
    

Protecting, Maintaining and Improving the Health of All Minnesotans  

Electronically delivered
September 24, 2024

Administrator
The Birches At Trillium Woods
14585 59th Avenue North
Plymouth, MN  55446

RE:   CCN: 245627
  Cycle Start Date: September 12, 2024

Dear Administrator:

On September 12, 2024, a survey was completed at your facility by the Minnesota Departments of
Health and Public Safety, to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.     

This survey found the most serious deficiencies in your facility to be widespread deficiencies that
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level F), as evidenced by the electronically attached CMS‐2567 whereby corrections are
required.     

ELECTRONIC PLAN OF CORRECTION (ePoC)

Within  ten (10) calendar days  after your receipt of this notice, you must submit an acceptable ePOC for
the deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of
an acceptable ePOC, we will authorize a revisit to your facility to determine if substantial compliance
has been achieved.    

To be acceptable, a provider's ePOC must include the following:

� How corrective action will be accomplished for those residents found to have been affected by the
deficient practice.

� How  the  facility  will  identify  other  residents  having  the  potential  to  be  affected  by  the  same
deficient practice.

� What measures will be put into place, or systemic changes made, to ensure that the deficient
practice will not recur.

� How the facility will monitor its corrective actions to ensure that the deficient practice is being
corrected and will not recur.

� The date that each deficiency will be corrected.
� An electronic acknowledgement signature and date by an official facility representative.

An equal opportunity employer.
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The state agency may, in lieu of an onsite revisit, determine correction and compliance by accepting
the facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.

If an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:

•        Denial of payment for new Medicare and Medicaid admissions (42 CFR  488.417);

•    Civil money penalty (42 CFR 488.430 through 488.444).
    

•   Termination of your facility’s Medicare and/or Medicaid agreement (488.456(b)).

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by an "F"and/or an "E" tag), i.e., the plan of correction should be directed
to:

Renee McClellan, Unit Supervisor
Metro A District Office
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
625 Robert Street N
P.O. Box 64975
Saint Paul, Minnesota 55164‐0975
Email: renee.mcclellan@state.mn.us
Office: 651‐201‐4391 Mobile: 651‐328‐9282

PRESUMPTION OF COMPLIANCE ‐ CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance.  In
order for your allegation of compliance to be acceptable to the Department, the ePoC must meet the
criteria listed in the plan of correction section above. You will be notified by the Minnesota Department
of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your ePoC for the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted
to validate that substantial compliance with the regulations has been attained in accordance with your
verification.     

If substantial compliance has been achieved, certification of your facility in the Medicare and/or    



The Birches At Trillium Woods
September 24, 2024
Page  3
Medicaid program(s) will be continued and remedies will not be imposed.  Compliance is certified as of
the latest correction date on the approved ePoC, unless it is determined that either correction actually
occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LAST DAY
OF THE SURVEY

If substantial compliance with the regulations is not verified by December 12, 2024 (three months after
the identification of noncompliance), the CMS Region V Office must deny payment for new admissions
as mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and
Federal regulations at 42 CFR Section 488.417(b).     

In addition, if substantial compliance with the regulations is not verified by March 12, 2025 (six months
after the identification of noncompliance)  your provider agreement will be terminated.  This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement.  Should the Centers for Medicare & Medicaid Services
determine that termination or any other remedy is warranted, it will provide you with a separate
formal notification of that determination.

INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process.  You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

      Nursing Home Informal Dispute Process
      Minnesota Department of Health
      Health Regulation Division    
      P.O. Box 64900
      St. Paul, Minnesota 55164‐0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/ltc_idr.cfm    

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable electronic plan of correction. A copy of the Department’s
informal dispute resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html

Please note that the failure to complete the informal dispute resolution process will not delay the dates
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specified for compliance or the imposition of remedies.

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
preceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

Travis Z. Ahrens
State Fire Safety Supervisor
Health Care & Correctional Facilities
MN Department of Public Safety‐Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101
Email: travis.ahrens@state.mn.us
Web: www.sfm.dps.mn.gov
Cell: 1‐507‐308‐4189

Feel free to contact me if you have questions.

Sincerely,

      
Sarah Lane, Compliance Analyst    
Federal Enforcement |  Health Regulation Division
Minnesota Department of Health
P.O. Box 64900
Saint Paul, MN 55164‐0900
Telephone: 651‐201‐4308     Fax: 651‐215‐9697
Email: sarah.lane@state.mn.us
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E 000  Initial Comments E 000

A survey  for compliance  with CMS  Appendix  Z
Emergency  Preparedness  requirements  was
conducted  on  9/9/24  - 9/12/24  during  a
recertificiation  survey.  The  facility was  in
compliance  with the  Appendix  Z Emergency
Preparedness  requirements.

F 000  INITIAL COMMENTS F 000

On  9/9/24  - 9/12/24,  a  standard  recertification
survey  was  completed  at  your  facility by the
Minnesota  Department  of Health  to determine  if
your  facility was  in compliance  with requirements
of 42  CFR  Part  483,  Subpart  B, Requirements  for
Long Term Care  Facilities.  Your facility was  not  in
compliance.

The  facility's  plan  of correction  (POC)  will serve
as  your allegation  of compliance  upon  the
Department' s  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  substantial  compliance  with the
regulations  has  been  attained

F 758  Free  from Unnec  Psychotropic  Meds/ PRN  Use
SS= D CFR( s): 483. 45(c)(3)(e) (1)-(5)

F 758 10/3/24

§483. 45(e)  Psychotropic  Drugs.
§483. 45(c)(3) A psychotropic  drug  is any  drug  that
affects  brain  activities  associated  with mental
processes  and  behavior.  These  drugs  include,
but  are  not  limited to, drugs  in the  following
categories:

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

Electronically  Signed
TITLE (X6) DATE

09/30/2024
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  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.

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:WROP11 Facility ID: 26105 If continuation  sheet  Page  1 of 14
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F 758  Continued  From  page  1
(i) Anti-psychotic;
(ii) Anti-depressant;
(iii) Anti-anxiety;  and
(iv) Hypnotic

Based  on  a  comprehensive  assessment  of a
resident,  the  facility must  ensure  that- --

§483. 45(e) (1) Residents  who have  not  used
psychotropic  drugs  are  not  given  these  drugs
unless  the  medication  is necessary  to treat  a
specific  condition  as  diagnosed  and  documented
in the  clinical record;

§483. 45(e) (2) Residents  who use  psychotropic
drugs  receive  gradual  dose  reductions,  and
behavioral  interventions,  unless  clinically
contraindicated,  in an  effort to discontinue  these
drugs;

§483. 45(e) (3) Residents  do  not  receive
psychotropic  drugs  pursuant  to a  PRN  order
unless  that  medication  is necessary  to treat  a
diagnosed  specific  condition  that  is documented
in the  clinical record;  and

§483. 45(e) (4) PRN  orders  for psychotropic  drugs
are  limited to 14  days.  Except  as  provided  in
§483. 45(e) (5), if the  attending  physician  or
prescribing  practitioner  believes  that  it is
appropriate  for the  PRN  order  to be  extended
beyond  14  days,  he  or she  should  document  their
rationale  in the  resident' s  medical  record  and
indicate  the  duration  for the  PRN  order.

§483. 45(e) (5) PRN  orders  for anti- psychotic
drugs  are  limited to 14  days  and  cannot  be
renewed  unless  the  attending  physician  or

F 758

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:WROP11 Facility ID: 26105 If continuation  sheet  Page  2 of 14
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prescribing  practitioner  evaluates  the  resident  for
the  appropriateness  of that  medication.
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  interview  and  document  review,  the

facility failed  to ensure  orthostatic  blood  pressure
monitoring  was  in place  for 2 of 5 residents  (R27,
R30)  reviewed  for unnecessary  medications.

Findings  include:

R27

R27' s  quarterly  Minimum Data  Set  (MDS),
indicated  he  had  moderate  cognitive  impairment
and  exhibited  physical  behavioral  symptoms  1-3
days  during  the  lookback  period.  Additionally,
R27' s  MDS listed  his  diagnoses  as  Parkinson' s
disease  (a  progressive  movement  disorder  of the
nervous  system)  with dyskinesia  (involuntary
muscle  movements  and  reduced  voluntary
movement) , dementia  (a  loss  of cognitive
function,  like thinking,  remembering,  and
reasoning) , anxiety,  depression,  bradycardia
(slow heart  rate) , and  psychotic  disorder  (severe
mental  illness  causing  a  person  to lose  touch  with
reality  and  have  abnormal  thinking  and
perceptions) . The  MDS indicated  R27  received
an  antipsychotic  medication  on  a  routine  basis
only, and  the  most  recent  gradual  dose  reduction
(GDR)  was  attempted  on  2/1/24.  Furthermore,
the  MDS indicated  R27  received  an  antianxiety
medication.  The  MDS also  indicated  R27  required
extensive  assistance  with mobility, transfers,  and
toileting.

R27' s  Care  Area  Assessment  (CAA) for falls
dated  2/1/24,  was  triggered  due  to a  history  of
falls.  The  CAA indicated  R27  had  four recent  falls

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:WROP11

F 758

Preparation  and  execution  of this  plan  of
correction  in no  way  constitutes  an
admission  or agreement  by The  Birches
at  Trillium Woods  of the  truth  or the  facts
alleged  in this  statement  of deficiency  and
plan  of correction.  In fact,  this  plan  of
correction  is submitted  exclusively  to
comply  with state  and  federal  law. The
Birches  at  Trillium Woods  reserves  the
right to challenge  in legal  proceedings,  all
deficiencies,  statements,  findings,  facts,
and  conclusions  that  form the  basis  of the
stated  deficiency.  This  plan  of correction
serves  as  the  allegation  of compliance.

A general  survey  summary  was  brought  to
The  Birches  at  Trillium Woods  Quality
Assurance  Performance  Improvement
Committee  on  September  23,  2024.  This
statement  of deficiencies  will be  taken  to
The  Birches  at  Trillium Woods  Quality
Assurance  Performance  Improvement
Committee  on  October  21,  2024.

F758:  Free  from Unnecessary
Psychotropic  Meds/ PRN  Use

How the  nursing  facility will correct  the
deficiency  as  it relates  to the  resident:
1.  No residents  suffered  adverse  effects
from this  practice.  Immediately  following
the  information,  two patients,  Resident
R27  & R30,  orthostatic  blood  pressure
was  taken.  A new  template  order  was
initiated  for all other  residents  who are  on

Facility ID: 26105 If continuation  sheet  Page  3 of 14
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F 758  Continued  From  page  3
with no  injuries  related  to self- transfers.  The  CAA
identified  risk factors  of a  prescription
antipsychotic  "Seroquel" , and  diagnoses  of heart
disease,  dementia,  and  Parkinson' s  disease.  The
CAA guided  staff  to follow the  care  plan.

R27' s  CAA for psychotropic  drug  use  dated
2/1/24,  was  triggered  due  to his  "Seroquel"  use.
The  CAA indicated  "falls not  noted  to be  from
medication  use.  No noted  adverse  signs  or
symptoms  of medication  use  at  this  time. " The
CAA indicated  staff  would  continue  to monitor
R27  and  would  follow his  care  plan.

R27' s  order  summary  printed  9/12/24,  included
an  order  for weekly  orthostatic  blood  pressure
monitoring  (for Seroquel  use)  to be  assessed
once  per  day  every  Thursday,  starting  5/7/24.

R27' s  medication  administration  record  (MAR)
dated  9/2024,  indicated  he  was  receiving  the
following medications  on  a  scheduled  basis  as
ordered:

- "citalopram  hydrobromide  (for depression)  oral
tablet  10  milligrams  (mg) , Give  20mg  by mouth
one  time  a  day", dated  9/4/24.

- "buspirone  hydrochloride  (HCl) (for anxiety)  oral
tablet  5mg,  Give  5mg  by mouth  two times  a  day, "
dated  4/4/24.

- "Seroquel  (for dementia  with psychosis)  oral
tablet  25mg,  Give  25mg  by mouth  at  bedtime" ,
dated  2/1/24.

R27' s  treatment  administration  record  (TAR)
dated  9/2024,  indicated  his  orthostatic  blood
pressure  was  "administered"  with a  checkmark

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:WROP11

F 758
psychotropic  regimens  moving  forward.
Education  was  initiated  to nurses
immediately  related  to how to measure
orthostatic  blood  pressure  for those  that
are  on  psychotropic  medication.

How the  nursing  facility will identify other
residents  having  the  potential  to be
affected  by the  same  practice:
1.  All residents  on  psychotropics  have
the  potential  to be  affected  by this
practice.  No residents  have  been  noted
to be  adversely  affected.  Immediate
review  of all residents  was  completed.  All
those  on  psychotropics  had  a  new
template  order  for orthostatic  blood
pressure  initiated.

Measures  the  nursing  home  will put  in
place  or systematic  changes  made  sure  to
ensure  the  practice  will not  reoccur:
1.  Nurses  training  implemented  for
orthostatic  blood  pressure.  Whenever
new  med  changes  for psychotropic  occur
or a  new  admit  has  order  for psychotropic,
tracking  will occur  to initiate  template
order  for orthostatic  blood  pressure.

How does  the  nursing  home  plan  to
monitor  its performance  to make  sure  that
solutions  are  sustained?
1.  The  Director  of Nursing  or Designee
will audit  monthly  for two months.  Results
will be  brought  to QAPI for two months  or
until sustained  compliance  occurs.

Date  it will be  corrected:
October  3,  2024

Facility ID: 26105 If continuation  sheet  Page  4 of 14
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under  the  due  date  of 9/5/24.

R27' s  MAR dated  8/2024  indicated  he  was
receiving  the  following medications  on  a
scheduled  basis  as  ordered:

- "citalopram  hydrobromide  (for depression)  oral
tablet  10  milligrams  (mg) , Give  10mg  by mouth
one  time  a  day", dated  7/17/24.

- "buspirone  hydrochloride  (HCl) (for anxiety)  oral
tablet  5mg,  Give  5mg  by mouth  two times  a  day, "
dated  4/4/24.

- "Seroquel  (for dementia  with psychosis)  oral
tablet  25mg,  Give  25mg  by mouth  at  bedtime" ,
dated  2/1/24.

R27' s  TAR dated  8/2024,  indicated  his  orthostatic
blood  pressure  was  "administered"  with a
checkmark  under  the  due  dates  of 8/8/24,
8/15/24,  8/22/24,  and  8/29/24.

R27' s  MAR dated  7/2024  indicated  he  was
receiving  the  following medications  on  a
scheduled  basis  as  ordered:

- "citalopram  hydrobromide  (for depression)  oral
tablet  10  milligrams  (mg) , Give  5mg  by mouth
one  time  a  day", started  7/2/24,  discontinued
7/16/24.

- "citalopram  hydrobromide  (for depression)  oral
tablet  10  milligrams  (mg) , Give  10mg  by mouth
one  time  a  day", dated  7/17/24.

- "buspirone  hydrochloride  (HCl) (for anxiety)  oral
tablet  5mg,  Give  5mg  by mouth  two times  a  day, "
dated  4/4/24.

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:WROP11
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Title of the  person  responsible  to ensure
correction:  Director  of Nursing  or
Designee

Facility ID: 26105 If continuation  sheet  Page  5 of 14
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- "Seroquel  (for dementia  with psychosis)  oral
tablet  25mg,  Give  25mg  by mouth  at  bedtime" ,
dated  2/1/24.

R27' s  TAR dated  7/2024,  indicated  his  orthostatic
blood  pressure  was  "administered"  with a
checkmark  under  the  due  dates  of 7/4/24,
7/11/24,  7/18/24,  and  7/25/24.

R27' s  MAR dated  6/2024  indicated  he  was
receiving  the  following medications  on  a
scheduled  basis  as  ordered:

- "buspirone  hydrochloride  (HCl) (for anxiety)  oral
tablet  5mg,  Give  5mg  by mouth  two times  a  day, "
dated  4/4/24.

- "Seroquel  (for dementia  with psychosis)  oral
tablet  25mg,  Give  25mg  by mouth  at  bedtime" ,
dated  2/1/24.

R27' s  TAR dated  6/2024,  indicated  his  orthostatic
blood  pressure  was  "administered"  with a
checkmark  under  the  due  dates  of 6/6/24,
6/13/24,  6/20/24,  and  6/27/24.

R27' s  MAR dated  5/2024  indicated  he  was
receiving  the  following medications  on  a
scheduled  basis  as  ordered:

- "buspirone  hydrochloride  (HCl) (for anxiety)  oral
tablet  5mg,  Give  5mg  by mouth  two times  a  day, "
dated  4/4/24.

- "Seroquel  (for dementia  with psychosis)  oral
tablet  25mg,  Give  25mg  by mouth  at  bedtime" ,
dated  2/1/24.

F 758
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R27' s  TAR dated  5/2024,  indicated  his  orthostatic
blood  pressure  was  "administered"  with a
checkmark  under  the  due  dates  of 5/9/24,
5/16/24,  5/23/24,  and  5/30/24.

R27' s  care  plan  revised  on  12/12/23,  indicated  he
was  at  risk for falls and  identified  an  intervention
of orthostatic  blood  pressure  monitoring  after  a
fall on  12/1/23.  Additionally, the  care  plan
identified  R27  used  an  antipsychotic,
antidepressant,  and  antianxiety  medication  and
indicated  staff  would  monitor  vital signs  as
ordered.

A review  of the  blood  pressures  in Point  Click
Care  (PCC)  on  9/12/24,  revealed  a  lack  of
orthostatic  blood  pressure  documentation  for the
dates  above  in which  the  orthostatic  blood
pressures  were  listed  as  administered.

A medication  regimen  review  (MRR) dated
7/15/24,  was  performed  with no  irregularities
noted  and  no  medication  changes  recommended.

A consultation  report  by pharmacist  dated
7/19/24,  indicated  R27  "recently  experienced  a
fall on  6/25/24,  6/27/24,  7/12/24,  and  7/11/24.  A
comprehensive  review  of the  medical  record  was
conducted  and  based  upon  the  information
available  at  the  time  of the  review,  and  assuming
the  accuracy  and  completeness  of such
information,  the  resident' s  MRR does  not  appear
likely to have  contributed  to falls." R27  "is on
medications  that  can  cause  dizziness  and
drowsiness.  It is not  apparent  that  either  dizziness
or drowsiness  played  a  part  in these  falls." The
report  indicated  in at  least  2 of the  falls,  R47  put
himself  on  the  floor. No medication  changes  were
recommended  in the  report.
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R27' s  electronic  health  record  (EHR)  was
reviewed  on  9/12/24  and  lacked  documentation  of
orthostatic  blood  pressures  or rationale  for
missed  monitoring.

During  interview  on  8/12/24  at  11: 35  a. m. ,
registered  nurse  (RN)-A verified  there  was  no
orthostatic  blood  pressure  documentation  for
R27.  RN-A stated  his  transfer  status  had  changed
recently  and  R27  had  increased  difficulty with
standing.  RN-A stated  if a  resident  was  unable  to
stand  for an  orthostatic  blood  pressure,  the  laying
and  sitting  blood  pressures  should  be  collected
and  the  standing  blood  pressure  should  include
documentation  to why it could  not  be  performed.
RN-A stated  an  orthostatic  blood  pressure  could
be  re- attempted  later,  and  the  provider  should  be
updated.  RN-A stated  R27  had  not  reported
dizziness  with sitting  to standing  and  denied
seeing  any  visual  floaters  or "spots" .

Documentation  of R27' s  orthostatic  blood
pressure  monitoring  was  requested  from RN-B
but  was  not  received.

R30

R30' s  quarterly  Minimum Data  Set  (MDS) dated
8/14/24,  indicated  she  had  intact  cognition,  had
no  behaviors,  and  received  an  antipsychotic  on  a
routine  basis  only.

R30' s  Care  Area  Assessment  (CAA) for
psychotropic  drug  use  dated  2/17/24,  was
triggered  because  she  was  on  "Seroquel"  for
"dementia  and  problems  sleeping  per  orders  and
MAR". The  CAA indicated  there  were  no  signs  or
symptoms  of adverse  effects  noted  and  directed
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staff  to follow her  care  plan.

A diagnosis  report  dated  9/11/24,  listed  R30' s
diagnoses  as  Alzheimer' s  disease  (a  progressive
brain  disorder  that  slowly destroys  memory  and
thinking  skills) , dementia  (a  loss  of cognitive
function,  like thinking,  remembering,  and
reasoning) , high  blood  pressure,  muscle
weakness,  and  difficulty walking.

R30' s  order  summary  report  last  reviewed  and
signed  on  9/5/24,  indicated  the  following orders:

- "quetiapine  fumarate  (for psychosis)  oral  tablet
25  mg,  Give  25  mg  by mouth  at  bedtime" , dated
6/20/24.

- "orthostatic  BP's  monthly,  one  time  a  day  every
1 month  starting  on  the  24th" , dated  5/24/24.

R27' s  treatment  administration  record  (TAR)
dated  5/2024,  lacked  an  orthostatic  blood
pressure  monitoring  order.

R27' s  TAR dated  6/2024,  indicated  an  orthostatic
blood  pressure  was  "administered"  with a
checkmark  under  the  due  date  of 6/24/24.

R27' s  TAR dated  7/2024,  indicated  an  orthostatic
blood  pressure  was  "administered"  with a
checkmark  under  the  due  date  of 7/24/24.

R27' s  TAR dated  8/2024,  indicated  an  orthostatic
blood  pressure  was  "administered"  with a
checkmark  under  the  due  date  of 8/24/24.

A progress  note  dated  7/24/24,  indicated  R30' s
orthostatic  blood  pressure  (measured  in
millimeters  of mercury  (mmHg)  was:
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"laying 137/ 73
sitting  157/ 68
standing  150/ 80".

R30' s  electronic  health  record  (EHR)  was
reviewed  on  9/11/24  and  lacked  documentation  of
orthostatic  blood  pressures  for 5/2024,  6/2024,
and  8/2024.

During  interview  on  9/12/24  at  11:36  a. m. ,
registered  nurse  (RN)-A stated  orthostatic  blood
pressures  should  be  assessed  monthly  for
residents  taking  antipsychotic  medications.  RN-A
verified  documentation  for 7/24/24,  but  was
unable  to locate  documentation  for any  other
orthostatic  blood  pressures.

A request  was  made  for documentation  of R30' s
orthostatic  blood  pressures  but  it was  not
received.

During  interview  on  8/12/24  at  11: 53  a. m. , RN-B
stated  residents  receiving  psychotropic
medications  should  have  side  effect  monitoring  in
place,  including  orthostatic  blood  pressure
monitoring.  RN-B stated  without  monitoring  a
resident' s  orthostatic  blood  pressure  while taking
a  psychotropic  medication,  a  resident  could  be  a
higher  risk for falls.  RN-B stated  there  was  a  new
process  in place  for auditing  orders  of residents
receiving  psychotropics  to ensure  orthostatic
blood  pressures  were  in place  due  to a  newly
hired  health  unit coordinator  (HUC). RN-B stated
staff  were  in the  process  of reviewing  charts  and
entering  the  monitoring  order  as  needed.

During  interview  on  9/12/24  at  1:49  p.m., the
director  of nursing  (DON) stated  orthostatic  blood
pressures  were  expected  to be  completed  for
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residents  taking  psychotropic  medications.  The
DON stated  it was  important  to monitor  for side
effects  of psychotropic  medications,  including
orthostatic  blood  pressures,  so  "we  are  not
missing  something. " The  DON reported  a
process  was  initiated  immediately  to create  a  new
template  for orthostatic  blood  pressure  monitoring
for residents  taking  psychotropic  medications  and
verified  the  importance  of identifying side  effects
and  reducing  falls.

A facility policy titled Antipsychotic  Medication  Use
revised  7/2022,  indicated  antipsychotic
medications  would  be  subject  to re- review  and
directed  nursing  staff  to monitor  for and  report
any  of the  following side  effects  and  adverse
consequences  of antipsychotic  medications  to the
attending  physician:

a.  General/ anticholinergic:  constipation,  blurred
vision,  dry mouth,  urinary  retention,  sedation;

b.  Cardiovascular:  orthostatic  hypotension,
arrhythmias;

c.  Metabolic:  increase  in total
cholesterol/ triglycerides,  unstable  or poorly
controlled  blood  sugar,  weight  gain;  or

d.  Neurologic:  Akathisia,  dystonia,  extrapyramidal
effects,  akinesia;  or tardive  dyskinesia,  stroke  or
transient  ischemia  attach  (TIA).

F 760  Residents  are  Free  of Significant  Med  Errors
SS= D CFR( s): 483. 45( f)(2)

The  facility must  ensure  that  its-
§483. 45( f)(2) Residents  are  free  of any  significant
medication  errors.

F 758

F 760 10/3/24
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This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  interview  and  document  review,  the

facility failed  to follow physician  orders  for the
administration  of insulin  for 1 of 1 resident  (R21)
reviewed  for medication  errors.

Findings  include:

R21' s  significant  change  Minimum Data  Set
(MDS) dated  7/3/24,  identified  R21  had  severe
cognitive  impairment  and  required  substantial
and/ or maximal  assistance  with most  activities  of
daily living, such  as  hygiene,  dressing,  and
walking  ten  feet.  R21' s  diagnoses  included
hypertension  (high  blood  pressure) , peripheral
vascular  disease  (narrowed  arteries  which  reduce
blood  flow to the  arms  or legs) , diabetes  mellitus
(chronic  disease  which  occurs  when  the  body
does  not  produce  enough  or respond  normally  to
insulin) , dementia  (decline  in cognitive  abilities
which  affects  ability to think,  remember  and
perform  daily activities) , and  cerebral  infarction
(blood  flow to the  brain  is blocked) . During  the
look-back  period  of seven  days  for the  MDS,
insulin  injections  were  received  all seven  days.

R21' s  medication  administration  record  (MAR)
included  an  order  with a  start  date  of 5/15/24,  for
insulin  aspart  pen- injector  100  unit/mL (milliliters)
5 units  subcutaneously  at  0800  (8:00  a. m.), and
insulin  aspart  pen- injector  100  unit/mL 5 units
subcutaneously  at  1700  (5 p.m.) with a  start  date
of 5/14/24.  Both  orders  had  directions  to hold  if
blood  glucose  levels  were  less  than  200.  The
MAR indicated  R21' s  blood  sugar  was  194  on  the
9/8/24  morning  blood  sugar  check  and  insulin
was  administered  on  9/8/24  at  08:33  [8:33  a. m. ],
and  R21' s  blood  sugar  was  191  on  the  9/11/24

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:WROP11
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F760:  Residents  are  Free  of Sig  Med
Errors
How the  nursing  facility will correct  the
deficiency  as  it relates  to the  resident:
1.  No residents  suffered  adverse  effects
from this  practice.  Immediately  following
the  information,  Resident  21 s  order  was
reviewed  and  adjusted  language  to be
more  clear  with words   stop  versus
 hold .  Med  error  report  completed
immediately.  Immediate  education  done
with involved  team  members.  All staff
education  imitated  to nurses  immediately
related  to insulin  administration  (sliding
scale) .

How the  nursing  facility will identify other
residents  having  the  potential  to be
affected  by the  same  practice:
1.  All residents  on  insulin  have  the
potential  to be  affected  by this  practice.
No residents  have  been  noted  to be
adversely  affected.  Immediate  review  of
all residents  on  insulin  was  completed.
No further  action  was  needed  on  current
orders.  Continue  to monitor  any  residents
who are  on  insulin.

Measures  the  nursing  home  will put  in
place  or systematic  changes  made  sure  to
ensure  the  practice  will not  reoccur:
1.  Nurses  training  implemented  for
insulin.  Track  any  changes  with orders  or
new  admits  to ensure  procedures  are  in
place  for each  related  to sliding  scale
insulin.
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evening  blood  sugar  check  and  insulin  was
administered  on  9/11/24  at  17:06  [5:06  p.m.].

R21' s  progress  notes  lacked  further  information
on  the  two noted  blood  glucose  levels  and  insulin
administration  but  indicated  the  following on
9/8/24  at  22:30  (10:30  p.m.):

"Resident  BG @ [at] 3:15pm  was  53  per  report.
OJ  [orange  juice] and  snacks  given  and  f/u
[follow-up] BG was  87  before  dinner.  Ate100%  of
dinner  with 500cc.  Insulin  was  held.  HS  BG was
168.  Asymptomatic  for hypoglycemia.  Northern
Lights  communication  updated  for the  MD/NP.
Will update  the  next  shift."

During  interview  on  9/12/24  at  9:57  a. m., licensed
practical  nurse  (LPN)-A stated  they  check  blood
glucose  levels,  verify insulin  administration
parameters,  and  either  give  short- acting  insulin
close  to meals  or hold  insulin  when  blood  glucose
levels  are  below  the  ordered  parameters.  LPN-A
documented  in MAR or progress  notes  when
insulin  held.  LPN-A reviewed  R21' s  physician
orders  and  MAR and  verified  R21' s  insulin  was
given  the  morning  of 9/8/24  and  evening  of
9/11/24  when  R21' s  blood  glucose  was  less  than
200,  and  R21' s  insulin  should  have  been  held.

During  interview  on  9/12/24  at  12:47  p.m. ,
registered  nurse  (RN)-B reviewed  R21' s  blood
glucose  levels,  insulin  administration,  and
progress  notes.  RN-B verified  the  two instances
and  stated  the  insulin  should  not  have  been
administered  and  were  "medication  errors. "

During  interview  on  9/12/24  at  1:49  p.m., the
director  of nursing  (DON) expected  staff  to follow
physician  orders  and  hold  insulin  when  blood

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:WROP11

F 760
How does  the  nursing  home  plan  to
monitor  its performance  to make  sure  that
solutions  are  sustained?
1.  The  Director  of Nursing  or Designee
will audit  weekly  for one  month  and  then
monthly  for one  month.  Results  will be
brought  to QAPI for two months  or until
sustained  compliance  occurs.

Date  it will be  corrected:
October  3,  2024

Title of the  person  responsible  to ensure
correction:  Director  of Nursing  or
Designee

Facility ID: 26105 If continuation  sheet  Page  13 of 14



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

STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

NAME OF  PROVIDER  OR  SUPPLIER

THE BIRCHES  AT TRILLIUM WOODS

245627

(X4) ID
PREFIX

TAG

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

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

(X2) MULTIPLE CONSTRUCTION

A. BUILDING ______________________

PRINTED:  10/01/ 2024
FORM  APPROVED

OMB NO. 0938- 0391
(X3) DATE SURVEY

COMPLETED

B. WING _____________________________

STREET  ADDRESS,  CITY, STATE, ZIP CODE

14585  59TH AVENUE NORTH
PLYMOUTH, MN 55446

09/12/2024

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION

DATE

F 760  Continued  From  page  13
glucose  less  than  200.

During  interview  on  9/12/24  at  3:19  p.m., the
consultant  pharmacist  reviewed  R21' s  orders,
MAR, and  blood  glucose  levels.  Consultant
pharmacist  stated  the  expectation  was  for staff  to
hold  the  insulin  when  blood  glucose  levels  were
less  than  200  per  physician  order  or call the
provider  and  document  provider  communication.
Consultant  pharmacist  stated  following insulin
orders  and  blood  glucose  parameters  were
important  to keep  blood  glucose  at  functioning
levels  and  did not  want  too  much  insulin  in R21' s
system.  Consultant  pharmacist  stated  the  two
noted  insulin  administrations  had  a  "mild risk" to
R21.

Facility policy Insulin  Administration  dated  9/14,
directed  staff  to check  and  document  blood
glucose  per  physician  order  or facility protocol
and  to check  the  order  for the  amount  of insulin  at
least  three  times  during  insulin  administration.

F 760
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Protecting, Maintaining and Improving the Health of All Minnesotans
   

Electronically delivered
September 24, 2024

Administrator
The Birches At Trillium Woods
14585 59th Avenue North
Plymouth, MN  55446

Re:        State Nursing Home Licensing Orders
  Event ID: WROP11
    
Dear Administrator:

The above facility was surveyed on September 9, 2024 through September 12, 2024 for the purpose of
assessing compliance with Minnesota Department of Health Nursing Home Rules and Statutes.  At the
time of the survey, the survey team from the Minnesota Department of Health ‐ Health Regulation
Division noted one or more violations of these rules or statutes that are issued in accordance with
Minn. Stat.    §  144.653 and/or Minn. Stat.  §  144A.10.  If, upon reinspection, it is found that the
deficiency or deficiencies cited herein are not corrected, a civil fine for each deficiency not corrected
shall be assessed in accordance with a schedule of fines promulgated by rule and/or statute of the
Minnesota Department of Health.     

To assist in complying with the correction order(s), a “suggested method of correction” has been
added.  This provision is being suggested as one method that you can follow to correct the cited
deficiency.  Please remember that this provision is  only a suggestion and you are not required to follow
it.  Failure to follow the suggested method will not result in the issuance of a penalty assessment.  You
are reminded, however, that regardless of the method used, correction of the order within the
established time frame is required.  The “suggested method of correction” is for your information and
assistance only.     

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/ib04_8.html.  The State licensing orders are
delineated on the Minnesota Department of Health State Form and are being delivered to you
electronically.  The 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
number and the corresponding text of 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 that are in violation of the state statute or rule after the
statement, "This MN Requirement is not met as evidenced by."  Following the surveyors findings are
the Suggested Method of Correction and the Time Period For Correction.     

An equal opportunity employer.



The Birches At Trillium Woods
September 24, 2024    
Page  2

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/RULES.       

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.  We urge you to review these orders carefully, item by item,
and if you find that any of the orders are not in accordance with your understanding at the time of the
exit conference following the survey, you should immediately contact:

Renee McClellan, Unit Supervisor
Metro A District Office
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
625 Robert Street N
P.O. Box 64975
Saint Paul, Minnesota 55164‐0975
Email: renee.mcclellan@state.mn.us
Office: 651‐201‐4391 Mobile: 651‐328‐9282

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.     

Please feel free to call me with any questions.     

Sincerely,

      
Sarah Lane, Compliance Analyst    
Federal Enforcement |  Health Regulation Division
Minnesota Department of Health
P.O. Box 64900
Saint Paul, MN 55164‐0900
Telephone: 651‐201‐4308     Fax: 651‐215‐9697
Email: sarah.lane@state.mn.us
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2 000  Initial Comments 2 000

*****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  9/9/24  - 9/12/24,  a  licensing  survey  was
conducted  at  your  facility by surveyors  from the
Minnesota  Department  of Health  (MDH). Your
facility was  not  in compliance  with the  MN State
Licensure  and  the  following correction  orders  are
issued.  Please  indicate  in your  electronic  plan  of
correction  you have  reviewed  these  orders  and

Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE

Electronically  Signed
STATE FORM 6899 WROP11

TITLE (X6) DATE

09/30/24
If continuation  sheet  1 of 7
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identify the  date  when  they  will be  completed.

2 000

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  surveyors  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
https: //www.health. state. mn. us/ facilities/ regulatio
n/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.

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

Minnesota  Department  of Health
STATE FORM 6899 WROP11 If continuation  sheet  2 of 7
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IS NO REQUIREMENT  TO SUBMIT A PLAN OF
CORRECTION  FOR  VIOLATIONS OF
MINNESOTA STATE STATUTES/RULES.

2 000

21545  MN Rule  4658. 1320  A.B.C Medication  Errors 21545

A nursing  home  must  ensure  that:
A. Its medication  error  rate  is less  than  five

percent  as  described  in the  Interpretive
Guidelines  for Code  of Federal  Regulations,  title
42,  section  483. 25  (m), found  in Appendix  P  of
the  State  Operations  Manual,  Guidance  to
Surveyors  for Long-Term Care  Facilities,  which  is
incorporated  by reference  in part  4658. 1315.  For
purposes  of this  part,  a  medication  error  means:

(1) a  discrepancy  between  what  was
prescribed  and  what  medications  are  actually
administered  to residents  in the  nursing  home;  or

(2) the  administration  of expired
medications.

B. It is free  of any  significant  medication
error.  A significant  medication  error  is:

(1) an  error  which  causes  the  resident
discomfort  or jeopardizes  the  resident' s  health  or
safety;  or

(2) medication  from a  category  that  usually
requires  the  medication  in the  resident' s  blood  to
be  titrated  to a  specific  blood  level  and  a  single
medication  error  could  alter  that  level  and
precipitate  a  reoccurrence  of symptoms  or
toxicity. All medications  are  administered  as
prescribed.  An incident  report  or medication
error  report  must  be  filed for any  medication  error
that  occurs.  Any significant  medication  errors  or
resident  reactions  must  be  reported  to the
physician  or the  physician' s  designee  and  the
resident  or the  resident' s  legal  guardian  or
designated  representative  and  an  explanation
must  be  made  in the  resident' s  clinical record.

Minnesota  Department  of Health
STATE FORM 6899  WROP11

10/3/24
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C.  All medications  are  administered  as
prescribed.  An incident  report  or medication  error
report  must  be  filed for any  medication  error  that
occurs.  Any significant  medication  errors  or
resident  reactions  must  be  reported  to the
physician  or the  physician' s  designee  and  the
resident  or the  resident' s  legal  guardian  or
designated  representative  and  an  explanation
must  be  made  in the  resident' s  clinical record.

21545

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  document  review,  the
facility failed  to follow physician  orders  for the
administration  of insulin  for 1 of 1 resident  (R21)
reviewed  for medication  errors.

Findings  include:

R21' s  significant  change  Minimum Data  Set
(MDS) dated  7/3/24,  identified  R21  had  severe
cognitive  impairment  and  required  substantial
and/ or maximal  assistance  with most  activities  of
daily living, such  as  hygiene,  dressing,  and
walking  ten  feet.  R21' s  diagnoses  included
hypertension  (high  blood  pressure) , peripheral
vascular  disease  (narrowed  arteries  which  reduce
blood  flow to the  arms  or legs) , diabetes  mellitus
(chronic  disease  which  occurs  when  the  body
does  not  produce  enough  or respond  normally  to
insulin) , dementia  (decline  in cognitive  abilities
which  affects  ability to think,  remember  and
perform  daily activities) , and  cerebral  infarction
(blood  flow to the  brain  is blocked) . During  the
look-back  period  of seven  days  for the  MDS,
insulin  injections  were  received  all seven  days.

R21' s  medication  administration  record  (MAR)
Minnesota  Department  of Health
STATE FORM 6899

Corrected

WROP11 If continuation  sheet  4 of 7
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21545  Continued  From  page  4

included  an  order  with a  start  date  of 5/15/24,  for
insulin  aspart  pen- injector  100  unit/mL (milliliters)
5 units  subcutaneously  at  0800  (8:00  a. m.), and
insulin  aspart  pen- injector  100  unit/mL 5 units
subcutaneously  at  1700  (5 p.m.) with a  start  date
of 5/14/24.  Both  orders  had  directions  to hold  if
blood  glucose  levels  were  less  than  200.  The
MAR indicated  R21' s  blood  sugar  was  194  on  the
9/8/24  morning  blood  sugar  check  and  insulin
was  administered  on  9/8/24  at  08:33  [8:33  a. m. ],
and  R21' s  blood  sugar  was  191  on  the  9/11/24
evening  blood  sugar  check  and  insulin  was
administered  on  9/11/24  at  17:06  [5:06  p.m.].

21545

R21' s  progress  notes  lacked  further  information
on  the  two noted  blood  glucose  levels  and  insulin
administration  but  indicated  the  following on
9/8/24  at  22:30  (10:30  p.m.):

"Resident  BG @ [at] 3:15pm  was  53  per  report.
OJ  [orange  juice] and  snacks  given  and  f/u
[follow-up] BG was  87  before  dinner.  Ate100%  of
dinner  with 500cc.  Insulin  was  held.  HS  BG was
168.  Asymptomatic  for hypoglycemia.  Northern
Lights  communication  updated  for the  MD/NP.
Will update  the  next  shift."

During  interview  on  9/12/24  at  9:57  a. m., licensed
practical  nurse  (LPN)-A stated  they  check  blood
glucose  levels,  verify insulin  administration
parameters,  and  either  give  short- acting  insulin
close  to meals  or hold  insulin  when  blood  glucose
levels  are  below  the  ordered  parameters.  LPN-A
documented  in MAR or progress  notes  when
insulin  held.  LPN-A reviewed  R21' s  physician
orders  and  MAR and  verified  R21' s  insulin  was
given  the  morning  of 9/8/24  and  evening  of
9/11/24  when  R21' s  blood  glucose  was  less  than
200,  and  R21' s  insulin  should  have  been  held.

Minnesota  Department  of Health
STATE FORM 6899  WROP11 If continuation  sheet  5 of 7
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During  interview  on  9/12/24  at  12:47  p.m. ,
registered  nurse  (RN)-B reviewed  R21' s  blood
glucose  levels,  insulin  administration,  and
progress  notes.  RN-B verified  the  two instances
and  stated  the  insulin  should  not  have  been
administered  and  were  "medication  errors. "

21545

During  interview  on  9/12/24  at  1:49  p.m., the
director  of nursing  (DON) expected  staff  to follow
physician  orders  and  hold  insulin  when  blood
glucose  less  than  200.

During  interview  on  9/12/24  at  3:19  p.m., the
consultant  pharmacist  reviewed  R21' s  orders,
MAR, and  blood  glucose  levels.  Consultant
pharmacist  stated  the  expectation  was  for staff  to
hold  the  insulin  when  blood  glucose  levels  were
less  than  200  per  physician  order  or call the
provider  and  document  provider  communication.
Consultant  pharmacist  stated  following insulin
orders  and  blood  glucose  parameters  were
important  to keep  blood  glucose  at  functioning
levels  and  did not  want  too  much  insulin  in R21' s
system.  Consultant  pharmacist  stated  the  two
noted  insulin  administrations  had  a  "mild risk" to
R21.

Facility policy Insulin  Administration  dated  9/14,
directed  staff  to check  and  document  blood
glucose  per  physician  order  or facility protocol
and  to check  the  order  for the  amount  of insulin  at
least  three  times  during  insulin  administration.

SUGGESTED  METHOD OF CORRECTION:
The  director  of nursing  (DON) or designee  could
review  and  revise  policies  and  procedures  related
to medication  errors.  The  DON or designee  could
educate  staff  to ensure  medications  are  correctly
administered  which  may  include  but  is not  limited

Minnesota  Department  of Health
STATE FORM 6899 WROP11 If continuation  sheet  6 of 7
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21545  Continued  From  page  6

to the  need  for verifying orders  and  accurately
transcribing.  The  DON or designee  should  review
processes  to ensure  the  pharmacist  begins  or
maintains  appropriate  oversight  of the  medication
administration  process.  The  DON or designee
could  develop  a  system  to verify compliance,
such  as  auditing  medication  administration  and  or
medical  records  for specific  amount  of days  to
gather  appropriate  data  to ensure  staff  have
corrected  the  concern  or if further  education
would  be  required.  Results  of any  actions  and/ or
audits  should  be  taken  to the  QAPI committee  to
determine  compliance  or the  need  for continued
monitoring.

21545

TIME PERIOD  FOR  CORRECTION:  Twenty  One
(21)  days
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K 000 INITIAL COMMENTS K 000

FIRE SAFETY

An annual Life Safety recertification survey was
conducted by the Minnesota Department of Public
Safety, State Fire Marshal Division on 09/10/2024.
At the time of this survey, The Birches At Trillium
Woods was found not in compliance with the
requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart 483.70(a),
Life Safety from Fire, and the 2012 edition of
National Fire Protection Association (NFPA) 101,
Life Safety Code (LSC), Chapter 19 Existing
Health Care and the 2012 edition of NFPA 99,
Health Care Facilities Code.

THE FACILITY'S POC WILL SERVE AS YOUR
ALLEGATION OF COMPLIANCE UPON THE
DEPARTMENT'S ACCEPTANCE. YOUR
SIGNATURE AT THE BOTTOM OF THE FIRST
PAGE OF THE CMS-2567 FORM WILL BE USED
AS VERIFICATION OF COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC, AN
ONSITE REVISIT OF YOUR FACILITY MAY BE
CONDUCTED TO VALIDATE THAT SUBSTANTIAL
COMPLIANCE WITH THE REGULATIONS HAS
BEEN ATTAINED IN ACCORDANCE WITH YOUR
VERIFICATION.

PLEASE RETURN THE PLAN OF CORRECTION
FOR THE FIRE SAFETY DEFICIENCIES
(K-TAGS) TO:

IF PARTICIPATING IN THE E-POC PROCESS, A
PAPER COPY OF THE PLAN OF CORRECTION

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

Electronically Signed
TITLE (X6) DATE

09/30/2024

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 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.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: WROP21 Facility ID: 26105 If continuation sheet Page 1 of 9
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IS NOT REQUIRED.

Healthcare Fire Inspections
State Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101-5145, OR

By email to:
FM.HC.Inspections@state.mn.us

THE PLAN OF CORRECTION FOR EACH
DEFICIENCY MUST INCLUDE ALL OF THE
FOLLOWING INFORMATION:

1. A detailed description of the corrective action
taken or planned to correct the deficiency.

2. Address the measures that will be put in place
to ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor future
performance to ensure solutions are sustained.

4. Identify who is responsible for the corrective
actions and monitoring of compliance.

5. The actual or proposed date for completion of
the remedy.

Trillium Woods is a 3-story building with a partial
basement built of Type II(111) construction built in
2015. Each floor is divided into 2 smoke
compartments by smoke barriers. The basement
and first floor are separated from the rest of the
campus by a 2 hour fire barrier.

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 01 - TRILLIUM  WOODS
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K 000
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K 000 Continued From page 2
The facility has a capacity of 44 beds and had a
census of 42 at the time of the survey.

K 225
SS=E

The requirements at 42 CFR, Subpart 483.70(a),
are NOT MET as evidenced by:
Stairways and Smokeproof Enclosures
CFR(s): NFPA 101

Stairways and Smokeproof Enclosures
Stairways and Smokeproof enclosures used as
exits are in accordance with 7.2.
18.2.2.3, 18.2.2.4, 19.2.2.3, 19.2.2.4, 7.2

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 01 - TRILLIUM  WOODS
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FORM APPROVED

OMB NO. 0938-0391
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K 000

K 225 9/24/24

This REQUIREMENT is not met as evidenced by:
Based on observation and staff interview, the
facility failed to maintain stairwell enclosures per
NFPA 101 (2012 edition), Life Safety Code,
sections 19.2.2.3, 7.2.2.5.1.1, and 7.1.3.2. These
deficient findings could have a patterned impact on
the residents within the facility.

Findings include:

1. On 09/10/2024 at 10:43 AM, it was revealed by
observation that penetrations into the stairwell
were not sealed above the stairwell doors near
room S419.

2. On 09/10/2024 at 10:46 AM, it was revealed by
observation that penetrations into the stairwell
were not sealed above the stairwell doors near
room S441.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: WROP21

Preparation and execution of this plan of
correction in no way constitutes an
admission or agreement by The Birches at
Trillium Woods of the truth or the facts
alleged in this statement of deficiency and
plan of correction. In fact, this plan of
correction is submitted exclusively to
comply with state and federal law. The
Birches at Trillium Woods reserves the
right to challenge in legal proceedings, all
deficiencies, statements, findings, facts,
and conclusions that form the basis of the
stated deficiency. This plan of correction
serves as the allegation of compliance.

A general survey summary was brought to
The Birches at Trillium Woods Quality
Assurance Performance Improvement
Committee on September 23, 2024. This

Facility ID: 26105 If continuation sheet Page 3 of 9
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K 225 Continued From page 3
3. On 09/10/2024 at 10:53 AM, it was revealed by
observation that penetrations into the stairwell
were not sealed above the stairwell doors near
room S319.

K 225
statement of deficiencies will be taken to
The Birches at Trillium Woods Quality
Assurance Performance Improvement
Committee on October 21, 2024.

4. On 09/10/2024 at 10:56 AM, it was revealed by
observation that penetrations caused by electrical
conduit and sprinkler pipes into the stairwell were
not sealed above the stairwell doors near room
S222.

An interview with the Administrator and the
Director of Plant Operations verified these deficient
findings at the time of discovery.

K225: Stairways and Smokeproof
Enclosures

A detailed description of the corrective
action taken or planned to correct the
deficiency.
- All residents have the potential to be
impacted by this practice. No residents
have been adversely impacted by this
practice. Maintenance checked all
stairway doors and fixed any penetrations
above all stairwell doors.

Address the measures that will be put in
place to ensure the deficiency does not
reoccur.
- Monthly audits will occur to check for
and fix any penetrations above all stairwell
doors. The audit was added to the
preventative maintenance scheduling
system for the facility to complete monthly
for the next 6 months.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: WROP21

Indicate how the facility plans to monitor
future performance to ensure solutions are
sustained.
- Monthly checks to be performed by
the Director of Plant Operations or
Designee for the next 6 months or until
sustained compliance occurs. Report of
compliance will be given monthly at QAPI
starting in October 2024.

Facility ID: 26105 If continuation sheet Page 4 of 9
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K 225

K 372 Subdivision of Building Spaces - Smoke Barrie
SS=D CFR(s): NFPA 101

Subdivision of Building Spaces - Smoke Barrier
Construction
2012 EXISTING
Smoke barriers shall be constructed to a 1/2-hour
fire resistance rating per 8.5. Smoke barriers shall
be permitted to terminate at an atrium wall. Smoke
dampers are not required in duct penetrations in
fully ducted HVAC systems where an approved
sprinkler system is installed for smoke
compartments adjacent to the smoke barrier.
19.3.7.3, 8.6.7.1(1)
Describe any mechanical smoke control system in
REMARKS.
This REQUIREMENT is not met as evidenced by:
Based on observation and staff interview, the
facility failed to maintain smoke barriers per NFPA
101 (2012 edition), Life Safety Code, sections
19.3.7.1, 19.3.7.3, 8.5.2.2, and 8.5.6.2. This
deficient finding could have a patterned impact on
the residents within the facility.

Findings include:

On 09/10/2024 at 11:00 AM, it was revealed by
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: WROP21

Identify who is responsible for the
corrective actions and monitoring of
compliance
- Director of Plant Operations or
Designee

K 372

The actual or proposed date for completion
of the remedy.
- September 24, 2024

9/24/24

K372: Subdivision of Building Spaces -
Smoke Barriers

A detailed description of the corrective
action taken or planned to correct the
deficiency.
- All residents have the potential to be
impacted by this practice. No residents
have been adversely impacted by this
practice. Maintenance checked above all

Facility ID: 26105 If continuation sheet Page 5 of 9
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K 372 Continued From page 5
observation that penetrations through the smoke
barrier near resident room S204 caused by
electrical conduit and duct work were not sealed
above the smoke barrier doors.

An interview with the Administrator and the
Director of Plant Operations verified this deficient
finding at the time of discovery.

K 372
smoke barrier doors and fixed all
penetrations.

Address the measures that will be put in
place to ensure the deficiency does not
reoccur.
- Monthly audits will occur to check for
and fix any penetrations above all smoke
barrier doors. The audit was added to the
preventative maintenance scheduling
system for the facility to complete monthly
for the next six months.

Indicate how the facility plans to monitor
future performance to ensure solutions are
sustained.
- Monthly checks to be performed by
the Director of Plant Operations or
Designee for the next 6 months or until
sustained compliance occurs. Report will
be given monthly at QAPI starting October
2024.

Identify who is responsible for the
corrective actions and monitoring of
compliance
- Director of Plant Operations or
Designee

K 521 HVAC
SS=F CFR(s): NFPA 101

K 521

The actual or proposed date for completion
of the remedy.
- September 24, 2024

9/26/24

HVAC
Heating, ventilation, and air conditioning shall

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: WROP21 Facility ID: 26105 If continuation sheet Page 6 of 9
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K 521 Continued From page 6
comply with 9.2 and shall be installed in
accordance with the manufacturer's specifications.
18.5.2.1, 19.5.2.1, 9.2
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K 521

This REQUIREMENT is not met as evidenced by:
Based on a review of available documentation and
staff interview, the facility failed to inspect fire
dampers per NFPA 101 (2012 edition), Life Safety
Code, section 8.5.5.4.2, and NFPA 105 (2010
edition), Standard for Smoke Door Assemblies and
Other Opening Protectives, section 6.5.2 and
6.5.12. This deficient finding could have a
widespread impact on the residents within the
facility.

Findings include:

On 09/10/2024 between 09:00 AM and 12:00 PM,
it was revealed by a review of available
documentation that at the time of the survey the
facility could not provide documentation showing
that the dampers in the facility had been inspected
within four years of the last damper inspection
report that was completed on 03/24/2020.

An interview with the Administrator and the
Director of Plant Operations verified this deficient
finding at the time of discovery.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: WROP21

K521:HVAC

A detailed description of the corrective
action taken or planned to correct the
deficiency.
- All residents have the potential to be
impacted by this practice. No residents
have been noted to be adversely affected.
A scheduling deficiency was identified and
corrected with our contractor. Damper
inspection was scheduled at that time and
completed as of 9/26/2024.

Address the measures that will be put in
place to ensure the deficiency does not
reoccur.
- Communicate with contractor to
ensure scheduling is done at appropriate
times every 4 years.

Indicate how the facility plans to monitor
future performance to ensure solutions are
sustained.
- Re-occurring reminder has been set in
our work order system to get Damper
checks performed every 4 years.
Completion date will be brought to the next
QAPI meeting.

Facility ID: 26105 If continuation sheet Page 7 of 9
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K 521 Continued From page 7 K 521
Identify who is responsible for the
corrective actions and monitoring of
compliance
- Director of Plant Operations or
Designee

K 761 Maintenance, Inspection & Testing - Doors
SS=F CFR(s): NFPA 101

K 761

The actual or proposed date for completion
of the remedy.
- September 26, 2024

9/27/24

Maintenance, Inspection & Testing - Doors
Fire doors assemblies are inspected and tested
annually in accordance with NFPA 80, Standard for
Fire Doors and Other Opening Protectives.
Non-rated doors, including corridor doors to patient
rooms and smoke barrier doors, are routinely
inspected as part of the facility maintenance
program.
Individuals performing the door inspections and
testing possess knowledge, training or experience
that demonstrates ability.
Written records of inspection and testing are
maintained and are available for review.
19.7.6, 8.3.3.1 (LSC)
5.2, 5.2.3 (2010 NFPA 80)
This REQUIREMENT is not met as evidenced by:
Based on a review of available documentation and
staff interview, the facility failed to inspect fire
doors per NFPA 101 (2012 edition), Life Safety
Code section 8.3.3.1, and NFPA 80 (2010 edition),
Standard for Fire Doors and Other Opening
Protectives, section 5.2.1. This deficient finding
could have a widespread impact on the residents
within the facility.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: WROP21

K761: Maintenance, Inspection, and
Testing

A detailed description of the corrective
action taken or planned to correct the
deficiency.
- All residents have the potential to be
impacted by this practice. No residents
have been noted to be adversely affected.
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K 761 Continued From page 8
Findings include:

On 09/10/2024 between 09:00 AM and 12:00 PM,
it was revealed by a review of available
documentation that at the time of the survey the
facility could not provide documentation showing
that all the fire doors in the facility had been
inspected. The fire door inspection report that was
completed on 07/06/2024 did not include a full list
of fire doors in the facility.

An interview with the Administrator and the
Director of Plant Operations verified this deficient
finding at the time of discovery.
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K 761
Maintenance inspected and documented
all fire doors in the facility.

Address the measures that will be put in
place to ensure the deficiency does not
reoccur.
- The audit was added to the
preventative maintenance scheduling
system for the facility to complete
quarterly. Inspections will include all
hallway and stairway fire doors.

Indicate how the facility plans to monitor
future performance to ensure solutions are
sustained.
- Quarterly audits to be performed by
the Director of Plant Operations or
Designee for the next 6 months or until
sustained compliance occurs. Report will
be given quarterly at QAPI starting October
2024.

Identify who is responsible for the
corrective actions and monitoring of
compliance
- Director of Plant Operations or
Designee

The actual or proposed date for completion
of the remedy.
- September 27, 2024
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