m1 DEPARTMENT
- OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
June 12, 2026

Administrator

INTERFAITH CARE CENTER
811 THIRD STREET
CARLTON, MN 55718

RE: CCN: 245024
Cycle Start Date: April 22, 2026

Dear Administrator:

On June 2, 2026, the Minnesota Department(s) of Health and Public Safety, completed a revisit to
verify that your facility had achieved and maintained compliance. Based on our review, we have
determined that your facility has achieved substantial compliance; therefore no remedies will be
Imposed.

Feel free to contact me if you have questions.

Sincerely,

oSl Hone

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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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
May 1, 2026

Administrator
INTERFAITH CARE CENTER

811 THIRD STREET
CARLTON, MN 55718

RE: CCN:245024
Cycle Start Date: April 22, 2026

Dear Administrator:

On April 22, 2026, 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:

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

https://igies.cms.gov/providers/276831/surveys/2045084/letters/5846105/generate/4912 1/5
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 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 recuir.
o 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.
e An electronic acknowledgement signature and date by an official facility

representative.

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" tagQ), i.e., the plan of

correction should be directed to:

Alex Warren, Regional Operations Supervisor
Duluth District Office

Health Regulation Division

Minnesota Department of Health

11 East Superior Street, Suite 290

Duluth, MN 55082

Email: Alex.Warren@state.mn.us

Office: 218-302-6186 Mobile: 651-279-5375

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
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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

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 July 22, 2026 (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 October 22,
2026 (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)
In accordance with 42 CFR 488.331 and Minnesota Statute 144A.10 subd 15, you have
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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: https://forms.web.health.state.mn.us/form/NHDisputeResolution

This request must be sent within the same ten calendar days you have for submitting an
ePoC for the cited deficiencies. Please note that the failure to complete the informal

dispute resolution process will not delay the dates specified for compliance or the
Imposition of remedies.

A copy of the Department’s informal dispute resolution policies is posted on the MDH
Information Bulletin website at:

https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html

INDEPENDENT INFORMAL DISPUTE RESOLUTION (INDEPENDENT IDR)

In accordance with 42 CFR § 488.431 and Minnesota Statute 144A.10 subd 16, when a
CMP subject to being collected and placed in an escrow account is imposed, you have

one opportunity to question cited deficiencies through an Independent IDR process. You

may also contest scope and severity assessments for deficiencies which resulted in a
finding of SQC or immediate jeopardy. 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:

https.//forms.web.health.state.mn.us/form/NHDisputeResolution

A facility may not use both IDR and independent IDR for the same deficiency citation(s)
arising from the same survey unless the IDR process was completed prior to the

imposition of the CMP. This request must be sent within ten calendar days of receipt of
this offer. An incomplete Independent IDR process will not delay the effective date of

any enforcement action.

Questions regarding all documents submitted as a response to the Life Safety Code
deficiencies (those preceded by a "K" taq), 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
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Web: www.sfm.dps.mn.gov
Cell: 1-507-308-4189

Feel free to contact me if you have questions.

Sincerely,

_h/w il %hdwﬁ

Kamala Fiske-Downing
Compliance Analyst | Federal Enforcement
Health Regulation Division

Minnesota Department of Health

Kamala.Fiske-Downing@state.mn.us
Office: 651-201-4112
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INTERFAITH CARE CENTER 811 THIRD STREET , CARLTON, Minnesota, 55718

PROVIDER'S PLAN OF CORRECTION
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAC%ggggﬁ%ﬂg&SSJE%NTEHT%%LD EE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DATE

APPROPRIATE DEFICIENCY)

Initial Comments 05/11/2026
On 4/21 to 4/22/26, a survey for compliance with
CFR 8483.73, Appendix Z, Emergency Preparedness
Requirements was conducted during a standard
recertification survey. The facility was IN

compliance.

The faclility 1s enrolled in ePOC and therefore a
signature Is not required at the bottom of the first
page of the CMS-2567 form. Although no plan of
correction Is required, it Is required that the facility
acknowledge receipt of the electronic documents.

INITIAL COMMENTS 05/11/2026
On 4/21 to 4/22/26, a federal recertification survey
was conducted using the Risk-Based Survey (RBS)
process at your faclility. Your facility was NOT In

compliance with 842 CFR 483, Subpart B,
Requirements for Long Term Care Facllities.

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

of compliance.

Upon recelpt of an acceptable electronic POC, an
onsite revisit of your facility may be conducted to
validate substantial compliance with the regulations
has been attained.

It Is the policy of Inter-Faith Care Center to ensure 05/11/2026
that all residents drug regimens are free from
unnecessary drugs.

Drug Regimen Is Free from Unnecessary Drugs
CFR(s): 483.45(d)(1)-(6)

8483.45(d) Unnecessary Drugs-General.
R4's side effect monitoring was updated to include
monitoring for use of anticoagulant medications. The
facility policy on unnecessary drugs was reviewed
and updated.

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug Is any
drug when used-

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable
14 days following the date these documents are made avallable to the facility. If deficiencies are cited, an approved plan of correction Is requisite to continued
program participation.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1F349C-H1 Facility ID: 00047 If continuation sheet Page 1 of 3
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8483.45(d)(1) In excessive dose (including duplicate
drug therapy); or

8483.45(d)(2) For excessive duration; or

8483.45(d)(3) Without adequate monitoring; or

8483.45(d)(4) Without adequate indications for its
use; or

8483.45(d)(5) In the presence of adverse
consequences which indicate the dose should be
reduced or discontinued; or

8483.45(d)(6) Any combinations of the reasons stated
In paragraphs (d)(1) through (5) of this section.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
falled to Implement appropriate monitoring for a
resident taking an anticoagulant medication for 1 of
1 resident (R4) reviewed for anticoagulant
medication.

Findings include:

R4’s admission minimum data set (MDS) dated
2/5/26, identified intact cognition and diagnoses of
cerebral infarction due to unspecified occlusion or
stenosis of right carotid arteries, and atrial
fibrillation (an irregular heart rhythm which can lead
to blood clots) The MDS also identified R4 had an
anticoagulant medication.

R4's care area assessment (CAA) worksheet
Identifled the daily use of anticoagulants increases
the risk for bruising and skin injury as well as
extending the healing time for wounds.

R4's care plan dated 1/29/26, identified a focus
statement for stroke and to give medications as
ordered by the physician and to monitor and
document side effects and effectiveness. The care
plan didn’t identify to monitor for bruising or
bleeding.

R4's provider orders didn’t reflect monitoring for
bruising or bleeding. On 4/19/26, an order for
apixaban (an anticoagulant medication) 5 milligrams

Event ID: 1F349C-H1

The practice had the ability to affect all residents on

an anticoagulant medication. All residents
medication orders were reviewed and updated to

ensure the appropriate anticoagulant monitoring Is In

place.

All facility staff responsible for input of medication
orders and/or passing medications have been
re-educated on the updated policy.

The DON or designee will monitor medication orders

weekly x4 weeks, then monthly for three months to
ensure compliance. The results of all audits will be
reviewed by the facility quality assurance
performance improvement committee.

Date of Compliance: 5/11/2026

Facility ID: 00047
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During an interview on 4/22/26 at 8:39 a.m.,
licensed practical nurse (LPN)-A stated they did
medication monitoring for things like antidepressant
medication, If a resident were on an antidepressant
and were crying more often, they would make
progress notes and update the provider.

During an interview on 4/22/26 at 8:49 a.m., LPN-B
stated medications that would need monitoring
would be diabetic medications, psychotropic
medications, and for anticoagulant medications they
would watch for bleeding and making sure related
labs were getting done. LPN-B thought the
monitoring would be on the treatment administration
record (TAR) but was unable to find it.

During an interview on 4/22/26 at 9:02 a.m.,
registered nurse (RN)-A, a nurse manager for R4,
stated they should have bleeding and bruising
monitoring for residents on coumadin and Eliquis, or
any anticoagulant medication. RN-A reviewed R4'’s
orders and didn’t identify monitoring for bruising or
bleeding. RN-A stated It Is important to do
monitoring In the case they started having bleeding
or gastrointestinal bleeding they would need to
update the provider right away.

During an interview on 4/22/26 at 10:15 a.m., the
director of nursing (DON) stated they needed to be
monitoring residents on anticoagulant medications
because If they started bleeding, they may not stop
so It would be important to update the provider.

A policy, Medication Monitoring dated 4/22/26,
identified Its purpose was to ensure that all
medications administered in the skilled nursing
facility are appropriately monitored for effectiveness,
safety, and necessity in accordance with Minnesota
regulations and federal requirements, including
prevention of adverse drug events and unnecessary
medications. For high-risk medication monitoring
enhanced monitoring Is required for anticoagulants
(e.g., INR monitoring), Diabetic medications (blood
glucose monitoring), Oploids (sedation, respiratory
status, bowel function), Antibiotics (response and
side effects).
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