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Edenbrook of St Cloud 1717 University Drive Southeast
Saint Cloud, MN 56304

F 0886

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Many

Perform COVID19 testing on residents and staff.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45842

Based on interview and document review, the facility failed to test all employees for COVID-19 during a 
facility outbreak status as directed by the Center for Disease Control (CDC). The facility failed to review 
employee testing logs, and as a result 12 staff members worked with residents during the outbreak without 
being tested every 3-7 days. Of those 12 staff that have worked with residents but not tested , 3 were not 
vaccinated and at higher risk of contracting COVID-19 when exposed. This deficient practice resulted in an 
immediate jeopardy (IJ) situation for all 66 residents residing in the facility during a COVID-19 outbreak. 7 of 
those residents ( R7, R8, R9, R10, R11, R12 and R13) were not vaccinated for COVID-19 and at a higher 
risk of contracting COVID-19 when exposed and had a higher risk of adverse outcome. 34 residents (R6, R8, 
R11, R13, R14, R15, R16, R17, R18, R19, R20 , R21, R22, R23, R24, R25, R26, R27, R28, R29, R30, R31, 
R32, R33, R34, R35, R36, R37, R38, R39, R40, R41, R42, R43) had contracted COVID-19 between 
12/11/22 and 12/27/22, two of those residents were unvaccinated (R8 and R11), and (R6) was hospitalized 
with COVID-19. 

The IJ began on 12/11/22, when R13 became positive for COVID-19 and the facility failed to either conduct 
contact tracing, or ensure all staff were testing every 3 - 7 days during the outbreak as directed by the Center 
for Disease Control (CDC) and facility policy. The administrator and director of nursing (DON) were notified 
of the IJ on 12/29/22, at 5:15 p.m. The IJ was removed on 12/30/22, at 2:30 p.m., but noncompliance 
remained at the lower scope and severity level of F, widespread, which indicated no actual harm with 
potential for more than minimal harm that was not immediate jeopardy.

Findings include: 

The current Center for Disease Control (CDC) guidance indicated testing with authorized nucleic acid or 
antigen detection assays was an important addition to other infection prevention and control (IPC) 
recommendations aimed to prevent COVID-19 from entering nursing homes, detecting cases quickly, and 
stopping transmission. Swift identification of confirmed COVID-19 cases allows the facility to take immediate 
action to remove exposure risks to nursing home residents and staff. When one case of COVID-19 is 
identified, either contact tracing or broad based outbreak testing is required. With broad based testing, all 
staff would need to be tested every three to seven days until there were fourteen days without a COVID-19 
positive staff or resident.

The facility's policy COVID-19 Testing Plan last revised 12/28/22, indicated upon identification of a single 
new case of COVID-19, all staff and residents would be tested regardless of vaccination status and testing 
would continue until there were no new cases for fourteen days.
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Review of the facility resident COVID-19 positive log indicated the following:

On 12/11/22, one resident (R13) was positive for COVID-19.

On 12/12/22, five residents (R6, R11, R14, R15, R16) were positive for COVID-19. R6 was sent to the 
emergency roiagnom on [DATE], and hospitalized .

On 12/14/22, two residents (R17, R18) were positive for COVID+19.

On 12/15/22, four residents (R19. R20, R21, R22) were positive for COVID+19

On 12/16/22, one resident (R23) was positive for COVID-19.

On 12/17/22, one resident (R24) was positive for COVID-19.

On 12/19/22, three residents (R34, R35, R36) were positive for COVID-19.

On 12/20/22, one resident (R37) was positive for COVID-19.

On 12/22/22, four residents (R38, R39, R40, R41) were positive for COVID-19.

On 12/23/22, on resident (R25) was positive for COVID-19.

On 12/24/22, one resident (R26) was positive for COVID-19.

On 12/25/22 two residents (R27, R28) were positive for COVID-19

On 12/26/22 four residents (R8, R29, R30, R31) were positive for COVID-19.

On 12/27/22 three residents (R32, R42, R43) were positive for COVID-19.

The facility's Resident Vaccination log identified the following residents were not vaccinated against 
COVID-19, therefore at higher risk of adverse outcome if they were to contract the virus: R7, R8, R9, R10, 
R11, R12, and R13. 

Review of staff schedules and facility testing logs from 12/11/22, to 12/24/22, indicated 12 staff members had 
worked without being tested as required. The information about the 12 staff member is as follows:

Nursing assistant (NA)-A worked 12/17/22, and 12/18/22, but did not test for COVID-19 for the weeks that 
began with 12/11/22, and 12/18/22.

NA-B worked 12/13/22 and did not test for COVID-19 the week that began 12/11/22.

NA-C worked 12/18/22 and did not test for COVID-19 the week that began 12/18/22

(continued on next page)
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NA-D worked 12/12/22, 12/13/22, 12/14/22, 12/15/22, 12/17/22, 12/18/22, 12/19/22, 12/20/22, 12/21/22, 
12/22/22, and 12/24/22, but failed to test for COVID-19 the weeks beginning 12/11/22, and 12/18/22.

NA-E worked 12/19/22, 12/20/22, and 12/24/22 and failed to test for COVID-19 the week that began 
12/11/22.

NA-F worked 12/19/22, 12/20/22, 12/23/22, and 12/24/22, but failed to test for COVID-19 the week that 
began 12/18/22.

NA-G worked 12/18/22, but failed to test for COVID-19 the week that began 12/18/22.

Licensed practical nurse (LPN)-A worked 12/12/22, 12/13/22, 12/14/22, 12/15/22, 12/16/22, 12/17/22, 
12/18/22, 12/19/22, 12/20/22, 12/21/22, 12/22/22, 12/23/22, 12/24/22, but failed to test for COVID-19 the 
weeks that began 12/11/22, and 12/18/22.

LPN-B worked 12/19/22, and 12/23/22, but failed to test for COVID-19 the week that began 12/18/22.

Cook (C)-A worked 12/19/22, 12/21/22, 12/22/22, 12/23/22, and 12/24/22, but failed to test for COVID-19 the 
week that began 12/18/22. The staff vaccination record identified had not been vaccinated for COVID-19. 

Dietary Aide (DA)-A worked 12/11/22, but failed to test for COVID-19 the week that began 12/11/22. The 
staff vaccination log identified DA-A had not been vaccinated against COVID-19. 

DA-B worked 12/11/22, 12/13/22, 12/15/22, 12/16/22, 12/17/22, 12/18/22, 12/19/22, 12/21/22, 12/22/22, and 
12/24/22, but failed to test for COVID-19 the weeks that began 12/11/22, and 12/18/22.

DA-C worked 12/11/22, 12/13/22, 12/15/22, and 12/16/22, but failed to test for COVID-19 the week that 
began 12/11/22. The staff vaccination log identified DA-C had not been vaccinated against COVID-19. 

During an interview on 12/29/2022, at 2:47 PM NA-E stated she tested twice a week until she became 
COVID-19 positive in August. NA-E stated she had not tested the week of 12/11/22 because she had been 
positive in August, 4 months prior. 

During an interview on 12/29/2022, at 3:59 PM NA-F stated staff tested every time they came in. NA-F stated 
she could not remember if she had tested the week that started 12/18/22. When explained what was on the 
testing log NA-F stated she could not remember why she had not tested that week. 

During an interview on 12/29/2022, at 4:19 PM NA-C acknowledge testing was done twice a week if you 
were working. NA-C acknowledge she only worked two times that week so did not test even though she was 
supposed to.

During an interview on 12/29/2022, at 4:29 PM DA-C acknowledged staff should covid test twice a week 
while in outbreak. DA-C stated he forgot to test the week of 12/11/22.
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R6's face sheet indicated diagnoses that included Type two diabetes with ketoacidosis, peripheral vascular 
disease, hypertensive heart disease, and Acute kidney failure. 

R6's hospitalization admission history and physical (HP) dated 12/20/22, at 1:05 a.m. indicated R6 had fever 
of 103 degrees Fahrenheit (F), cough, headache, congestion, and generalized weakness, which contributed 
to a fall as part of hospitalization . The HP indicated the white blood cell count was normal but did show a left 
shift which indicated an infectious process occurred. R6 was started on Lovenox-injectable blood thinner, 
due to COVID-19 diagnosis. The hospital records identified R6 was admitted on [DATE] and returned to the 
facility on [DATE] with a diagnosis of COVID-19. 

During an interview on 12/29/22, at 12:03 p.m. the director of nursing (DON) stated she was also the 
infection preventionist (IP) for the facility and was in charge of COVID testing. The DON acknowledge they 
did not do contact tracing but started facility wide testing right away. The DON stated there was a table at the 
employee entrance with testing supplies, and a sign that stated all staff needed to test weekly due to facility 
being in outbreak status. The DON acknowledge that testing was done by staff and nobody oversaw to make 
sure each staff working actually got tested . There was no tracking to ensure that happened. The DON 
reviewed the COVID-19 testing log and the staff schedule from 12/11/22, to 12/24/22, and acknowledge that 
12 staff members had worked around residents in that time period and had not tested according to policy. 
The DON stated all 12 staff should have tested at least weekly.

During interview on 12/29/22, at 2:48 p.m. the administrator stated her expectation was that all staff tested 
according to facility policy while in outbreak status.

The IJ which began on 12/11/22, was removed on 12/30/22, at 2:30 p.m. when it could be verified through 
observation, interview and document review the facility had tested all their employees to ensure all 
employees had a verified negative COVID-19 test result prior to the start of their shift. Administration had 
trained all employees on COVID-19 test requirements. Policies were reviewed and revised to reflect 
protocols for testing procedures and tracking to ensure all staff were tested for COVID-19 in a manner 
consistent with current standards of practice for conducting and tracking COVID-19 tests; Education was 
provided to all staff on current and updated COVID protocols for staff and would continue for continued 
outbreak testing; and completion of testing and training would be tracked, analyzed, and acted on to ensure 
compliance with routine and outbreak testing. 
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