow-up survey of your facility
to determine if orders from the March 29, 2023, survey were corrected. This follow-up survey verified
that the facility is in substantial compliance.

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

Please feel free to call me with any questions.
Sincerely,

}4 @.i.ﬂ L-ir\,l___,ﬂ-_ﬁ-rx «"\G} +

Kelly Thorson, Supervisor

State Evaluation Team

Email: kelly.thorson@state.mn.us
Telephone: 320-223-7336 Fax: 651-281-9796
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m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
April 21, 2023

Licensee

Cherrywood of South St Cloud
3315 Cooper Avenue South
Saint Cloud, MN 56301

RE: Project Number(s) SL32764015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on March 29, 2023, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the survey, the
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. The 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 imposed immediately with no opportunity to
correct the violation first as follows:

Level 1: no fines or enforcement.

Level 2: a fine of $500 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.

In accordance with Minn. Stat. § 144G.20, Subd. 4 (a)(5), the MDH imposes fine amounts of either

$1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
The MDH imposes a fine of $1,000 for each substantiated maltreatment violation that consists of

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021



Cherrywood of South St Cloud
April 21, 2023
Page 2

abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,9, 17. The MDH
also may impose a fine of $5,000 for each substantiated maltreatment violation consisting of sexual
assault, death, or abuse resulting in serious injury.

In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5)(b), when a fine is assessed against a facility
for substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.

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

St-0-2310 - 144g.91 Subd. 4 (a) - Appropriate Care And Services - $3,000.00

The total amount you are assessed is $3,000.00. You will be invoiced approximately 30 days after
receipt of this notice, subject to appeal.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to
comply with the correction orders 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 Identify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

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

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 the MDH within 15
calendar days of the correction order receipt date.

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.

Please email reconsideration requests to: Health.HRD.Appeals@state.mn.us. Please attach this letter
as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and
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submit information supporting your position(s).
Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970

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 MDH 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. Requests
for hearing may be emailed to: Health.HRD.Appeals@state.mn.us.

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.

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

If you have any questions, please contact me.

Sincerely,

Jess Schoenecker, Supervisor

State Evaluation Team

Email: Jess.Schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 651-281-9796
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Freex ATTENTION  **** Minnesota Department of Health is
documenting the State Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER(S) Tag numbers have been assigned to
Minnesota State Statutes for Assisted
In accordance with Minnesota Statutes, section Living License Providers with Dementia
144G.08 to 144G.95, these correction orders are Care. The assigned tag number appears
issued pursuant to a survey. in the far left column entitled "ID Prefix
Tag." The state Statute number and the
Determination of whether violations are corrected corresponding text of the state Statute out
requires compliance with all requirements of compliance is listed in the "Summary
provided at the Statute number indicated below. Statement of Deficiencies" column. This
When Minnesota Statute contains several items, column also includes the findings which
failure to comply with any of the items will be are in violation of the state requirement
considered lack of compliance. after the statement, "This Minnesota
requirement is not met as evidenced by."
INITIAL COMMENTS: Following the surveyors' findings is the
SL32764015 Time Period for Correction.
On March 27, 2023 through March 29, 2023, the PLEASE DISREGARD THE HEADING OF
Minnesota Department of Health conducted a THE FOURTH COLUMN WHICH
survey at the above provider, and the following STATES,"PROVIDER'S PLAN OF
correction orders are issued. At the time of the CORRECTION." THIS APPLIES TO
survey, there were sixteen (16) active residents FEDERAL DEFICIENCIES ONLY. THIS
receiving services under the Assisted Living with WILL APPEAR ON EACH PAGE.
Dementia Care license.
THERE IS NO REQUIREMENT TO
On March 28, 2023, at 2:19 p.m., an immediate SUBMIT A PLAN OF CORRECTION FOR
order was issued for 2310 VIOLATIONS OF MINNESOTA STATE
STATUTES.
On March 29, 2023, at 10:34 a.m., the immediacy
was removed, and the scope and level remain the The letter in the left column is used for
same. tracking purposes and reflects the scope
and level issued pursuant to 144G.31
subd. 1, 2, and 3.
0480/ 144G.41 Subd 1 (13) (i) (B) Minimum 0480
SS=F | requirements
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Continued From page 1

(13) offer to provide or make available at least the
following services to residents:

(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.

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

The findings include:

Please refer to the included document titled, Food
and Beverage Establishment Inspection Report
dated March 28, 2023, for the specific Minnesota
Food Code deficiencies.

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

144G.42 Subd. 2 Quality management

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
quality of care by periodically reviewing resident

0480

0580
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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 engage in and maintain
documentation of quality management activities.
This had the potential to affect all sixteen (16)
residents receiving assisted living services.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, 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 28, 2023, at 11:30 a.m., the surveyor
requested the licensee's documentation of any
quality management activities from licensed
assisted living director (LALD)-D and registered
nurse (RN)-A. RN-A stated they use to do
monthly meetings before Covid-19 and they had
met last month discussed staffing issues. No
quality management meeting minutes were
provided throughout the survey.
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The licensee's Quality Management Plan policy
dated July 29, 2021, indicated "[Licensee] 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."
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0650 144G.42 Subd. 8 Employee records 0650
SS=D

(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual
contractor providing services. The records must
include the following information:

(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;

(3) current job description, including
qualifications, 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.

Minnesota Department of Health
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This MN Requirement is not met as evidenced
by:

Based on observation, interview, the licensee
failed to ensure the employee record contained
the required content to include an annual
performance evaluation for one of two unlicensed
personnel (ULP-B).

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:

ULP-B was hired December 05, 2018, and
provided direct cares for the residents of the
facility.

On March 28, 2023, at 12:05 p.m., ULP-B was
observed administering medications to R3.

ULP-B's employee record lacked evidence of
documentation of an annual performance review
that identified areas of improvement needed and
training needs.

On March 29, 2023, at 1:00 p.m., registered
nurse (RN)-A verified ULP-B's record lacked
evidence of an annual performance review. RN-A
stated they were behind completing the annual
performance evaluation.

No further information was provided.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0 810 144G.45 Subd. 2 (b)-(f) Fire protection and 0810
SS=F

physical environment

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

(1) location and number of resident sleeping
rooms;

(2) employee 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) Employees 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 employees
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.

Minnesota Department of Health
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This MN Requirement is not met as evidenced
by:

Based on a record review and interview, the
licensee failed to provide required employee and
resident training on fire safety and evacuation,
and failed to conduct required evacuation drills.
This 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:

Arecord review and interview were conducted on
March 29, 2023, at approximately 10:15 a.m. with
the licensed assisted living director (LALD)-D on
the fire safety and evacuation plan, fire safety and
evacuation training, and evacuation drills for the
facility.

Record review of available documentation
indicated that the licensee did not provide
employee training on the fire safety and
evacuation plan twice per year after the training at
initial hire. During interview, LALD-D stated the
licensee did not have any documented training or
a policy on training employees.

Record review of the available documentation
indicated that the licensee did not provide annual
training to residents who can assist in their own
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Continued From page 7

evacuation on the proper actions to take in the
event of a fire including movement, evacuation, or
relocation as required by statute. During
interview, LALD-D stated that the facility did not
have documentation or a policy on offering
resident training on the fire safety and evacuation
plan.

Record review of the available documentation
indicated that the licensee did not conduct
evacuation drills twice per year per shift and
every other month as required by statute.
Provided fire drill procedures policy indicated that
drills were conducted quarterly on various shifts.
Licensee had documentation of drills completed
on 1.2.2023, 7.28.2023, and 4.25.2023. During
interview, LALD-D verified that there were no
further documented drills for the facility and
verified this deficient condition.

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

144G.62 Subd. 4 Supervision of staff providing
delegated nurs

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff

0810

01440
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administering the medication or treatment and the
interaction with the resident.

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure a registered
nurse (RN) conducted direct supervision of staff
performing a delegated task within 30 days of
providing services for one of two employees
(unlicensed personnel (ULP)-B).

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:

ULP-B was hired December 05, 2018, and
provided direct cares for the residents of the
facility.

ULP-B's record did not include documentation of
direct supervision by an RN within 30 days of
ULP-B performing delegated nursing tasks,
including medication administration.

Minnesota Department of Health
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(a) All staff that perform direct services must
complete at least eight hours of annual training
for each 12 months of employment. The training
may be obtained from the facility or another
source and must include topics relevant to the
provision of assisted living services. The annual
training must include:

(1) training on reporting of maltreatment of
vulnerable adults under section 626.557;

(2) review of the assisted living bill of rights and
staff responsibilities related to ensuring the
exercise and protection of those rights;

(3) review of infection control techniques used in
the home and implementation of infection control
standards including a review of hand washing
techniques; the need for and use of protective
gloves, gowns, and masks; appropriate disposal
of contaminated materials and equipment, such
as dressings, needles, syringes, and razor
blades; disinfecting reusable equipment;
disinfecting environmental surfaces; and
reporting communicable diseases;

(4) effective approaches to use to problem solve
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On March 28, 2023, at 12:05 p.m., ULP-B was
observed administering medications to R3.
On March 29, 2023, at 1:00 p.m., RN-A verified
ULP-B's record does not include 30-day
supervision of medication administration or other
delegated tasks.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-One
(21) days
01500/ 144G.63 Subd. 5 Required annual training 01500
SS=D
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when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders;

(5) review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement those policies and
procedures; and

(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person.
(b) In addition to the topics in paragraph (a),
annual training may also contain training on
providing services to residents with hearing loss.
Any training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
include training on one or more of the following
topics:

(1) an explanation of age-related hearing loss
and how it manifests itself, its prevalence, and
challenges it poses to communication;

(2) the health impacts related to untreated
age-related hearing loss, such as increased
incidence of dementia, falls, hospitalizations,
isolation, and depression; or

(3) information about strategies and technology
that may enhance communication and
involvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access in real time, and closed captions.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employees received at
least eight hours of annual training for each 12
months of employment for one of two employees
(unlicensed personnel (ULP-B).
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

ULP-B was hired December 5, 2018, and
provided direct cares for the residents of the
facility.

ULP-B's employee training records lacked
evidence ULP-B had successfully completed at
least eight (8) hours of annual training as required
in the following areas:

-review of the assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights;

-review of the facility's policies and procedures;
-the principles of person-centered planning and
service delivery and how they apply to direct
support services provided by the staff person;
and

-effective approaches to use to problem solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders.

On March 29, 2023, at 1:00 p.m., registered
nurse (RN)-A stated all staff have assigned
annual training through the online program
EduCare, but RN-A verified ULP-B's record
lacked evidence that annual training had been

Minnesota Department of Health
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assessments, and monitoring

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.

(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.

(e) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
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successfully completed.
The licensee's Orientation & Training policy dated
August 1, 2021, indicated "All staff that perform
direct care services at [Licensee] will complete at
least eight (8) hours of annual training for each 12
months of employment."
No further information was provided.
TIME PERIOD FOR CORRECTION:
Twenty-One (21) days
01620| 144G.70 Subd. 2 (c-e) Initial reviews, 01620
SS=F
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resident moves in, whichever is earlier.

This MN Requirement is not met as evidenced
by:

Based on interview, and record review, the
licensee failed to ensure the registered nurse
(RN) conducted ongoing resident reassessment
and monitoring no more than 14 calendar days
after initiation of services and as needed based
on changes in the needs of the resident not to
exceed 90 calendar days from the last date of the
assessment for three of three residents (R1, 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 widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

R1

R1 admitted on March 23, 2021, with diagnoses
including type 2 diabetes, Parkinson's disease,
unspecified dementia, and obstructive sleep
apnea.

R1's Service Plan dated July 26, 2021, indicated
R1 received services including medication
management and assistance with transfers with a
mechanical lift.

R1's RN Assessment dated July 14, 2021,
indicated R1 required extensive assistance with
dressing, total dependence with toilet, transfer,
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limited mobility, bathing, and utilized wheelchair.
R1's record lacked further monitoring and
reassessment, not to exceed 90 calendar days
from the last date of the assessment.

R2

R2 admitted on September 23, 2019, with
diagnoses including type 2 diabetes, Alzheimer's
disease, and hypertension.

R2's Service Plan dated July 30, 2021, indicated
R1 received services including medication
management and assistance with dressing and
toileting.

R2's RN Assessment dated July 14, 2021, and
Senior Living Assessment dated November 23,
2021, indicated R2 required assistance with
mobility, dressing, toileting and bathing. R2's
record lacked further monitoring and
reassessment, not to exceed 90 calendar days
from the last date of the assessment.

R3
R3 admitted on December 21, 2022, with
diagnoses including Alzheimer's disease.

R3's Visual/Bedside Individual Service Plan
Report dated December 22, 2022, indicated R3
received services including assistance with all
transfers, medication management, pain
management, assistance with toileting, and
grooming.

R3's Senior Living Assessment dated December
22,2022, indicated R3 needed assistance with
bathing, transfers, dressing, grooming, toilet, and
catheter care. R3's record lacked further
monitoring and reassessment, not to exceed 90
calendar days from the last date of the
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assessment.

On March 28, 2023, at 10:31 a.m., RN-A verified
R1, R2, and R3's 90-day assessments were
overdue. RN-A stated, "We have a new RN now
that is training and helping me get caught up with
assessments." RN-A acknowledged the licensee
is behind on nursing assessments.

The licensee's Assessments, Reviews &
Monitoring policy dated August 1, 2021, indicated,
"Resident reassessment and monitoring must be
conducted no more than 14 calendar days after
initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment."

No further information was provided.

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

144G.70 Subd. 4 (f) Service plan, implementation
and revisions to

(f) The service plan must include:

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

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

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

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

(5) a contingency plan that includes:

01620

01650
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(i) the action to be taken if the scheduled service
cannot be provided;

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

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

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the service plan included
the required content for two of two residents (R1,
R2).

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

The findings include:
R1's diagnoses including type 2 diabetes,

Parkinson's disease, unspecified dementia, and
obstructive sleep apnea.
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R2's diagnoses including type 2 diabetes,
Alzheimer's disease, and hypertension.

R1 and R2's Service Plans dated July 26, 2021,
and July 30, 2021, respectively, lacked the
following content:

-the service of blood sugar management;
-frequency of each service, according to the
resident's current assessment and resident
preferences;

-the identification of staff or categories of staff
who will provide the services; and

-the schedule and methods of monitoring staff
providing services.

On March 29, 2023, at 12:30 p.m., registered
nurse (RN)-A verified the missing content was
supposed to be included in the residents' service
plan. RN-A provided a blank service plan with
required content. RN-A stated that service plan
was what they were using going forward.

The licensee's Service Plan policy dated August
1, 2021, indicated "A service plan will include:

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

b. Fees for services to be provided

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

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

e. Aschedule and method for the next planned
assessment or monitoring

f. A schedule and method for the next planned
monitoring of staff providing services

g. Acontingency plan that includes:

i. Actions [licensee] will take if scheduled

Minnesota Department of Health
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services cannot be provided

ii. Information regarding how the resident can
contact [licensee]

iii. The names and contact information the
resident wishes, if any, to have notified in an
emergency or if there is a significant adverse
change in the resident's condition

iv. Identification and contact information of who
the resident has authorized, if any, to sign for the
resident in an emergency

v. How the facility will support documented
resident health care directive decisions, if any -
including circumstances when emergency
medical services are not to be summoned."

No further information was provided.

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

144G.84 SERVICES FOR RESIDENTS WITH
DEMENTIA

(b) Each resident must be evaluated for activities
according to the licensing rules of the facility. In
addition, the evaluation must address the
following:

(1) past and current interests;

(2) current abilities and skills;

(3) emotional and social needs and patterns;
(4) physical abilities and limitations;

(5) adaptations necessary for the resident to
participate; and

(6) identification of activities for behavioral
interventions.

(c) An individualized activity plan must be
developed for each resident based on their
activity evaluation. The plan must reflect the
resident's activity preferences and needs.

01650

02170

Minnesota Department of Health

STATE FORM

6899 4DDN1M1

If continuation sheet 19 of 25




PRINTED: 04/21/2023

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
32764 B. WING 03/29/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3315 COOPER AVENUE SOUTH
CHERRYWOOD OF SOUTH ST CLOUD
SAINT CLOUD, MN 56301
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
02170 | Continued From page 19 02170

(d) A selection of daily structured and
non-structured activities must be provided and
included on the resident's activity service or care
plan as appropriate. Daily activity options based
on resident evaluation may include but are not
limited to:

(1) occupation or chore related tasks;

(2) scheduled and planned events such as
entertainment or outings;

(3) spontaneous activities for enjoyment or those
that may help defuse a behavior;

(4) one-to-one activities that encourage positive
relationships between residents and staff such as
telling a life story, reminiscing, or playing music;
(5) spiritual, creative, and intellectual activities;
(6) sensory stimulation activities;

(7) physical activities that enhance or maintain a
resident's ability to ambulate or move; and

(8) outdoor activities.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to have an evaluation for an
activity plan for two of two residents (R1, R2) who
received services under an assisted living with
dementia care license.

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

The findings include:

R1's diagnoses included, but were not limited to,
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Parkinson's disease, unspecified dementia, type
2 diabetes, and obstructive sleep apnea.

R2's diagnoses included, but were not limited to,
type 2 diabetes, Alzheimer's disease, and
hypertension.

R1 and R2's records lacked evidence the
residents had been evaluated for activities
according to the licensing rules of the facility, to
include the following:

- past and current interests;

- current abilities and skills;

- emotional and social needs and patterns;
- physical abilities and limitations;

- adaptations necessary for the resident to
participate; and

- identification of activities for behavioral
interventions.

In addition, R1 and R2's records lacked the
development of individualized activity plans.

On March 29, 2023, at 12:30 p.m., registered
nurse (RN)-A verified the licensee had not
completed an activity evaluation or developed a
plan for R1 and R2. RN-A stated, "We have a
new RN now that is training and helping me get
caught up with assessments."

No further information was provided.

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

144G.91 Subd. 4 (a) Appropriate care and
services

(a) Residents have the right to care and assisted

02170
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living services that are appropriate based on the
resident's needs and according to an up-to-date
service plan subject to accepted health care
standards.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to provide care and
services according to acceptable health care
standards, medical or nursing standards for two
of two residents (R1, R3) who utilized bed rails.

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

The findings include:

R1

On March 28, 2023, at approximately 10:30 a.m.,
the surveyors observed a bilateral (both) side rail
on R1's hospital bed.

R1 admitted on March 23, 2021, with diagnoses
including Parkinson's disease, unspecified
dementia, type 2 diabetes, and obstructive sleep
apnea.

R1's registered nurse (RN) Assessment dated
July 14, 2021, indicated R1 required extensive
assistance with dressing, total dependence with
toileting, transfer, limited mobility, bathing, and
utilized wheelchair.
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R1's Service Plan dated July 26, 2021, indicated
R1 received services including medication
management and assistance with transfers with a
mechanical lift.

R1's Side Rail Assessment dated April 12, 2021,
lacked documentation of measurements.

R3

On March 27, 2023, at approximately 11:30 a.m.,
the surveyors observed R3's hospital bed had a
siderail on the right side.

R3 admitted on December 21, 2022, with
diagnoses including Alzheimer's disease.

R3's Senior Living Assessment dated December
22, 2022, indicated R3 needed assistance with
bathing, transfers, dressing, grooming, toileting,
and catheter care.

R3's Visual/Bedside Individual Service Plan
Report dated December 22, 2022, indicated R3
received services including assistance with all
transfers, medication management, pain
management, assistance with toileting, and
grooming.

R3's medical record included a Side Rail
assessment completed March 27, 2023 (after
initiation of the survey).

On March 27, 2023, at approximately 1:30 p.m.,
RN-C stated R3's record lacked side rail
assessment and it was completed on March 27,
2023 (after initiation of the survey). RN-C verified
R3's assessments were not up to date.

On March 28, 2023, at approximately 11:00
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a.m.,R3 stated she has been using siderails since
move into the facility. Also, R3 reported physical
therapy recommended side rail to help with
mobility in and out of bed.

On March 28, 2023, at approximately 10:31 a.m.,
RN-C verified R1's record lack documentation of
siderail measurements and an up-to-date side rail
assessment. RN-C acknowledged R3's side rail
was in use and no previous assessment had
been completed. RN-A stated "RN is to assess
the bed rails every 90 days, with change, or if
staff have noticed something and it is brought to
the RNs [sic] attention. We have a new RN now
that is training and helping me get caught up with
assessments." RN-A acknowledged the licensee
is behind on side rail assessments and nursing
assessments.

The licensee's Side rails policy dated August 1,
2021, indicated "When siderails are in use, the
RN shall conduct an assessment to identify the
intended purpose of the siderail and the risks
regarding the use of the siderail. Staff from [the
licensee] will determine if the siderail is
considered to be safe. "Safe" shall be defined as
meeting all of the requirements listed below:

a. The siderail is used consistent with
manufacturer's directions. Be aware of siderails
that slide between the mattress and box spring
designed for toddler use.

b. Nurse will get a doctor's order for the use of
the siderail.

c. Nurse will conduct a quarterly safety function
of the siderail or any other mechanical device and
review the risk and benefit of the mechanical
device.

d. Staff will be trained on hire, annually, and as
needed on the function of the siderail or
mechanical device.
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e. The siderails are installed securely and
maintained in good operating condition. Be aware
of "wobbly" siderails.

f.  The siderail design is consistent with the
FDA's 2006 recommended dimensional
measurements to reduce entrapment. This
means siderail zones 1,2, and 3 must not exceed
4.75, and the resident and, when appropriate, the
resident's representative, shall be informed of the
risks and benefits regarding the use of siderails.
Such education shall be documented in the
resident record.”

TIME PERIOD FOR CORRECTION: Immediate
On March 29, 2023, at 10:34 a.m., the immediacy

was removed, and the scope and level remain the
same.
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Minnesota Department of Health
Food, Pools, & Lodging Section
P.O. Box 64975

DEPARTMENT Saint Paul, MN 55164-0975
OF HEALTH 651-201-4500
Type: — Full Food and Beverage Establishment Page 1
Date: 03/28/23 .
Time:  10:38:48 Inspection Report
Report: 7989231068
— Location: — Establishment Infe:
Cherrywood Of South St Cloud ID #: 0038307
3315 Cooper Avenue South Risk:
St Cloud, MN56301 Announced Inspection: No

Stearns County, 73

— License Categories: — Operator:
: Phone #: 3202577445
Expireson: [/ ID #:

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

The following orders were issued during this inspection.

4-300 Equipment Numbers and Capacities

4-302.14 ** Priority 2 **

MN Rule 4626.0715 Provide an appropriate test kit to accurately measure sanitizing solutions.
PROVIDE CHLORINE TEST STRIPS FOR SANITIZER

Comply By: 03/28/23

Surface and Equipment Sanitizers

Chlorine: = 50 at Degrees Fahrenheit
Location: KITCHEN
Violation Issued: No

Food and Equipment Temperatures

Process/Item: Upright Cooler
Temperature: 40 Degrees Fahrenheit - Location: 150 KITCHEN- SOUR CREAM
Violation Issued: No

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



Type:  Full Food and Beverage Establishment Page 2
Date: 03/28/23

Time:  10:38:48 Inspection Report

Report: 7989231068
Cherrywood Of South St Cloud

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

I acknowledge receipt of the Minnesota Department of Health inspection report
number 7989231068 of 03/28/23.

Certified Food Protection ManagerWENDY HULSEBUS

Certification Number: _ 64927 Expires; _10/12/24
-
Signed: Signed:
Establishment Representative Tyffani Maresh
Public Health Sanitarian
St Cloud

320-223-7361
Tyffani.Maresh@state.mn.us
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