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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
July 17, 2026

Administrator

FIRST CARE LIVING CENTER

900 HILLIGOSS BOULEVARD SOUTHEAST
FOSSTON, MN 56542

RE: CCN: 245512
Cycle Start Date: May 28, 2026

Dear Administrator:

On July 8, 2026, the Minnesota Departments 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,

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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Initial Comments 06/11/2026
On 5/26/26 through 5/28/26, 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 06/11/2026
On 5/26/26 through 5/28/26, a standard
recertification survey was conducted at your facility.
A complaint investigation was also conducted. Your
facility was NOT Iin compliance with 842 CFR 483,
Subpart B, Requirements for Long Term Care
Facllities.

The complaint H55122520C (2969890) was reviewed,
no deficiencies were cited.

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.

Grievances The following actions were taken to correct the 06/24/2026
deficiency:
CFR(s): 483.10())(1)-(4)
8483.10(]) Grievances. On 5/28/26, the SSD and DON discussed the
grievance with R22. R22 was encouraged to use the
call light or hand bell when unwanted residents

enter his room. Staff will redirect the R8 to her room

8483.10(])(1) The resident has the right to voice
grievances to the facility or other agency or entity

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.
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reprisal and without fear of discrimination or
reprisal. Such grievances include those with respect
to care and treatment which has been furnished as
well as that which has not been furnished, the
behavior of staff and of other residents, and other
concerns regarding their LTC facility stay.

8483.10(])(2) The resident has the right to and the
facility must make prompt efforts by the facility to
resolve grievances the resident may have, In
accordance with this paragraph.

8483.10(})(3) The facility must make information on
how to file a grievance or complaint available to the
resident.

8483.10(})(4) The facility must establish a grievance
policy to ensure the prompt resolution of all
grievances regarding the residents' rights contained
In this paragraph. Upon request, the provider must
glve a copy of the grievance policy to the resident.
The grievance policy must include:

(1) Notifying resident individually or through postings
In prominent locations throughout the facility of the
right to file grievances orally (meaning spoken) or In
writing; the right to file grievances anonymously;

the contact information of the grievance official with
whom a grievance can be filed, that Is, his or her
name, business address (mailing and email) and
business phone number; a reasonable expected time
frame for completing the review of the grievance;

the right to obtain a written decision regarding his

or her grievance; and the contact information of
Independent entities with whom grievances may be
filed, that Is, the pertinent State agency, Quality
Improvement Organization, State Survey Agency and
State Long-Term Care Ombudsman program or
protection and advocacy system;

(1) Identifying a Grievance Official who Is responsible
for overseeing the grievance process, recelving and
tracking grievances through to their conclusions;
leading any necessary investigations by the facility;
maintaining the confidentiality of all information
assoclated with grievances, for example, the identity
of the resident for those grievances submitted
anonymously, Issuing written grievance decisions to
the resident; and coordinating with state and federal
agencies as necessary In light of specific
allegations;

Event ID: 22DFB6-H1

her room to help prevent R8 from entering R22’s
room. R22 was Informed that a sign or doorway item
will be ordered to prompt other residents to pause
before entering his room. R22 agreed with the plan.

DON reviewed the last 30 days of progress notes for
all residents to look for grievances/complaints and
verify status of resolution. Of the current 29
residents, 9 residents had some type of concern or
complaint reported. 3 of them were still in process
waiting for items to be repaired or response from
vendors. The only complaint/grievance that had not
been addressed was the complaint documented on
5/21/26 by R22.

All residents and families’ complaints and
grievances will be tracked of complaint/grievance
spreadsheet available to all RN supervisors, SSD,
and DON.

The grievance form will be completed by staff
recelving complaints. The form will be handed off to
the Grievance officer/DON to be investigated. When
resolution Is obtained, the form will be sighed off by
the Grievance Officer and/or DON.

All staff were educated to notify SSD and/or DON of
any resident/family complaints or grievances.

Grievance forms and Grievance Standard Work will
be sent to all residents and families and discussed
at July resident council meeting.

The following measures were implemented to
prevent the deficiency from recurring:

Adopted Grievance form for all
complaints/grievances

Complaints/Grievances will be investigated and
resolution signed off by Grievance officer and DON.

Staff educated on forms/processes and location of
forms

Facility ID: 00461
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further potential violations of any resident right while
the alleged violation is being investigated;

(Iv) Consistent with 8483.12(c)(1), immediately
reporting all alleged violations involving neglect,
abuse, Including injuries of unknown source, and/or
misappropriation of resident property, by anyone
furnishing services on behalf of the provider, to the
administrator of the provider; and as required by
State law;

(v) Ensuring that all written grievance decisions
Include the date the grievance was received, a
summary statement of the resident's grievance, the
steps taken to investigate the grievance, a summary
of the pertinent findings or conclusions regarding
the resident's concerns(s), a statement as to
whether the grievance was confirmed or not
confirmed, any corrective action taken or to be taken
by the faclility as a result of the grievance, and the
date the written decision was issued,;

(vi) Taking appropriate corrective action Iin
accordance with State law If the alleged violation of
the residents' rights Is confirmed by the facility or If
an outside entity having jurisdiction, such as the
State Survey Agency, Quality Improvement
Organization, or local law enforcement agency
confirms a violation for any of these residents'
rights within its area of responsibility; and

(vil) Maintaining evidence demonstrating the result of
all grievances for a period of no less than 3 years
from the i1ssuance of the grievance decision.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
falled to investigate, document, and track resolution
of a resident grievance regarding another resident
(R8) entering their room and going through their
belongings for 1 of 1 resident (R22) reviewed for
grievances.

Findings include:

R22's quarterly Minimum Data Set (MDS) dated
3/11/26, identified R22 was cognitively intact and
required set up and clean up assistance with eating
and oral hygiene. R22 was dependent on staff in all
other care areas. Diagnoses included hemiplegia
(one-sided paralysis) and hemiparesis (one-sided
weakness).

R8's comprehensive MDS dated 4/13/26, identified

Event ID: 22DFB6-H1

residents/families to verify their knowledge of the
process.

Grievances will be reviewed by IDT at daily huddles
and by QAPI team at monthly meetings.

All staff were educated on grievance form, Grievance
Standard Work, and reporting process In person by
their direct RN supervisor and in weekly update
posted and sent out to all staff on 6/22/26.

The facility will monitor the following to ensure
solutions are sustained:

Completion of Grievance Form, recording on
spreadsheet, documentation of follow up/resolution

All complaints/grievances will be audited weekly by
IDT for status and resolution. Audit results and
complaints/grievances will also be reported monthly
at QAPI meetings

When 100% compliance has been maintained, QAPI
will determine the frequency of ongoing audits.

Staff responsible for the corrective actions and
monitoring of compliance: Kristi Mienert

Date Corrected (all actions completed): 6/24/2026

Anticipated Date of Full Compliance: 6/24/2026

Facility ID: 00461
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R8 had severe cognitive impairment and had
diagnoses that included dementia, depression and
psychotic disorder.

R22's nursing progress note dated 5/21/26 at 4.57
a.m., identified R22 wanted to talk to someone In
charge in the morning about R8 digging in his
drawers. R22's care plan revised 4/1/26, failed to
identify R22 wishes to prevent other residents from
entering his room uninvited.

R22's medical record failed to identify any further

documentation related to R22's concerns related to
R8.

A review of the facility's formal grievances and
Informal grievances dated 8/1/25 through 5/26/26,
falled to identify R22's grievance including
Investigation and action taken by the facility.

During an interview on 5/26/26 at 1:12 p.m., R22
stated R8 came Into his room and accused him of
stealing her things, especially R8's dentures. R22
stated he turned on his call light but by the time
staff arrived R8 had already left. R22 stated he had
told staff he didn't like R8 coming Into his room and
they told him to turn on his call light if R8 did.

During an interview on 5/28/26 at 10:44 a.m., the
soclal worker designee (SWD) stated when a resident
filed a complaint or grievance, staff went over the
grievance form with the resident If the resident
wanted to make a formal grievance. If the resident
just wanted to vent whatever the issue was, they
would talk with the resident and make a way to fix It.
The SWD kept a spreadsheet so all concerns would
be tracked whatever the issue was. However, the
SWD stated there was no documentation regarding
R22's grievance because R22 had never wanted to
file a formal grievance and R22's daughter had
stated understanding with the situation. R22 did
have a right to privacy In his room, and it was

R22's right to file a grievance. The SWD had not
documented an informal grievance for R22 and
stated there should have been documentation.

During an interview on 5/28/26 at 11:18 a.m., the
director of nursing (DON) stated she expected staff
to follow the grievance process whether it was
formal or informal because staff needed to track all
grievances to determine If there was a resolution or
If the Interventions implemented were working or
not.

The facility policy Resident grievances dated
4/21/26, identified a resident has the right to voice

IDENTIFICATION NUMBER:
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FO0585 Continued from page 4 FO0585 06/24/2026
SS=D grievances (orally or in writing) without

discrimination or reprisal and without fear of

discrimination or reprisal. Such grievances include

those with respect to care and treatment which has

been furnished as well as that which has not been

furnished, the behavior of staff or other residents,

and other concerns regarding their stay in the SNF.

The resident has the right to, and the facility must

make, Prompt efforts to resolve grievances the

resident may have.

The Resident may file grievances orally or in writing
and may also file a grievance anonymously. All
grievances will be responded to within seven (7)
days of receipt. A grievance in which the Resident

or Resident Representative requests be handled as a
written formal grievance will be investigated and
responded to in writing. Written responses to
grievances will include a. The date the grievance
was received, b. A summary statement of

grievance; c. The steps taken to investigate the
grievance; d. A summary of the pertinent findings

or conclusions e. A statement as to whether the
grievance was confirmed or not confirmed, f. Any
corrective action taken or to be taken by the facility
because of the grievance; and g. The date the
written decision was issued, If required. Regardless
of whether a written decision Is required to be

Issued to a Resident or Resident Representative, the
facility will document in writing (for its own records)
all decisions.

FO744 Treatment/Service for Dementia FO744 06/24/2026

SS=D

Actions taken Iimmediately to stop the deficient
practice and protect residents:
CFR(s): 483.40(b)(3)

8483.40(b)(3) Aresident who displays or Is diagnosed
with dementia, recelves the appropriate treatment
and services to attain or maintain his or her highest
practicable physical, mental, and psychosocial
well-being.

Reviewed care plan of R8 and all other residents
Identified as high risk for wandering.

Care plans were updated to include interventions
addressing wandering.
This REQUIREMENT is NOT MET as evidenced by:

FORM CMS-2567 (02/99) Previous Versions Obsolete

Based on observation, interview and document
review, the facility failed to assess and evaluate
wandering behaviors, including entering other
residents' rooms and going through personal
belongings, for 1 of 3 residents (R8) reviewed for
behavioral symptoms.

Findings include:
R8's significant change Minimum Data Set (MDS)

dated 4/1/26, identified R8 had severe cognitive
Impairment and identified a worsening of behaviors.

Event ID: 22DFB6-H1

The following measures were implemented to
prevent the deficiency from recurring:

Reviewed and updated observation/assessments,
BIMS, and care plans of all residents with confusion,
dementia, have a history of wandering, and/or have
been identified as residents at risk for wandering.

Retractable magnetic belt ordered to place on
doorframes of rooms resident wander in to deter

Facility ID: 00461
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dementia, depression, hallucinations and a psychotic

FORM CMS-2567 (02/99) Previous Versions Obsolete

disorder other than schizophrenia.

R8's behavioral symptoms Care Area Assessment
(CAA) dated 4/9/26, identified R8 had worsening
behaviors along with hallucinations. R8's behaviors
Included: I1solation, pain, anxiety, hollering out, and
disruptive sounds; however, did not
comprehensively assess wandering or a plan to
minimize It.

R8's progress note dated 5/20/26, identifled R8 had
been wandering into three other resident's rooms
tonight and had been caught by staff digging Iin
drawers.

During observations on 5/26/26 at 12:53 p.m., R8
had wandered down the south hallway and entered
another resident's room. As the surveyor walked by
R8 came out of the room and asked where her room
was.

During an interview on 5/26/26 at 1:12 p.m., R22
stated R8 came Into his room and accused him of
stealing her things, especially R8's dentures. "l tell
her | don't need her teeth, that | have my own." R8
would call R22 "every name In the book". R8 was
rummaging in R22's closet and said all R22's things
belonged to R8. R22 stated R8 just kept stating "it's
mine!" R22 told R8 to get out of his room and R22
was upset by what R8 said and did. R22 stated he
turned on his call light but by the time staff arrived
R8 had already left. R22 stated he had told staff he
didn't like R8 coming Into his room and they told
him to turn on his call light if R8 did. [R22's
guarterly MDS dated 3/11/26 identifled R22 was
cognitively intact.]

During an interview on 5/28/26 at 8:53 a.m.,
registered nurse (RN)-D stated R8 did wander into
other residents' rooms "from time to time". For a
long time, R8 believed R22 was the doctor and
would go into R22's room to talk to him. After
meals, staff tried to direct her to her room. RN-D
stated she did not work In the evening or night but
believed R8 wandered into other rooms more
frequently during that time because R8's
sundowning (a state of increased confusion, anxiety,
and agitation that affects people with dementia.)
RN-D did not know of any interventions to prevent
R8 from entering other residents’' rooms. "It's just
redirection." RN-D did not identify the assessment
process for wandering.

During an interview on 5/28/26 at 9:08 a.m., trained

Event ID: 22DFB6-H1

6/23/26 Retractable belt installed on doorframe In
room R22. Daughter and resident educated on the
purpose and use of the belt.

Per Elopement Prevention Standard Work:

All residents will be assessed and behaviors
reviewed by RN on admission, quarterly, and on an
as needed basis to determine If additional
Interventions are needed to protect themselves and
others. Elopement precautions will be Iinitiated
iImmediately for all residents deemed at high risk for
elopement per the nurse's discretion based on the
resident’s assessments/observation. Interventions
may be discontinued by RN after the IDT reviews the
RNs' recommendations.

A plan of preventive elopement and wandering
Interventions will be incorporated into the residents'
plan of care.

Staff Education:

All staff educated in daily team huddles and through
6/22/26 weekly updates sent to all staff: Education
Included items added to care plan, interventions to
redirect residents, and Elopement prevention
standard work.

All staff complete the required EduCare Dementia
education annually.

Upon receipt, estimated 6/22/26, staff will be
educated on retractable magnetic belts for doorway
to deter R8 from wandering into rooms.

Monitoring & Audit Plan to Sustained Compliance:

Care plans of resident RNs staff identify as
residents' high risk for wandering will be audited to
verify the care planis up to date in regard to
Interventions related to wandering.

Facility ID: 00461
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SS=D medication assistant/nursing assistant (NA)-A stated All care plans are reviewed by IDT on admission,
R8 wandered a lot and went in and out of other quarterly during care conferences, and as needed for
residents' rooms. R8 was always easily redirected, accuracy.

and she would go to her room. There was nothing
care planned about wandering, but staff always kept

a close eye on R8 when she was out of her room. 5 resident care plans and documentation will be
audited weekly by IDT and at reported monthly at
During an interview on 5/28/26 at 9:11 a.m., NA-B QAPI meetings

stated she had never seen R8 go into R22's room

but had heard about it. When R8 was wandering

staff just tried to keep an eye on R8 and redirect her When 100% compliance has been maintained, QAPI
back to her room. "l think that's all you can do." will determine the frequency of ongoing audits.

During an interview on 5/28/26 at 10:44 a.m., the

soclal worker designee (SWD) stated at one point, R8 Staff responsible for the corrective actions and
had entered R22's room and accused them of taking monitoring of compliance: Kristi Mienert RN, DON
ner dentures. Staff tried a lot of redirection with R8

pecause she was fixated on her dentures. There was Date Corrected (all actions completed): 6/24/26
no regular documentation of R8's behavior. SWD

did not identify the assessment process for Anticipated Date of Full Compliance: 6/24/26
wandering.

During an interview on 5/8/26 at 10:54 a.m.,
registered nurse supervisor (RN)-A stated R8 would
get mixed up on where she was and would wander
down the hall and enter other residents' rooms.
Most of the time she was easilly redirected, but other
times R8 would start going through other residents’
personal belongings. R8 required a lot of redirection
to find her way back to her room. RN-A stated they
were currently trying to always keep an eye on R8
when she was out of her room. R8's wandering
should have been assessed and identified in the
care plan due to being consistent behavior for her.

During an interview on 5/28/26 at 11:14 a.m., the
director of nursing (DON) stated resident care plans
should have identified any regular resident behaviors
and any Interventions implemented. R8 did wander
and enter into other residents' rooms and In recent
months and had an escalation in wandering. R8
usually wanders right after meals, and they try to
keep an eye on her and will redirect R8 back to her
room. R8's should have been assessed and the care
plan should have been updated to identify the
wandering behavior and interventions in place.

A wandering policy was requested, but it was not
recelved.

F0883 Influenza and Pneumococcal Immunizations F0883 Actions taken Immediately to stop the deficient 06/24/2026
SS=D practice and protect residents:
CFR(s): 483.80(d)(1)(2)

8483.80(d) Influenza and pneumococcal Education completed with RN team on up-to-date
Immunizations status of pneumococcal conjugate immunizations.
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8483.80(d)(1) Influenza. The facility must develop
policies and procedures to ensure that-

(1) Before offering the influenza immunization, each
resident or the resident's representative receives
education regarding the benefits and potential side
effects of the Immunization;

(I1) Each resident Is offered an influenza
Immunization October 1 through March 31 annually,
unless the immunization is medically contraindicated
or the resident has already been immunized during
this time period;

(1) The resident or the resident's representative has
the opportunity to refuse iImmunization; and

(Iv)The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's representative
was provided education regarding the benefits and
potential side effects of influenza iImmunization; and

(B) That the resident either recelved the influenza
Immunization or did not recelve the influenza
Immunization due to medical contraindications or
refusal.

8483.80(d)(2) Pneumococcal disease. The facility
must develop policies and procedures to ensure
that-

(1) Before offering the pneumococcal immunization,
each resident or the resident's representative
recelves education regarding the benefits and
potential side effects of the iImmunization;

(1) Each resident is offered a pneumococcal
Immunization, unless the iImmunization is medically
contraindicated or the resident has already been
Immunized,;

(1) The resident or the resident's representative has
the opportunity to refuse immunization; and

(Iv)The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's representative
was provided education regarding the benefits and
potential side effects of pneumococcal

Event ID: 22DFB6-H1

R20 & R27 reviewed with current recommendations.
PneumoRec program recommended Shared Clinical
Decision Making to determine need/consent for
PCV20 or PCV21. Education provided to including
CDC Pneumo Vaccine Timing Job Aid, CDC Shared
Clinical Decision Making for PCV and PCV VIS
5/29/2025.

R20 verbalized consent for PCV20 but not for a few
weeks due to currently being treated for UTI. R20
vocalized desire to return to baseline prior to
recelving vaccine.

R27 declined any additional vaccines. R27 stated
that they would not be receiving any additional
vaccines.

Infection prevention nurse reviewed all resident
records to see If any residents needed vaccines to
bring up-to-date and/or there was documentation of
education with resident/family declination of
vaccinations.

The following measures were implemented to
prevent the deficiency from recurring:

New Immunization Standard Work developed to
Incorporate system information with specific
workflows for First Care Living Center facility.

RN supervisors and IP RN educated on current
pneumococcal conjugate immunization
recommendations, New Standard Work, how to use
PneumoRec, proper documentation in admission and
Immunization observation, and proper documentation
of consents, declinations, and delays In
administering vaccinations.

Staff Education:

6/15-6/19/26 RN staff completing admissions and
Immunization observations on:

Use of PneumoRec vaccination program.

Facility ID: 00461
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Process for review vaccination records, vaccination
education, obtaining consent, ordering vaccination,
administration, and documentation of refusals,
consents, and administrations.

(B) That the resident either recelved the
pneumococcal iImmunization or did not recelve the
pneumococcal Immunization due to medical
contraindication or refusal.

This REQUIREMENT is NOT MET as evidenced by: Updated Immunization Standard Work for FCLC.
Based on interview and document review, the facility
falled to assess pneumococcal iImmunization status,
provide education, and document discussion and
offering of pneumococcal vaccination in accordance
with current CDC recommendations for 2 of 5
residents (R20, R27) reviewed for immunizations.

Monitoring & Audit Plan to Sustained Compliance:

All residents and their vaccinations will be entered
on the Infection prevention nurse immunization
spreadsheet.

Findings include:

R20: WeeKkly audits will be completed on all new
admissions and current residents to verify if any

R20’s admission Minimum Data Set (MDS) dated residents are due for vaccinations.

5/1/26, identifled R20 was admitted on 4/20/26, was

cognitively intact and able to make her needs

known. R20’s diagnhoses included diabetes and Vaccination spreadsheet will be audited weekly by IP

hypertension. RN.

R20’s Preventive Health Care Report dated 5/25/10
through 5/28/26, identifled R20 recelved Prevnarl3
on 6/17/15. R20’s electronic health record failed to

Records of 25% of residents, including all new
admissions, will be audited weekly using

FORM CMS-2567 (02/99) Previous Versions Obsolete

Include evidence R20 or R20’s representative
recelved education regarding pneumococcal vaccine
booster and there was no indication R20 was offered
the pneumococcal vaccine per CDC guidance In
conjunction with their provider.

R27:

R27's annual MDS dated 3/31/26 identified R27 was
admitted to the facility on 3/17/26 and was 75 years
old. R27’s diaghoses included coronary heart
disease, heart failure, and thyroid disease.

The facility iImmunization report dated 5/28/26,
iIdentified R27 received PCV13 on 8/30/17, and
PPSV23 on 11/16/18. R27’'s electronic health record
failed to include evidence R270r R27's
representative recelved education regarding
pneumococcal vaccine booster and there was no
Indication R27 was offered the pneumococcal
vaccine per CDC guidance Iin conjunction with their
provider.

On 5/27/26 at 1:28 p.m., registered nurse (RN)-D
stated Iimmunizations were offered upon admission
and seasonally. RN-A stated she reviewed the
resident’s Immunization status upon admission.

Event ID: 22DFB6-H1

Immunization Observation Tracer. Tracer Includes
reviewal of vaccination observation and
documentation of education, consent, and
administration.

Audits will be reviewed weekly by IDT and reported
monthly at QAPI meetings

When 100% compliance has been maintained, QAPI
will determine the frequency of ongoing audits.

Staff responsible for the corrective actions and
monitoring of compliance:
Kristi Mienert RN, DON

Date Corrected (all actions completed): 6/24/26

Anticipated Date of Full Compliance: 6/24/26

Facility ID: 00461
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declination was signed after they were discussed
with the resident and/or resident representative.

On 5/28/26 at 8:53 a.m., the director of nursing
(DON) stated she was uncertain what process the
Infection preventionist (IP) used to determine when a
resident was due for the pneumococcal vaccine,
although had recommended using the PnuemoRecs
VaxAdvisor App or website (a standalone application
that provides patient-specific guidance related to
pneumococcal iImmunization schedule). The DON
stated she was uncertain if R27 had received the
most recent pneumococcal Immunization. The DON
stated there were no notes in the medical record
iIdentifying that the pneumococcal immunization was
discussed or offered to R20 or R20’s representative.
Further, DON stated she expected all iImmunizations
would be discussed with the resident and/or

resident representative upon admission and per CDC
guidance, as well as documenting a progress note In
the resident’s medical record.

The Essentia Health Standard Work Process dated
3/5/26, identified staff reviewed vaccination history
for all residents at the time of admission and assess
If the resident needed vaccinations including
pneumococcal. Staff provided and discussed the
most current Vaccination Information Statement (VIS)
with each resident and/or resident representative
prior to administration, and document administration
or declination In the resident’s medical record.

The CDC Pneumococcal Vaccine Recommendations
dated 2/25/26 identified The United States uses 2
types of pneumococcal vaccines. Each individual
vaccine helps protect against different serotypes of
pneumococcal bacteria. Pneumococcal conjugate
vaccines (PCVs) PCV15, PCV20 and PCV21,; and
Pneumococcal polysaccharide vaccine (PPSV23).
Adults 50 years or older Administer PCV15, PCV20,
or PCV21 for all adults 50 years or older, who have
never recelived any pneumococcal conjugate vaccine,
whose previous vaccination history is unknown.
PCV15: Additional vaccination recommended If
PCV15 is used, administer a dose of PPSV23A one
year later. Only one dose of PPSV23 Is indicated. If
PPSV23 was previously administered, another dose
Isn't needed. The patient's pneumococcal
vaccinations are complete. The minimum interval Is
8 weeks and can be considered in adults with: An
Immunocompromising condition. A cochlear implant,
A cerebrospinal fluid leak. PCV20 or PCV21.:
Additional vaccination not recommended If PCV20 or
PCV21 is used, a dose of PPSV23 isn't Indicated.
Regardless of which vaccine 1s used (PCV20 or

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 22DFB6-H1 Facility ID: 00461 If continuation sheet Page 10 of 14
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SS=D PCV21), the patient's pneumococcal vaccinations are
complete. Recommendation for shared clinical
decision-making: Based on shared clinical
decision-making, adults 65 years or older have the
option to get PCV20 or PCV21, or to not get
additional pneumococcal vaccines. They can get
PCV20 or PCV21 if they have recelved both PCV13
(but not PCV15, PCV20, or PCV21) at any age
and PPSV23 at or after the age of 65 years old.
F0887 COVID-19 Immunization F0887 Actions taken Iimmediately to stop the deficient 06/24/2026
SS=D practice and protect residents:

CFR(s): 483.80(d)(3)(i)-(vi)
8483.80 Infection control Education completed with RN team on up-to-date
status of Immunizations.

8483.80(d)(3) COVID-19 immunizations. The LTC
facility must develop and implement policies and
procedures to ensure all the following: R20 & R27 reviewed with current recommendations.
Review determined R20 & R27 are due for COVID-19
vaccine. Education provided to include CDC

COVID-19 VIS 01.31.2025.

(1) When COVID-19 vaccine Is available to the facility,
each resident and staff member Is offered the
COVID-19 vaccine unless the immunization Is
medically contraindicated or the resident or staff
member has already been immunized; R20 verbalized consent for vaccines but not for a
few weeks due to currently being treated for UTI.
R20 vocalized desire to return to baseline prior to

recelving vaccine.

(i) Before offering COVID-19 vaccine, all staff
members are provided with education regarding the
benefits and risks and potential side effects
associated with the vaccine;

R27 declined any additional vaccines. R27 stated
that they would not be receiving any additional
vaccines.

(1) Before offering COVID-19 vaccine, each resident
or the resident representative recelves education
regarding the benefits and risks and potential side
effects associated with the COVID-19 vaccine;
Infection prevention nurse reviewed all resident

FORM CMS-2567 (02/99) Previous Versions Obsolete

(Iv) In situations where COVID-19 vaccination
requires multiple doses, the resident, resident
representative, or staff member Is provided with
current information regarding those additional doses,
Including any changes In the benefits or risks and
potential side effects, associated with the COVID-19
vaccine, before requesting consent for administration
of any additional doses.

(v) The resident or resident representative, has the
opportunity to accept or refuse a COVID-19 vaccine,
and change their decision; and

(vi) The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident representative was
provided education regarding the benefits and
potential risks associated with COVID-19 vaccine;

Event ID: 22DFB6-H1

records to see If any residents needed vaccines to
bring up-to-date and/or there was documentation of
education with resident/family declination of
vaccinations.

Contacted Nords LTC pharmacy and Essentia Health
pharmacy team to determine the availability of
vaccines If Nords LTC pharmacy does not have

supply.

Verification received from Essentia Health Fosston
CAH pharmacy that they have ability to order
COVID-19 vaccine at any time If they do not have a
supply onsite.

Staff Education:

Facility ID: 00461
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and

(B) Each dose of COVID-19 vaccine administered to
the resident, or

(C) If the resident did not receive the COVID-19
vaccine due to medical contraindications or refusal.

(vil) The facility maintains documentation related to
staff COVID-19 vaccination that includes at a
minimum, the following:

(A) That staff were provided education regarding the
benefits and potential risks associated with
COVID-19 vaccine;

(B) Staff were offered the COVID-19 vaccine or
Information on obtaining COVID-19 vaccine; and

(C) The COVID-19 vaccine status of staff and related
Information as indicated by the Centers for Disease

Control and Prevention's National Healthcare Safety
Network (NHSN).

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
falled to assess COVID-19 vaccination status and
ensure current CDC-recommended COVID-19
vaccination was offered and documented for 2 of 5
residents (R20, R27) reviewed for immunizations.

Findings include:
R20:

R20’s admission Minimum Data Set (MDS) dated
5/1/26, identifled R20 was admitted on 4/20/26, was
cognitively intact and able to make her needs
known. R20’s diagnhoses included diabetes and
hypertension.

R20's Preventative Health Care Report identified the
last documented COVID-19 vaccination was
administered on 11/23/21. The medical record lacked
evidence the resident's COVID-19 vaccination status
was assessed upon admission, that current CDC
recommendations were discussed, or that the
resident was offered recommended COVID-19
vaccination since admission on 4/20/26.

R27:

R27's annual MDS dated 3/31/26 identified R27 was
admitted to the facility on 3/17/26 and was 75 years
old. R27’s diaghoses included coronary heart
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CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

Continued from page 11

6/15-6/19/26 RN staff completing admissions and
Immunization observations on:

Process for review vaccination records, vaccination
education, obtaining consent, ordering vaccination,
administration, and documentation of refusals,
consents, and administrations.

Updated Immunization Standard Work for FCLC.

Systemic Corrective Actions to prevent recurrence:

On admission, quarterly, and with season changes,
residents’ vaccination status will be reviewed to see
If vaccinations are up to date.

If COVID-19 vaccination is needed and
resident/family give consent for vaccination, the
vaccine will be ordered from Nords LTC pharmacy.

If Nords LTC pharmacy Is unable to obtain COVID-19
vaccine, Essentia Health Fosston hospital pharmacy
will be contacted to obtain vaccine.

Resident/family will be notified If vaccine needs to
be ordered with estimated timeline for
administration.

Immunization Standard Work developed to integrate
process for ordering vaccination and alternative
sources If vaccine Is unavailable from primary
ordering source.

Standard work Iincludes notification of

resident/family If vaccination Is delayed for any
reason.

Monitoring & Audit Plan to Sustained Compliance:

All residents and their vaccinations will be entered
on the Infection prevention nurse immunization
spreadsheet.

Facility ID: 00461

(X5)
COMPLETION
DATE

06/24/2026
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R27's medical record lacked evidence staff assessed
the resident's COVID-19 vaccination status upon
admission, provided education regarding current
CDC recommendations, offered vaccination, or
obtained a documented declination.

On 5/27/26 at 1:28 p.m., registered nurse (RN)-D,
who Is also the infection preventionist, stated
Immunizations were offered upon admission and
seasonally. RN-A stated she reviewed the resident’s
Immunization status upon admission. Immunizations
were either administered, or a declination was
signed after they were discussed with the resident
and/or resident representative.

On 5/28/26 at 8:53 a.m., the director of nursing
(DON) stated she expected all iImmunizations would
be discussed with the resident and/or resident
representative upon admission and per CDC
guidance, as well as documenting a progress note In
the resident’s medical record.

The Essentia Health Standard Work Process dated
3/5/26, identified staff reviewed vaccination history
for all residents at the time of admission and assess
If the resident needed vaccinations including
COVIS-19. Staff provided and discussed the most
current Vaccination Information Statement (VIS) with
each resident and/or resident representative prior to
administration, and document administration or
declination in the resident’s medical record.

The Centers for Disease Control 2025-2026
COVID-19 Vaccination Guidance dated 11/4/25,
identified COVID-19 vaccination i1s recommended for
all adults ages 65 years and older based on
Individual-based decision-making (also known as
shared clinical decision-making). For people ages 6
months—64 years, vaccination is recommended
based on Individual-based decision-making (also
Known as shared clinical decision-making)—with an
emphasis that the risk-benefit of vaccination is most
favorable for individuals who are at an increased
risk for severe COVID-19 disease and lowest for
Individuals who are not at an increased risk,
according to the CDC list of COVID-19 risk factors.
In addition to the CDC list, the Moderna (Spikevax)
package Insert states that prematurity (birth at <37
weeks gestational age) has been associated with
COVID-19-related hospitalizations in children ages
6—23 months. Ages 65 years and older
Unvaccinated: Administer 2 doses of 2025-2026
vaccine; Unvaccinated 2025-2026 Dose 1 (Moderna,
Novavax, or Pfizer-BioNTech): Day 0 2025-2026

Event ID: 22DFB6-H1

admissions and current residents to verify if any
residents are due for vaccinations.

Vaccination spreadsheet will be audited weekly by IP
RN.

Records of 25% of residents, including all new
admissions, will be audited weekly using
Immunization Observation Tracer. Tracer Includes
reviewal of vaccination observation and
documentation of education, consent, and
administration.

Audits will be reviewed weekly by IDT and reported
monthly at QAPI meetings

When 100% compliance has been maintained, QAPI
will determine the frequency of ongoing audits.

Staff responsible for the corrective actions and
monitoring of compliance:
Kristi Mienert RN, DON

Date Corrected (all actions completed): 6/24/26

Anticipated Date of Full Compliance: 6/24/26

Facility ID: 00461
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SS=D Dose 2 (Moderna [Spikevax], Novavax, or

Pfizer-BioNTech): 6 months (minimum interval 2
months) after 2025-2026 Dose 1; (Moderna
[mNexspike]): 6 months (minimum interval 3
months)t after 2025-2026 Dose 1. Previously
vaccinated before 2025-2026 vaccine: Administer 2
doses of 2025-2026 vaccine 1 or more doses any
COVID-19 vaccine (Moderna, Novavax, or
Pfizer-BioNTech) 2025-2026 Dose 1 (Moderna
[Spikevax], Novavax, or Pfizer-BioNTech): At least 8
weeks after last dose; (Moderna [mNexspike]): At
least 3 months after last dose$2025-2026 Dose

2 (Moderna [Spikevax], Novavax, or
Pfizer-BioNTech): 6 months (minimum interval 2
months) after 2025-2026 Dose 1; (Moderna
[mNexspike]): 6 months (minimum interval 3
months)t after 2025-2026 Dose 1.
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Initial Comments 06/11/2026
On 5/26/26 through 5/28/26, 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 06/11/2026
On 5/26/26 through 5/28/26, a standard
recertification survey was conducted at your facility.
A complaint investigation was also conducted. Your
facility was NOT Iin compliance with 842 CFR 483,
Subpart B, Requirements for Long Term Care
Facllities.

The complaint H55122520C (2969890) was reviewed,
no deficiencies were cited.

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.

Grievances The following actions were taken to correct the 06/24/2026
deficiency:
CFR(s): 483.10())(1)-(4)
8483.10(]) Grievances. On 5/28/26, the SSD and DON discussed the
grievance with R22. R22 was encouraged to use the
call light or hand bell when unwanted residents

enter his room. Staff will redirect the R8 to her room

8483.10(])(1) The resident has the right to voice
grievances to the facility or other agency or entity

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
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reprisal and without fear of discrimination or
reprisal. Such grievances include those with respect
to care and treatment which has been furnished as
well as that which has not been furnished, the
behavior of staff and of other residents, and other
concerns regarding their LTC facility stay.

8483.10(])(2) The resident has the right to and the
facility must make prompt efforts by the facility to
resolve grievances the resident may have, In
accordance with this paragraph.

8483.10(})(3) The facility must make information on
how to file a grievance or complaint available to the
resident.

8483.10(})(4) The facility must establish a grievance
policy to ensure the prompt resolution of all
grievances regarding the residents' rights contained
In this paragraph. Upon request, the provider must
glve a copy of the grievance policy to the resident.
The grievance policy must include:

(1) Notifying resident individually or through postings
In prominent locations throughout the facility of the
right to file grievances orally (meaning spoken) or In
writing; the right to file grievances anonymously;

the contact information of the grievance official with
whom a grievance can be filed, that Is, his or her
name, business address (mailing and email) and
business phone number; a reasonable expected time
frame for completing the review of the grievance;

the right to obtain a written decision regarding his

or her grievance; and the contact information of
Independent entities with whom grievances may be
filed, that Is, the pertinent State agency, Quality
Improvement Organization, State Survey Agency and
State Long-Term Care Ombudsman program or
protection and advocacy system;

(1) Identifying a Grievance Official who Is responsible
for overseeing the grievance process, recelving and
tracking grievances through to their conclusions;
leading any necessary investigations by the facility;
maintaining the confidentiality of all information
assoclated with grievances, for example, the identity
of the resident for those grievances submitted
anonymously, Issuing written grievance decisions to
the resident; and coordinating with state and federal
agencies as necessary In light of specific
allegations;

Event ID: 22DFB6-H1

her room to help prevent R8 from entering R22’s
room. R22 was Informed that a sign or doorway item
will be ordered to prompt other residents to pause
before entering his room. R22 agreed with the plan.

DON reviewed the last 30 days of progress notes for
all residents to look for grievances/complaints and
verify status of resolution. Of the current 29
residents, 9 residents had some type of concern or
complaint reported. 3 of them were still in process
waiting for items to be repaired or response from
vendors. The only complaint/grievance that had not
been addressed was the complaint documented on
5/21/26 by R22.

All residents and families’ complaints and
grievances will be tracked of complaint/grievance
spreadsheet available to all RN supervisors, SSD,
and DON.

The grievance form will be completed by staff
recelving complaints. The form will be handed off to
the Grievance officer/DON to be investigated. When
resolution Is obtained, the form will be sighed off by
the Grievance Officer and/or DON.

All staff were educated to notify SSD and/or DON of
any resident/family complaints or grievances.

Grievance forms and Grievance Standard Work will
be sent to all residents and families and discussed
at July resident council meeting.

The following measures were implemented to
prevent the deficiency from recurring:

Adopted Grievance form for all
complaints/grievances

Complaints/Grievances will be investigated and
resolution signed off by Grievance officer and DON.

Staff educated on forms/processes and location of
forms

Facility ID: 00461
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further potential violations of any resident right while
the alleged violation is being investigated;

(Iv) Consistent with 8483.12(c)(1), immediately
reporting all alleged violations involving neglect,
abuse, Including injuries of unknown source, and/or
misappropriation of resident property, by anyone
furnishing services on behalf of the provider, to the
administrator of the provider; and as required by
State law;

(v) Ensuring that all written grievance decisions
Include the date the grievance was received, a
summary statement of the resident's grievance, the
steps taken to investigate the grievance, a summary
of the pertinent findings or conclusions regarding
the resident's concerns(s), a statement as to
whether the grievance was confirmed or not
confirmed, any corrective action taken or to be taken
by the faclility as a result of the grievance, and the
date the written decision was issued,;

(vi) Taking appropriate corrective action Iin
accordance with State law If the alleged violation of
the residents' rights Is confirmed by the facility or If
an outside entity having jurisdiction, such as the
State Survey Agency, Quality Improvement
Organization, or local law enforcement agency
confirms a violation for any of these residents'
rights within its area of responsibility; and

(vil) Maintaining evidence demonstrating the result of
all grievances for a period of no less than 3 years
from the i1ssuance of the grievance decision.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
falled to investigate, document, and track resolution
of a resident grievance regarding another resident
(R8) entering their room and going through their
belongings for 1 of 1 resident (R22) reviewed for
grievances.

Findings include:

R22's quarterly Minimum Data Set (MDS) dated
3/11/26, identified R22 was cognitively intact and
required set up and clean up assistance with eating
and oral hygiene. R22 was dependent on staff in all
other care areas. Diagnoses included hemiplegia
(one-sided paralysis) and hemiparesis (one-sided
weakness).

R8's comprehensive MDS dated 4/13/26, identified

Event ID: 22DFB6-H1

residents/families to verify their knowledge of the
process.

Grievances will be reviewed by IDT at daily huddles
and by QAPI team at monthly meetings.

All staff were educated on grievance form, Grievance
Standard Work, and reporting process In person by
their direct RN supervisor and in weekly update
posted and sent out to all staff on 6/22/26.

The facility will monitor the following to ensure
solutions are sustained:

Completion of Grievance Form, recording on
spreadsheet, documentation of follow up/resolution

All complaints/grievances will be audited weekly by
IDT for status and resolution. Audit results and
complaints/grievances will also be reported monthly
at QAPI meetings

When 100% compliance has been maintained, QAPI
will determine the frequency of ongoing audits.

Staff responsible for the corrective actions and
monitoring of compliance: Kristi Mienert

Date Corrected (all actions completed): 6/24/2026

Anticipated Date of Full Compliance: 6/24/2026

Facility ID: 00461
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R8 had severe cognitive impairment and had
diagnoses that included dementia, depression and
psychotic disorder.

R22's nursing progress note dated 5/21/26 at 4.57
a.m., identified R22 wanted to talk to someone In
charge in the morning about R8 digging in his
drawers. R22's care plan revised 4/1/26, failed to
identify R22 wishes to prevent other residents from
entering his room uninvited.

R22's medical record failed to identify any further

documentation related to R22's concerns related to
R8.

A review of the facility's formal grievances and
Informal grievances dated 8/1/25 through 5/26/26,
falled to identify R22's grievance including
Investigation and action taken by the facili<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>