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

Electronically Delivered
May 12, 2023

Licensee

Cedar Court

810 West Main Street
Adams, MN 55909

RE: Project Number(s) SL30231015
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on April 26, 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.

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

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. 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 . . ."

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

DOCUMENTATION OF ACTION TO COMPLY

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

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

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

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,

Jodi Johnson, Supervisor

State Rapid Response Team

Email: jodi.johnson@state.mn.us

Telephone: 507-344-2730 Fax: 651-215-6894

HHH
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In accordance with Minnesota Statutes, section Living License Providers. The assigned
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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 April 26, 2023, for the specific Minnesota
Food Code deficiencies.

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

144G.41 Subd. 3 Infection control program

(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b)The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and

0480
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Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure infection
control standards were followed for one of one
unlicensed personnel (ULP-E) during personal
cares for 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) 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:

On April 25, 2023, at 7:00 a.m. ULP-E was
observed providing personal cares and toileting
for R3. ULP-E was observed to transfer R3 with
use of an EZ stand (mechanical lift machine) to
the bathroom, and place R3 on the toilet. Without
donning gloves, ULP-E removed R3's pants and
placed them in a plastic bag sitting on the
bathroom floor, pulled off the wet incontinence
brief and placed it in the trash. ULP-E grabbed a
clean incontinence brief, and put on to R3's knee
level, put on clean pants, touched multiple
surfaces while providing cares without washing
hands or using gloves. ULP-E donned gloves
while administering topical creams and removed
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after; however, she failed to wash her hands after
glove use and before moving on to next tasks.

On April 25, 2023, at 11:30 a.m. ULP-E was
observed assisting R3 with toileting. ULP-E
donned gloves to assist R3 with cleansing after a
bowel movement. ULP-E then removed her
gloves but failed to wash or use hand sanitizer
before using the EZ stand to transfer R3 back to
his wheelchair. After ULP-E transferred R3 and
moved him to the hallway, she returned to the
bathroom and washed her hands.

On April 26, 2023, at 9:40 a.m. clinical nurse
supervisor (CNS)-B stated, "we all know the
requirement for proper glove use and hand
hygiene" and indicated retraining would need to
be completed for staff.

The licensee's Procedure for Using Glove policy
dated November 14, 2022, read "Gloves are to be
worn whenever there may be direct contact
between the caregiver's hands and blood, body
fluids, secretions, feces, or a contaminated item,
such as soiled linens or wound dressings."
Additionally, the policy read, "Complete task, if
gloves become torn or heavily soiled and
additional tasks must be performed for the client,
then change the gloves (washing hands before
putting on new gloves before starting a new task).
Always remove gloves before working with clean
areas and re-wash hands.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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(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.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to ensure one of two
employee records (unlicensed personnel
(ULP)-E) contained the required content.

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
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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:

During the entrance conference on April 24, 2023,
at 10:50 a.m. licensed assisted living director
(LALD)-A stated the facility used supplemental
staffing agencies to meet their staffing needs for
unlicensed personnel.

ULP-E started providing services to the licensee
via a contracted supplemental staffing agency on
January 9, 2023.

On April 25, 2023, at 7:00 a.m. ULP-D was
observed to hand ULP-E diclofenac 1% gel (for
mild joint pain), and antifungal cream (for R3's
abdominal skin folds and buttock crease area).
ULP-E was observed to apply the diclofenac 1%
gel to R3's left foot and ankle, and the antifungal
cream to his abdominal skin folds and to his
buttock crease area and continued with the
remainder of R3's personal cares, applied
compression stockings, and finished dressing
him for the day.

ULP-E's employee record lacked the required
content of ULP-E's training and competency by
the licensee's registered nurse (RN) for the
administration of treatments such as prescribed
creams and lotions.

On April 26, 2023, at 10:45 a.m. clinical nurse
supervisor (CNS)-B stated ULP-E was a "temp
staff" (temporary or pool staff from a
supplemental staffing agency) and was a certified
nursing assistant (CNA) who had previous
medication training by the staffing agency. The
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licensee's practice was for "temp staff" to perform
certain tasks with resident cares but not pass
medications or complete treatments. A former
licensee RN trained ULP-E to provide topical
creams and lotions during resident cares when
those were provided by the designated
medication passer; however, CNS-B stated there
was no documentation of ULP-E's
training/competency to provide the topical
creams.

The licensee's Personnel Records policy dated
November 14, 2022, indicated the personnel
record for each person would include a record of
all required training for unlicensed personnel and
competency evaluations.

No further information was provided.

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

144G.42 Subd. 10 Disaster planning and
emergency preparedness

(a) The facility must meet the following
requirements:

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

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

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

(5) have a written policy and procedure regarding

0 650

0 680
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missing residents.

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

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

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to practice and
document testing of its emergency preparedness
(EP) plan at least twice annually as required, post
an emergency disaster plan prominently, and
evaluate its missing person policy at least
quarterly. This had the potential to affect all
residents, staff, and visitors of the facility.

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:

EP PLAN TESTING

The EP plan lacked evidence the facility had
tested its EP plan, conducted and/or participated
in a full-scale community-based exercise, or
conducted a tabletop exercise to test it's plan and
document the results of testing at least twice
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annually as required.

On April 26, 2023, at 8:50 a.m. licensed assisted
living director (LALD)-A stated she had not
conducted any EP plan testing in the past year.
LALD-A indicated she was not aware of the
requirement.

On April 26, 2023, at 9:30 a.m. clinical nurse
supervisor (CNS)-B stated she had not kept
LALD-A informed of the emergency preparedness
testing requirements indicating this facility was in
a different coalition from the other building she
oversaw.

EMERGENCY DISASTER PLAN POSTED
The licensee failed to prominently post the
emergency disaster plan.

On April 24, 2023, at 12:00 p.m. observation of
the facility identified no posted facility emergency
disaster plan.

On April 25, 2023, at 1:25 p.m. operations
manager (OM)-F stated the Emergency Disaster
Plan binder was kept within the nurse's station
and was not sure it was posted prominently
anywhere else in the facility.

MISSING RESIDENT PLAN/POLICY

The licensee's Missing Resident policy dated
January 12, 2023, as part of the annual EP
review, was included in the EP plan. The policy
lacked evidence the assisted living director and
clinical registered nurse reviewed or updated the
policy and documented any changes, at least
quarterly as required.

On April 26, 2023, at 9:30 a.m. CNS-B stated the
missing resident plan was last reviewed on

Minnesota Department of Health
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January 12, 2023. CNS-B stated she was not
aware the missing resident plan needed to be
reviewed quarterly.

The licensee's Emergency and Disaster
Preparedness policy dated December 29, 2022,
included:

7. Awritten policy and procedure regarding
missing residents is complete in compliance with
MN Rule 4659.0110

8. The facility will post the emergency disaster
plan prominently

11. The facility conducts exercises to test the
emergency preparedness plan at least twice per
year in compliance with 42 C.F.R. 483.73(d)(2).

No further information was provided.

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

S0873[‘)0 144G.43 Subd. 3 Contents of resident record 0730
Contents of a resident record include the
following for each resident:

(1) identifying information, including the resident's
name, date of birth, address, and telephone
number;

(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and designated representative;
(3) names, addresses, and telephone numbers of
the resident's health and medical service
providers, if known;

(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records;

Minnesota Department of Health
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(5) the resident's advance directives, if any;

(6) copies of any health care directives,
guardianships, powers of attorney, or
conservatorships;

(7) the facility's current and previous
assessments and service plans;

(8) all records of communications pertinent to the
resident's services;

(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;

(10) documentation of incidents involving the
resident and actions taken in response to the
needs of the resident, including reporting to the
appropriate supervisor or health care
professional;

(11) documentation that services have been
provided as identified in the service plan;

(12) documentation that the resident has received
and reviewed the assisted living bill of rights;
(13) documentation of complaints received and
any resolution;

(14) a discharge summary, including service
termination notice and related documentation,
when applicable; and

(15) other documentation required under this
chapter and relevant to the resident's services or
status.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the resident record
included a discharge summary with the required
content for one of one discharged resident (R1).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
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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:

R1 was admitted to the facility on February 1,
2021, with a diagnosis of obesity ,and discharged
to a skilled nursing facility following hospitalization
on February 20, 2023.

R1's service plan signed by the resident on
January 10, 2023, noted services included
medication administration, assistance with
dressing/undressing, bathing, standby help with
walking long distances, light housekeeping, and
laundry.

R1's record lacked a discharge summary to
include:

- a summary of the resident's stay including
diagnoses, course of illnesses, allergies,
treatments and therapies, and pertinent lab,
radiology, and consultation results;

- a final summary of the resident's status from the
latest assessment or review including baseline
and current mental, behavioral, and functional
status; and

-a postdischarge plan to identify any
arrangements that have been made for the
resident's follow-up care, and any postdischarge
medical and nonmedical services the resident will
need.

On April 24, 2023, at 3:00 p.m. clinical nurse
supervisor (CNS)-B stated the nurse that
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completed the discharge summary was new and
did not complete all required components of the
discharge summary form.

The licensee's Discharge Summary policy dated
reviewed November 28, 2022, indicated:
4. The discharge summary will include, if
applicable,
a. summary of the resident's stay, including

i. diagnosis

ii. courses of ilinesses,

ii. allergies

iv. treatments

v. therapies

vi. pertinent lab results

vii. pertinent radiology results

viii. pertinent consultation results

ix. final summary of the resident's status.
The summary will be based upon the latest
assessment or review and, if applicable, will
include resident status including baseline and
current mental, behavioral, and functional status.

d. The post discharge plan will include:

i. Resident's planned residence

ii. Arrangements made for follow-up care

iii. Needed post discharge medical and
nonmedical services

No further information was provided.

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

144G.45 Subd. 2 (a) (1) Fire protection and
physical environment

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
7511, and:

0730
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(1) for dwellings or sleeping units, as defined in
the State Fire Code:

(i) provide smoke alarms in each room used
for sleeping purposes;

(i) provide smoke alarms outside each
separate sleeping area in the immediate vicinity
of bedrooms;

(iii) provide smoke alarms on each story
within a dwelling unit, including basements, but
not including crawl spaces and unoccupied attics;

(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

(v) ensure the power supply for existing
smoke alarms complies with the State Fire Code,
except that newly introduced smoke alarms in
existing buildings may be battery operated;

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to provide smoke alarms that complied with
fire protection requirements. This deficient
condition had the potential to affect all staff,
residents, and visitors.

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

On April 27, 2023, between 9:30 a.m. and 10:45
a.m., survey staff toured the facility with the
director of maintenance (DM)-H, the licensed
assisted living director (LALD)-A, and operations
manager (OM)-F. During the facility tour, survey
staff observed resident sleeping rooms in several
of the units did not have the required smoke
alarms.

This deficient condition was verified by DM-H,
LALD-A, and OM-F accompanying on the facility
tour.

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

144G.61 Subd. 2 (a) Training and evaluation of
unlicensed personn

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

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

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

(4) maintenance of a clean and safe
environment;

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

(i) hair care and bathing;

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

(iii) care and use of hearing aids; and

(iv) dressing and assisting with toileting;

0780
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(6) training on the prevention of falls;

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

(8) medication, exercise, and treatment
reminders;

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

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

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

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

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

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

This MN Requirement is not met as evidenced
by:

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

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).
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The findings include:

ULP-G had a hire date of October 24, 2022, to
provide services under the licensee's assisted
living with dementia care. ULP-G was not a
registered nursing assistant.

ULP-G's record lacked evidence of the following
competencies had been completed prior to
providing direct cares:
- appropriate and safe techniques in personal
hygiene and grooming, including:

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

-care and use of hearing aids; and

-dressing

On April 26, 2023, at 11:20 a.m. clinical nurse
supervisor (CNS)-B verified the above topics
were lacking from ULP-G's employee file. CNS-B
stated a previously employed registered nurse
(RN) had completed competencies with ULP-G,
but the above required areas were not signed off
as completed on ULP-G's skills validation form.

The licensee's Assisted Living Orientation-ULP
Staff policy dated reviewed November 29, 2022,
included: In addition to training all staff receive,
ULPs who are not a registered nursing assistant
will receive additional training on the following
topics with a written or oral competency test AND
a skill demonstration:

c. care of teeth, guns (sic), and oral prosthetic
devices

d. care and use of hearing aids

e. dressing

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
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(3) for assisted living facilities with dementia care,
direct-care employees must have completed at
least eight hours of initial training on topics
specified under paragraph (b) within 80 working
hours of the employment start date. Until this
initial training is complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care and who can act as a resource
and assist if issues arise. A trainer of the
requirements under paragraph (b) or a supervisor
meeting the requirements in clause (1) must be
available for consultation with the new employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure one of two employees
(unlicensed personnel (ULP)-G) completed the
required amount of dementia care training in the
required time frame.

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
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a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

ULP-G had a hire date of October 24, 2022, to
provide direct care services under the licensee's
assisted living with dementia care license.

ULP-G's employee record contained evidence of
four hours of training on dementia care topics,
instead of the required eight hours.

On April 26, 2023, at 11:20 a.m. clinical nurse
supervisor (CNS)-B stated ULP-G had worked
approximately 160 hours since her start date.
CNS-B verified ULP-G lacked the required eight
hours of dementia training within 80 working
hours as required.

The licensee's Assisted Living and Assisted Living
with Memory Care Dementia Training policy dated
reviewed November 29, 2022, noted direct-care
employees would:

1. complete a minimum of eight hours of
initial training on dementia care topics; and

2. Initial training will be completed within 80
working hours of the employment start date.

No further information was provided.

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

144G.70 Subd. 4 (a-e) Service plan,
implementation and revisions to

(a) No later than 14 calendar days after the date
that services are first provided, an assisted living

01540
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facility shall finalize a current written service plan.
(b) The service plan and any revisions must
include a signature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, if needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident
about changes to the facility's fee for services
and how to contact the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities.
(c) The facility must implement and provide all
services required by the current service plan.

(d) The service plan and the revised service plan
must be entered into the resident record,
including notice of a change in a resident's fees
when applicable.

(e) Staff providing services must be informed of
the current written service plan.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure one of two
resident's (R3) service plans were revised to
reflect the current services provided. In addition,
the licensee failed to ensure the service plan
included a signature or other authentication by
the resident and the facility to document
agreement on the services provided for one of
two residents (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 an isolated scope (when one or a
limited number of residents are affected or one or
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a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R3's diagnoses included congestive heart failure
(impairment of the heart's blood pumping
function), atrial fibrillation (an irregular heartbeat),
diabetes, and obstructive sleep apnea (a
condition when a person obstructs their airway
during sleep causing an interruption of the
breathing pattern). R3 was also legally blind and
had a right prosthetic eye.

On April 25, 2023, at 11:30 a.m. the surveyor
observed an oxygen concentrator (a
machine/device which concentrates the air in the
room to supply an oxygen-enriched product to a
person) in R3's room with green oxygen tubing
connected to a CPAP (continuous positive airway
pressure)/Bi-PAP (two level positive airway
pressure) machine which sat on R3's bedside
table. The surveyor also observed a document
labeled "Instruction for CPAP or Bi-PAP" taped to
the wall above the machine. The instructions
read:

-Add DISTILLED water to humidifying reservoir.
To fill line and replace reservoir

-Unclip head strap from mask on one side and
gather head strap in one hand.

-Assist resident in properly placing mask over
nose, mouth and forehead. (may have a separate
gel piece that goes over nose

-Slide head strap over top of head and under ears
-Reclip head strap to mask. Make sure strap is
tightened equally on both sides if it needs
readjusting

-Turn machine and oxygen on.

-Check for a proper seal around the mask making
sure there are no air leaks (if there is a leak
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recheck placement of mask or tightness of
straps)

The instructions lacked the indication of what flow
rate the concentrator should be set to.

On April 25, 2023, at 11:35 a.m. R3 stated he
used his CPAP/Bi-PAP machine each night and
had oxygen "at about six liters, | think". R3 stated
the staff assist him with all use of the
CPAP/BI-PAP machine and oxygen.

R3's Task sheet dated April 2023, indicated CPAP
assistance at bedtime; however, it lacked
direction or an indication of oxygen use/flow rate.
Additionally, R3's task sheet indicated twice daily
blood sugar checks.

R3's provider notes/orders dated April 19, 2023,
included an order for oxygen at a flow rate of two
liters per minute connected to R3's CPAP/Bi-PAP
machine during sleep.

R3's unsigned Service Plan dated March 14,
2023, indicated R3 received services to
medication management, TED (thrombo-embolic
deterrent) stockings (used to prevent blood clots
and reduce lower extremity swelling), CPAP or
Bi-PAP, blood sugar checks twice daily,
toileting/bathing/dressing assistance and the use
of an EZ stand (mechanical lift system) for all
transfers. The service plan failed to identify the
treatment of oxygen as connected to his
CPAP/Bi-PAP machine.

R3's Service Plan was revised on March 14,
2023, to include twice daily blood sugar check
(previously was once weekly) and a daily insulin
injection (a new order March 7, 2023). The
licensee failed to ensure the Service Plan was
signed or authenticated by the licensee or the

Minnesota Department of Health
STATE FORM 6899 SMS611 If continuation sheet 22 of 39



Minnesota Department of Health

PRINTED: 05/12/2023
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

30231

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

04/26/2023

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

810 WEST MAIN STREET
ADAMS, MN 55909

CEDAR COURT

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

01640

01750
SS=D

Continued From page 22

resident at the time of revision.

On April 25, 2023, at 1:30 p.m. operations
manager (OM)-F confirmed R3's service plan
dated March 14, 2023, lacked a signature by R3.

On April 26, 2023, at 9:30 a.m. clinical nurse
supervisor (CNS)-B stated she was not aware of
the oxygen being used with R3's CPAP/Bi-PAP
machine. CNS-B confirmed the treatment of
oxygen was not on R3's service plan.

The licensee's Contents of Service Plans policy
dated November 28, 2022, indicated all Assisted
Living residents have an up-to date Service Plan
identifying services to be provided based on the
assessment by the registered nurse (RN) and/or
other licensed health professionals. Service plans
and any revisions to Service Plans would have a
signature or other authentication by the facility
and by the resident.

No further information was provided.

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

144G.71 Subd. 7 Delegation of medication
administration

When administration of medications is delegated
to unlicensed personnel, the assisted living facility
must ensure that the registered nurse has:

(1) instructed the unlicensed personnel in the
proper methods to administer the medications,
and the unlicensed personnel has demonstrated
the ability to competently follow the procedures;
(2) specified, in writing, specific instructions for
each resident and documented those instructions
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in the resident's records; and
(3) communicated with the unlicensed personnel
about the individual needs of the resident.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure insulin
administration via a prefilled insulin pen was
administered according to manufacturer
instructions, for one of one resident (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) 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:

R3's diagnoses included congestive heart failure
(impairment of the heart's blood pumping
function), atrial fibrillation (an irregular heartbeat),
diabetes (the body's inability to adequately
manage blood sugar), and obstructive sleep
apnea (a condition when a person obstructs their
airway during sleep causing an interruption of the
breathing pattern). R3 was also legally blind and
had a right prosthetic eye.

R3's unsigned Service Plan dated March 14,
2023, indicated R3 received services to include
medication management, daily insulin injections,
and blood sugar checks twice daily.

R3's provider's orders dated April 18, 2023,
indicated Lantus Solostar insulin 11 units
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subcutaneously (injected at a shallow depth in the
skin) daily.

On April 25, 2023, at 7:30 a.m. unlicensed
personnel (ULP)-D was observed at the
medication cart setting up R3's morning
medications. ULP-D removed R3's Lantus insulin
pen cartridge from the medication cart and
immediately attached a pen needle to the end of
the cartridge. ULP-D primed the insulin pen with
the designated two units of insulin and dialed the
insulin pen to the prescribed 11 units of insulin.
ULP-D was then observed to take the insulin pen
to R3, told R3 what she was doing, pulled up his
t-shirt, and administered/injected the insulin into
his left upper abdomen and held the insulin pen in
place for 10 seconds as per protocol. ULP-D then
removed the insulin pen from the abdomen,
repositioned his t-shirt, returned to the medication
cart, disconnected the needle end, and returned
the insulin cartridge to his compartment in the
medication cart. ULP-D failed to wipe the insulin
pen cartridge tip prior to placing the needle on it
and failed to properly cleanse (alcohol wipe) R3's
skin prior to the insulin injection.

On April 26, 2023, at 9:19 a.m. clinical nurse
supervisor (CNS)-B stated she expected the staff
would follow the proper procedure and wipe the
tip of the insulin cartridge prior to applying a new
needle and then properly cleanse the resident's
skin prior to inserting a needle and insulin.

The licensee's undated, Insulin
Administration-Skills Validation indicated "select
injection site and swab with alcohol. Allow area to
dry prior to injection. The Insulin
Administration-Skills Validation did not address
the need to wipe the insulin tip.
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A prescription drug, prior to being set up for
immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure time
sensitive medications were dated when opened
for one of two residents (R4) and failed to discard
a medication when it had exceeded its
recommended period of safe use time once
opened for one of one resident (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 an isolated scope (when one or a
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Lantus Solostar manufacturer's instructions dated
2022, instructed users to wipe the tip of the
insulin cartridge with an alcohol wipe prior to
applying the needle. Additionally, the instructions
indicated to cleanse the injection site with an
alcohol wipe prior to insulin injection.
No further information was provided.
TIME PERIOD FOR CORRECTION: Seven (7)
days
01890, 144G.71 Subd. 20 Prescription drugs 01890
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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:

On April 25, 2023, at 9:55 a.m. the surveyor
observed the medication cart for the memory
care residents with unlicensed personnel
(ULP)-D.

R4

R4's latanoprost (treats increased pressure inside
the eye) 0.005% eye drops lacked a date to
indicate when staff opened it, or when it would
expire.

ULP-D confirmed the findings at this time and
verified eye drops should be dated when opened
and when they would expire.

On April 25, 2023, at 9:20 a.m. CNS-B stated all
eye drops should be dated when opened.

The latanoprost manufacturer's instructions
package insert revised August 2011, noted:
-Once a bottle is opened for use, it may be stored
at room temperature up to six weeks.

R3

The licensee failed to discard R3's eye drops
when they had exceeded the recommended
period of time (28 days) of safe use, once
opened.

On April 25, 2023, at 7:30 a.m. the surveyor
observed the medication cart with ULP-D. ULP-D
pulled out R3's 1.4% artificial tears eye drops
from the medication cart as needed for his 8:00
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a.m. medication administration time. The
surveyor observed the eye drop bottle included a
date opened label written as "March 23" and
included additional print that read do not use after
28 days, once opened.

ULP-D stated she had just reviewed the
medication cart the day before and had not
recognized the date had then exceeded 28 days
since opened. ULP-D indicated the date "March
23" written on the label was recognized as March
23, 2023. ULP-D confirmed the eye drops had
now been opened for 33 days (five days past the
recommended use date).

On April 26, 2023, at 9:21 a.m. CNS-B stated she
was made aware of R3's eye drops and the bottle
in use was beyond the 28-day time period for safe
use and stated she had completed a medication
cart audit the week before and did not recognize
the due date for reorder was approaching and
failed to order a new bottle.

The manufacturer's package inserts dated July
15, 2009, indicated "You must throw away the
bottle 28 days after you first opened it, even if
there are still some drops left."

The licensee's Storage of Medications policy
dated November 23, 2022, indicated medications
would be handled and stored per acceptable
standards.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health

STATE FORM

6899 SMS611

If continuation sheet 28 of 39




Minnesota Department of Health

PRINTED: 05/12/2023
FORM APPROVED

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.

(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.

(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to document in the resident's
record the disposition of the medication including
the medication strength, for one of one
discharged resident (R1).

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
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situation has occurred only occasionally).
The findings include:

R1 was discharged to a skilled nursing facility on
February 20, 2022.

R1's record included an untitled form that had
columns to identify the date, medication, RX#
(medical prescription number), quantity, location
of disposal, nurse signature and witness
signature. The document did not include a
column for the medication strength.

- The following medications were listed without a
strength: vitamin D3 (supplement), duloxetine
(antidepressant), levothyroxine (thyroid hormone),
senna plus (constipation), Nystop powder
(antifungal), and ferrous sulfate (iron deficiency).

On April 24, 2023, at 3:50 p.m. clinical nurse
supervisor (CNS)-B stated though the strength
was identified for most of the medications listed
on the form, the strength of medications as listed
above was missing on the disposition log for R1.
CNS-B indicated she may need to alter the form
to include a column for strength to ensure it is not
missed.

The licensee's Disposition or Disposal of
Medication policy dated reviewed November 23,
2022, noted documentation of the destruction,
listing the date, quantity, name of drug,
prescription number, signature of person
destroying the drugs and signature of witness to
the destruction must be recorded and maintained
in the resident's record for two years. The policy
lacked information to include the medication
strength.

No further information was provided.
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therapy managemen

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

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

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

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

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

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

This MN Requirement is not met as evidenced
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TIME PERIOD FOR CORRECTION: Seven (7)
days
01940 144G.72 Subd. 3 Individualized treatment or 01940
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by:

Based on observation, interview, and record
review, the licensee failed to develop and
implement a treatment or therapy management
plan to include all required content for one of two
residents (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 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:

During the entrance conference on April 24, 2023,
at 10:50 a.m. licensed assisted living director
(LALD)-A stated the licensee provided treatment
management services to residents, including
oxygen.

R3's diagnoses included congestive heart failure
(impairment of the heart's blood pumping
function) and obstructive sleep apnea (a condition
when a person obstructs their airway during sleep
causing an interruption of the breathing pattern).

R3's unsigned Service Plan dated March 14,
2023, indicated R3 received services to include
assistance with the application and removal of a
CPAP (continuous positive airway pressure) or
Bi-PAP (two level positive airway pressure), every
night at bedtime. The service plan failed to
identify the treatment of oxygen as connected to
his CPAP/Bi-PAP machine.
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On April 25, 2023, at 11:30 a.m. the surveyor
observed an oxygen concentrator (a
machine/device which concentrates the air in the
room to supply an oxygen-enriched product to a
person) in R3's room with green oxygen tubing
connected to a CPAP machine which sat on R3's
bedside table. The surveyor also observed a
document labeled "Instruction for CPAP or
Bi-PAP" taped to the wall above the machine. The
instructions read:

-Add DISTILLED water to humidifying reservoir.
To fill line and replace reservoir

-Unclip head strap from mask on one side and
gather head strap in one hand.

-Assist resident in properly placing mask over
nose, mouth, and forehead. (may have a
separate gel piece that goes over nose

-Slide head strap over top of head and under ears
-Reclip head strap to mask. Make sure strap is
tightened equally on both sides if it needs
readjusting

-Turn machine and oxygen on.

-Check for a proper seal around the mask making
sure there are no air leaks (if there is a leak
recheck placement of mask or tightness of
straps)

The instructions lacked the indication of what flow
rate the concentrator should be set to.

On April 25, 2023, at 11:35 a.m. R3 stated he
used his CPAP/Bi-PAP machine each night and
had oxygen "at about six liters, | think". R3 stated
the staff assist him with all use of the
CPAP/BI-PAP machine and oxygen.

R3's provider notes/orders dated April 19, 2023,
included an order for oxygen at a flow rate of two
liters per minute connected to R3's CPAP/Bi-PAP
machine during sleep.
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R3's Task sheet dated April 2023, indicated CPAP
assistance at bedtime; however, it lacked
direction or an indication of oxygen use/flow rate.

R3's Level of Care Form V6 (90-day assessment)
dated March 14, 2023, in section M identified as
"Respiratory Equipment, included the treatment of
CPAP or Bi-PAP, however the licensee failed to
identify the use of oxygen or oxygen equipment.
R3's 90-day assessment also contained an
Individualized Treatment and Therapy
Management Plan; however, the plan lacked the
following required content for the use of oxygen:
(1) a statement of the type of services that will be
provided;

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

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

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

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

On April 26, 2023, at 9:30 a.m. clinical nurse
supervisor (CNS)-B stated R3's treatment order
was new on April 5, 2023, and she was not aware
R3 had oxygen with his CPAP machine.

The licensee's Treatment Management Plan
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policy dated November 23, 2022, indicated a
registered nurse (RN) would develop a treatment
management plan for each resident receiving
treatment management services. The treatment
management plan would include:

1. [Licensee name] staff will provide
treatment/therapy management services only
after a face-to-face assessment has been
performed by our Registered Nurse.

2. The RN will assess the resident on
pre-admission, admission, at 14-day, every
90-day and anytime there is a change in
conditions.

3. The RN will discuss with the resident what
treatment/therapy they are receiving the reason
for the treatment/therapy.

4. The RN will obtain orders for
treatment/therapies for services provided.

5. The treatment or therapy services will be
recorded on the service plan/task.

6. The RN will identify what treatment and
therapies will be delegated to the unlicensed staff
and train them on the treatment and therapy prior
to having them perform the treatment/therapy.

7. The nurse will document any specific
instruction related to the treatment and therapy
administration on the record for the staff to view.
8. The nurse will have a procedure for when to
notify the nurse and a procedure of notifying a
registered nurse or appropriate licensed health
professional when a problem arises with
treatments or therapy services.

9. The RN will assess the resident every 90
days or as needed based on the
treatment/therapy plan that is in place.

10.  The RN will update the provider on
treatment or therapy status changes as needed
or based on orders.

11.  Treatment and therapy orders will be
renewed yearly or when there is a change in
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treatment/therapy needed.
No further information was provided.
TIME PERIOD FOR CORRECTION: Seven (7)
days
01960 144G.72 Subd. 5 Documentation of 01960
SS=D| administration of treatments

Each treatment or therapy administered by an
assisted living facility must be in the resident
record. The documentation must include the
signature and title of the person who
administered the treatment or therapy and must
include the date and time of administration. When
treatment or therapies are not administered as
ordered or prescribed, the provider must
document the reason why it was not administered
and any follow-up procedures that were provided
to meet the resident's needs.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure treatment or
therapies were administered as prescribed for
one of two residents (R2).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death) and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).
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The findings include:

R2's diagnoses included dementia (memory
loss), atherosclerosis of native arteries of right leg
(narrowing of the leg arteries), non-pressure
chronic ulcer (an open sore or wound that
develops on the skin caused by poor blood
circulation or injury) of right lower leg.

R2's service plan signed by R2's responsible
party on January 13, 2023, indicated R2 received
dressing changes to the right heel.

R2's prescriber orders dated April 19, 2023,
included an order to clean right heel wound with
wound cleanser (a solution used to remove
foreign materials and microorganisms from
wounds), pat dry, apply lodosorb (anti-infective
ointment that promotes healing of skin ulcers and
wounds) topically, cover with foam border
dressing, change every 3 days, and as needed.

R2's April 2023, medication administration record
(MAR) indicated R2 received wound care to right
heel every three days and as needed when
soiled. Remove old dressing, wash hands and
put on new gloves. Wash wound out with wound
cleanser and gauze pad. Apply a pea size
amount of lodosorb ointment directly into wound
bed. Cover ulcer site with Mepilex (foam boarder
dressing) 2 x 2 dressing and tape as needed.

On April 25, 2023, at 8:56 a.m. unlicensed
personnel (ULP)-D was observed to change R2's
right heel dressing. ULP-D sanitized hands and
applied gloves. ULP-D removed R2's right sock
and dressing. Drainage was present on R2's
sock. ULP-D removed their gloves and sanitized
their hands, and stated she needed to notify the
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registered nurse (RN) due to the increase in
drainage. RN-C came into the room and
assessed R2's heel wound, took measurements,
asked R2 and ULP-D questions, and instructed
ULP-D she could continue with dressing change.
ULP-D then obtained R2's wound care supplies
contained in a plastic tub on upper shelf of his
closet, sanitized their hands and applied clean
gloves. ULP-D took a container of acetic acid
(vinegar water) 0.25% and saturated a clean 4x4
gauze pad with the solution. ULP-D then put the
saturated gauze pad to R2's open wound and
gently scrubbed the wound bed while squeezing
the acetic acid from gauze pad onto the wound.
After this, ULP-D grabbed the wound cleanser
and sprayed the wound area while using a clean
gauze pad to "pat dry" the area. ULP-D removed
their gloves, sanitized their hands, and applied a
clean pair of gloves. ULP-D applied a pea size
amount of lodosorb to a sterile Q-tip and spread
onto the wound bed. Following this, ULP-D took
a foam dressing, covered the wound area, and
taped it into place. ULP-D removed their gloves,
sanitized their hands, and put R2's wound care
supplies away.

Immediately following the wound care procedure,
ULP-D stated she has been using the acetic acid
to R2's wound "for a long time". ULP-D then
acknowledged there was no current order for the
acetic acid indicating she had not followed the
ordered treatment. ULP-D further stated, "he's
had a lot of treatment changes".

On April 25, 2023, at 2:12 p.m. RN-C stated she
would expect wound care to be completed as
ordered. RN-C further stated she would remove
the acetic acid from R2's wound care container
indicating it should have been removed when the
order changed.
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The licensee's Administration of Medication,
Treatment and Therapy by Unlicensed Personnel
policy dated reviewed November 23, 2022,
included:
2. Medications, treatment, and therapy always
need to be administered according to the "6
Rights"

a. right person

b. right medication, treatment, or therapy

c. right time

d. right route (by mouth, eye drops, to the
skin, etc.)

e. right dose (how many milligrams, drops,
etc.)

f. right chart/record to document that the
medication, treatment, and therapy was taken.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Minnesota Department of Health
Division of Environmental Health, FPLS
P.O. Box 64975

DEPARTMENT St. Paul, MN 55164-0975
OF HEALTH 651-201-4500

Eny EZ/”Z . Food and Beverage Establishment Page 1
ate: .

Time:  10:15:52 Inspection Report

Report: 8044231136

— Location: — Establishment Infe:
Cedar Court ID #: 0038229
810 West Main Street Risk:
Adams, MN55909 Announced Inspection: No

Mower County, 50

— License Categories: — Operator:
; Phone #: 5075823263
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.

3-800 Highly Susceptible Populations
3-801.11B ** Priority 1 **

MN Rule 4626.0447B Discontinue using unpasteurized eggs or egg products in the preparation of Caesar salad,
hollandaise or Bearnaise sauce, mayonnaise, meringue, eggnog, ice cream, and egg-fortified beverages when
serving a highly susceptible population.

Unpasteurized eggs used for undercooked fried eggs.
Comply By: 04/26/23

5-200B Plumbing: cross connections
5-203.14A ** Priority 1 **

MN Rule 4626.1085A Water used under pressure in equipment in food and beverage establishments must be
drained to a sanitary sewer through an air gap. Examples: refrigeration cooling water, water softener, and
drained steam jacketed kettles.

Air gap for water softener discharge hose below flood rim.
Comply By: 05/10/23

5-200B Plumbing: cross connections
5-203.14C ** Priority 1 **

MN Rule 4626.1085A Provide a reduced pressure zone (RPZ) backflow preventer to protect water distribution
lines subject to back pressure, such as the water supply serving a boiler.

No backflow preventer for boiler.
Comply By: 04/26/24
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2-100 Supervision
2-102.12DMN
MN Rule 4626.0033D Post the certified food protection manager certificate.

State of Minnesota certificate not posted.
Comply By: 04/26/23

3-300C Protection from Contamination: equipment/utensils, consumers
3-304.14B

MN Rule 4626.0285B Wiping cloths used for wiping counters and other equipment surfaces must be held in an
approved sanitizing solution and laundered daily.

Quaternary ammonium in wiping bucket measured at 100 ppm.
Comply By: 04/26/23

4-500 Equipment Maintenance and Operation
4-501.11AB

MN Rule 4626.0735AB All equipment and components must be in good repair and maintained and adjusted in
accordance with manufacturer's specifications.

Walk in freezer leaking condensate from condenser.
Comply By: 05/26/23

4-900 Protecting Clean Items
4-903.12A

MN Rule 4626.0960A Discontinue storage of food, clean equipment, linens, utensils, or single-service and

single-use articles in locker rooms; toilet rooms; garbage rooms; mechanical rooms; under unshielded sewer
lines; under leaking water lines or sources of condensation or moisture; under open stairwells; or under other
sources of contamination.

No splash guard for handwashing sink next to prep table.
Discontinue storing or prepping food next to prep sink until splash guard us installed.'

Condensate dripping onto bags of food in walk in freezer.
Comply By: 04/26/23

Surface and Equipment Sanitizers

Quaternary Ammonia: = 100 ppm at Degrees Fahrenheit
Location: Bucket
Violation Issued: Yes

Hot Water: = at 167.9 Degrees Fahrenheit
Location: Dishwasher
Violation Issued: No
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Food and Equipment Temperatures

Process/Item: Cooking
Temperature: 208 Degrees Fahrenheit - Location: Rice
Violation Issued: No

Process/Item: Cooking
Temperature: 160.0 Degrees Fahrenheit - Location: Pork chop
Violation Issued: No

Process/Item: Cold Holding
Temperature: 39.0 Degrees Fahrenheit - Location: Milk in upright
Violation Issued: No

Process/Item: Cold Holding
Temperature: 42.0 Degrees Fahrenheit - Location: Upright cooler
Violation Issued: No

Process/Item: Cold Holding
Temperature: 39.0 Degrees Fahrenheit - Location: WIC
Violation Issued: No

Process/Item: Cold Holding
Temperature: 41.0 Degrees Fahrenheit - Location: Tuna salad in WIC
Violation Issued: No

Process/Item: Cold Holding
Temperature: 41.0 Degrees Fahrenheit - Location: Turkey in WIC
Violation Issued: No

Total Orders In This Report Priority 1 Priority 2 Priority 3
3 0 4

HRD inspection conducted with Susan Kalis, Deb Jacobson and Rob Davis.

Inspection report reviewed on site with
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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 8044231136 of 04/26/23.

Certified Food Protection ManagerRhonda J. Musel
Certification Number: _FM19642 Expires:; _06/25/23

Inspection report reviewed with person in charge and emailed.

S OVl
Signed_,

Michael DeMars, RS

Public Health Sanitarian Il
Rochester District Office
507-206-4715
michael.demars@state.mn.us

Signed:

Inspector signe
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