") DEPARTMENT

jr T ———
!'aC".I'..",

" OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
July 10, 2026

Administrator

Stewartville Care Center

120 FOURTH STREET NORTHEAST
STEWARTVILLE, MN 55976

RE: CCN: 245349
Cycle Start Date: June 18, 2026

Dear Administrator:

On June 18, 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.

 How the facility will identify other residents having the potential to be affected by the same deficient practice.
What measures will be put into place, or systemic changes made, to ensure that the deficient practice will not
recur.

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

 The date that each deficiency will be corrected.

* An electronic acknowledgement signature and date by an official faclility 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).

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

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

Jennifer Kolsrud Brown, RN, Regional Operations Supervisor
Rochester District Office

Health Regulation Division

Minnesota Department of Health

3425 40th Avenue NW, Suite 115

Rochester, MN 55901

Email: jennifer.kolsrud@state.mn.us

Office: (507) 206-2727

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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

VERIFICATION OF SUBSTANTIAL COMPLIANCE

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

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

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 September 18, 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 December 18, 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 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/faclilities/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" tag), i.e., the plan of correction, request for waivers, should be directed to:



Travis Z. Ahrens

State Fire Safety Supervisor

Health Care & Correctional Facilities

MN Department of Public Safety-Fire Marshal Division
445 Minnesota St., Suite 145

St. Paul, MN 55101

Email; travis.ahrens@state.mn.us

Web: www.sfm.dps.mn.gov

Cell: 1-507-308-4189

Feel free to contact me if you have questions.

Sincerely,

Holly Zahler, Compliance Analyst
Federal Enforcement | Health Regulation Division
Minnesota Department of Health

Office: 651-201-4384
Email: holly.zahler@state.mn.us
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Administrator

Stewartville Care Center

120 FOURTH STREET NORTHEAST
STEWARTVILLE, MN 55976

Re: State Nursing Home Licensing Orders
Event ID: 231B47-H1

Dear Administrator:

The above faclility survey was completed on June 18, 2026, for the purpose of assessing compliance
with Minnesota Department of Health Nursing Home Rules. At the time of the survey, the survey team
from the Minnesota Department of Health - Health Regulation Division noted one or more violations
of these rules or statutes that are issued In accordance with Minn. Stat. 8 144.653 and/or Minn. Stat.
§ 144A.10. If, upon reinspection, it iIs found that the deficiency or deficiencies cited herein are not
corrected, a civil fine for each deficiency not corrected shall be assessed In accordance with a
schedule of fines promulgated by rule and/or statute of the Minnesota Department of Health.

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

You have agreed to participate in the electronic receipt of State licensure orders consistent with the
Minnesota Department of Health Informational Bulletin 14-01, available at https://
www.health.state.mn.us/facilities/regulation/infobulletins/ib04 8.html. The State licensing orders are
delineated on the Minnesota Department of Health State Form and are being delivered to you
electronically. The Minnesota Department of Health iIs documenting the State Licensing Correction
Orders using federal software. Tag numbers have been assigned to Minnesota state statutes/rules
for Nursing Homes.



The assigned tag number appears in the far left column entitled "ID Prefix Tag." The state statute/rule
number and the corresponding text of the state statute/rule out of compliance is listed in the
"Summary Statement of Deficiencies" column and replaces the "To Comply" portion of the correction
order. This column also includes the findings that are in violation of the state statute or rule after the
statement, "This MN Requirement i1s not met as evidenced by." Following the surveyors findings are
the Suggested Method of Correction and the Time Period For Correction.

PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH STATES, "PROVIDER'S
PLAN OF CORRECTION." THIS APPLIES TO FEDERAL DEFICIENCIES ONLY. THIS WILL
APPEAR ON EACH PAGE.

THERE IS NO REQUIREMENT TO SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS OF
MINNESOTA STATE STATUTES/RULES.

Although no plan of correction Is necessary for State Statutes/Rules, please enter the word
"corrected" in the box available for text. You must then indicate in the electronic State licensure
process, under the heading completion date, the date your orders will be corrected prior to
electronically submitting to the Minnesota Department of Health. We urge you to review these orders
carefully, item by item, and if you find that any of the orders are not in accordance with your
understanding at the time of the exit conference following the survey, you should immediately contact:

Jennifer Kolsrud Brown, RN, Regional Operations Supervisor
Rochester District Office
Health Regulation Division
Minnesota Department of Health
3425 40th Avenue NW, Suite 115
Rochester, MN 55901
Email: jennifer.kolsrud@state.mn.us
Office: (507) 206-2727

You may request a hearing on any assessments that may result from non-compliance with these
orders provided that a written request iIs made to the Department within 15 days of receipt of a notice
of assessment for non-compliance.

Please feel free to call me with any questions.

Holly Zahler, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health



Office: 651-201-4384
Email: holly.zahler@state.mn.us



Minnesota Department of Health

STATEMENT OF DEFICIENCIES

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

AND PLAN OF CORRECTIONS

NAME OF PROVIDER OR SUPPLIER

STEWARTVILLE CARE CENTER

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

PRINTED: 07/23/2026
FORM APPROVED

(X3) DATE SURVEY COMPLETED

06/18/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

120 FOURTH STREET NORTHEAST , STEWARTVILLE, Minnesota, 55976

(X4) ID

PREFIX
TAG

20000

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

Initial Comments

*****ATTENTI O N******

NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section
144A.10, this correction order has been Issued
pursuant to a survey. If, upon reinspection, it Is
found that the deficiency or deficiencies cited herein
are not corrected, a fine for each violation not
corrected shall be assessed In accordance with a
schedule of fines promulgated by rule of the
Minnesota Department of Health.

Determination of whether a violation has been
corrected requires compliance with all requirements
of the rule provided at the tag number and MN Rule
number Indicated below. When a rule contains
several items, failure to comply with any of the items
will be considered lack of compliance. Lack of
compliance upon re-inspection with any item of
multi-part rule will result in the assessment of a fine
even If the item that was violated during the Initial
Inspection was corrected.

You may request a hearing on any assessments that
may result from non-compliance with these orders
provided that a written request iIs made to the
Department within 15 days of receipt of a notice of
assessment for non-compliance.

INITIAL COMMENTS:

On 6/15/26 to 6/18/26, a standard licensing survey
was conducted at your facility by surveyors from the
Minnesota Department of Health (MDH). Your facility
was NOT in compliance with the MN State Nursing
Home Licensure and the following correction orders
are Issued. Please Indicate In your electronic plan of
correction you have reviewed these orders, and
identify the date when they will be completed.

The following complaints were reviewed:
H53492889C (2610540), H53492886C (2739143),
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H53492885C (2739130), H53492890C (2561397),

H53492884C (2805169). NO licensing orders were

Issued.

The following complaints were reviewed:
H53492887C (2653730). An Incidental finding was
discovered and issued at (F755).

Minnesota Department of Health iIs documenting the
State Licensing Correction Orders using federal
software. Tag numbers have been assignhed to
Minnesota state statutes/rules for Nursing Homes.
The assighed tag number appears in the far-left
column entitled “ID Prefix Tag." The state
statute/rule out of compliance is listed in the
"Summary Statement of Deficiencies" column and
replaces the "To Comply" portion of the correction
order. This column also includes the findings which
are In violation of the state statute after the
statement, "This Rule Is not met as evidence by."
Following the surveyor’s findings are the Suggested
Method of Correction and Time period for Correction.

You have agreed to participate in the electronic
receipt of State licensure orders consistent with the
Minnesota Department of Health Informational
Bulletin
https://www.health.state.mn.us/faclilities/regulation
/infobulletins/ib14 1.html. The State licensing orders
are delineated on the attached Minnesota Department
of Health orders being submitted to you
electronically. Although no plan of correction Is
necessary for State Statutes/Rules, please enter the
word "corrected" in the box available for text. You
must then indicate In the electronic State licensure
process, under the heading completion date, the
date your orders will be corrected prior to
electronically submitting to the Minnesota
Department of Health.

PLEASE DISREGARD THE HEADING OF THE
FOURTH COLUMN WHICH STATES, "PROVIDER'S
PLAN OF CORRECTION.” THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS WILL APPEAR
ON EACH PAGE. THERE IS NO REQUIREMENT TO
SUBMIT APLAN OF CORRECTION FOR VIOLATIONS
OF MINNESOTA STATE STATUTES/RULES.

Comprehensive Plan of Care; Use 20565

CFR(s): MN Rule 4658.0405 Subp. 3

Event ID: 231B4/7-H1

PROVIDER'S PLAN OF CORRECTION

Corrected

Faclility ID: 00429
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DATE
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Subp. 3. Use. Acomprehensive plan of care must be
used by all personnel involved In the care of the
resident.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on interview, observation and record review,
the facility failed to develop a person-centered care

plan for 2 of 3 resident (R4, R1) reviewed for hospice

care and smoking.
Findings Include:

R4's quarterly Minimum Data Set (MDS) dated
5/12/26, indicated R4 was moderately cognitively
Impaired. R4’s diagnosis included dementia
(syndrome characterized by a decline in cognitive
function, affecting memory, thinking, behavior, and
the ablility to perform everyday activities) with
moderate agitation

During record review on 6/16/26 at 10:01 a.m.,
noted R4 was admitted to hospice on 1/30/26.

R4's comprehensive care plan failed to include a
resident-specific hospice care plan, including
hospice diagnosis, hospice provider information, and
resident choices and preferences.

During an interview on 6/16/26 at 1:24 p.m.,

registered nurse (RN)-A stated she is unsure why R4

was put on hospice, probably due to his infections
or maybe his worsening dementia. RN-A stated she
didn’t know what end-of life preferences R4 had.

During an interview on 6/16/26 at 1:27 p.m.,
Minimum Data Set (MDS)-A coordinator and RN-B
stated after the resident chooses a hospice
company, the hospice banner Is added In the
electronic medical record (EMR), hospice contact
Information is added to the resident care plan and Is
updated to Iinclude pertinent hospice information.
The hospice care plan would include the hospice
company information, hospice diagnosis, and any
known resident choices and preferences. MDS-A
confirmed R4 was admitted to hospice on 1/30/26.
MDS-A confirmed R4’s care plan did not have a
hospice care plan. MDS-A and RN-B stated the
hospice care plan Is iImportant, so all staff are aware
of the resident status and how to care for him at the
end-of-life stage.

A facllity policy titled Care Plans, Comprehensive

Person-Centered dated 8/3/2018, the facility will
provide a comprehensive person-centered
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Interdisciplinary care plan.

R1

R1's quarterly Minimum Data Set (MDS) assessmen,
dated 5/11/26, indicated intact cognition, and R1
was Independent with mobility.

R1's ecord review Indicated R1's had impaired
vision related to macular degeneration and was
legally blind. R1 was able to ambulate up and down
the halls In the facility and outside of the facility
only In the area of the railing safely.

Smoking observation/assessment dated 7/31/25
Indicated, R1's was able to smoke independently,
requested staff assistance when ready to go out to
smoke and smoked less than a cigarette a day.

R1's record review lacked smoking care plan
(problem, goals/outcomes, and interventions).

During an interview on 06/17/26 08:15 a.m.,
administrator acknowledged, R1 was able to smoke
safely with staff assistance and had no smoking
care plan in place.

A facility policy titled Care Plans, Comprehensive
Person-Centered dated 8/3/2018, the facility will
provide a comprehensive person-centered
Interdisciplinary care plan.

SUGGESTED METHOD OF CORRECTION: The
director of nursing (DON) or designee should review
and revise policies and procedures related to
performing Minimum Data Set (MDS) assessments
and the collection of required information. The
director of nursing or designee should educate staftf
to policy or procedure changes and perform
measurable audits for additional residents’ medical
records to determine accuracy of their assessments.
The results of those audits should be taken to the
QAPI committee to determine compliance or the
need for further monitoring.

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

Rehab - Pressure Ulcers 20900
CFR(s): MN Rule 4658.0525 Subp. 3
Subp. 3. Pressure sores. Based on the

comprehensive resident assessment, the director of
nursing services must coordinate the development of
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a nursing care plan which provides that:

A. a resident who enters the nursing home without
pressure sores does not develop pressure sores
unless the individual's clinical condition
demonstrates, and a physician authenticates, that
they were unavoidable; and

B. a resident who has pressure sores receives
necessary treatment and services to promote
healing, prevent infection, and prevent new sores
from developing.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on observation, interview and document
review, the facility failed to complete a
comprehensive weekly wound assessments for 1 of
1 resident (R6) reviewed for pressure Ulcer/Injury
who had two unhealed stage 4 pressure ulcers
(full-thickness skin and tissue loss, exposed bone,
ligament, cartilage, or muscle) on bilateral

buttocks. This had the potential to delay

Identification of changes Iin wound status and impact

timely interventions to promote healing.

Findings Include:

R6's quarterly Minimum Data Set (MDS) assessment,

dated 6/3/26, identified R6 had intact cognition and
was dependent on staff for activities of daily living
and mobility. MDS identified two stage 4 pressure
ulcers, pressure reducing device for bed, chair and
application of nonsurgical dressing and ointment.

R6’s diaghoses Included stage 4 pressure on right
and left buttock, hereditary spastic paraplegia
(inherited disorders that cause progressive stiffness
and weakness In the legs, often leading to mobility
challenges).

R6’s care plan dated 6/10/26, directed staff to
assess the pressure ulcer location, stage, size
(length, width and depth), presence/ absence of
granulation (healing) tissues, conduct a systematic
skin inspection weekly and report any signs of
further skin breakdown.

R 6’s wound treatment order dated 4/14/26
Included: dressing plan for the bilateral open stage
4 Ischial pressure injuries, continue to use Vashe
(wound cleanser) barely moistened kerlix covered
with ABD (thick multi-layered medical dressing) pad
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held in place with silicone tape, 3 times dally.

R6's Electronic Medical Record (EMR) review
Indicated R6 was hospitalized from 1/16/26 to
01/26/26 for progressive worsening of bilateral
buttocks stage 4 pressure ulcers with concern for
Infection and a hospitalization from 05/14/26 to
5/18/26 for acute osteomyelitis (infection in a bone),
both ischial (sit bones) wounds were open to bone
and periosteum (connective tissues), with the left
wound correlating with new osteomyelitis.

Review of R6’'s EMR wound documentation
Identifled 3 wound assessments and documentation
In 90 days:

On 3/31/26, wound documentation indicated: old
dressing was removed; area was cleansed with
dermal wound cleanser; kerlix saturated in half
solution of Dakin's. bottom looked good overall with
scant amount of maceration to peri wound. Left
buttock wound measured; 4 cm(centimeters)
L(length) x 7 cm W(width)x 7 cm D (depth),Right
gluteal wound measuring 2cm (L) x 3.5cm (W) x 5.3
cm (D).

On 04/2/26, wound documentation indicated: old

dressing was removed; area was cleansed with
dermal wound cleanser:; kerlix saturated in half
solution of Dakin's.

Left buttock wound measured; 9.6 cm (L) x 5.2 cm
(W) x 9.2 cm (D),

Right gluteal wound measuring 3.5 cm (L) x 2.7 cm
(W) x 5.0 cm (D).

On 6/3/26, wound documentation current

Indicated: wound care completed this AM after
resident had a shower. Left buttock wound measured
1.5cm x 2.0 cmx 4.0cm

Right buttock wound measured 2.0 cm X 4.0 cm X
6.4.cm, no s/s of infection, no odor, no drainage,
resident denies pain and tolerated treatment well.

During an observation and interview on 6/17/2026
7:22 a.m., R6 stated, wounds dressing changes
were completed by 7 a.m., between 12 p.m., and
2:00 p.m., and after 7:00 p.m., R6 said he spent
most of the day In the facility apartment visiting his
wife and returned to the facility for medications and
treatments.

During observation on 6/17/2026 1:40 p.m. R6
returned to the facility, took scheduled medications,
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declined wound treatment and assessment, and
returned to the facility apartment to visit his wife.

During an interview on 06/17/26 12:50 p.m.,
licensed practical nurse, (LPN)-A stated, weekly
wound assessment and documentation was
completed by the nurse manager.

During an interview on 06/17/26 10:57 a.m.,

Interim director of nursing (IDON) stated, the
expectation was all wounds would be measured and
documented on weekly basis.

During an interview on 06/17/26 at 2:33 p.m.,
licensed nurse practitioner (NP)-B expected facility
staff to complete weekly wound assessment and
report any issues identified.

Facility policy title “Skin Integrity, Wound, Care and
Pressure Injury Prevention” reviewed on 6/18/26 on
Indicated, all wound, and pressure injuries shall be
assessed upon identification and monitored routinely
thereafter. Assessment shall include Location, size
and measurement, stage (if applicable), appearance
of wound bed, drainage characteristics, sigh and
symptoms of infections, pain, periwound condition
and response to treatment. Residents with existing
wounds or pressure Injuries shall have treatment
goals and Iinterventions reflected in the care plan.

SUGGESTED METHOD OF CORRECTION: The
director of nursing (DON) or designee, could review
all residents at risk for pressure ulcers to assure
they are accurately assessed and receliving the
necessary treatment/services to prevent pressure
ulcers from developing and to promote healing of
pressure ulcers. The DON or designee, could
conduct random audits of the delivery of care; to
ensure appropriate care and services are
Implemented; to reduce the risk for pressure ulcer
development. The results of the audits could be
brought to the facility quality assurance committee
for review.

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

Adminiatration of Medications; Pharmacy Serv. 21550
CFR(s): MN Rule 4658.1325 Subp. 1

Subpart 1. Pharmacy services. A nursing home must
arrange for the provision of pharmacy services.

This LICENSURE REQUIREMENT Is NOT MET as
evidenced by:
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Based on interview and record review the facility
falled to ensure medications were available for
administration per physician order for 1 of 1 resident
(R37) reviewed for pharmacy services.

Findings include:

R37 face sheet indicated R37 admitted to the facility
on 6/3/26.

R37's admission Minimum Data Set (MDS)
assessment, dated 6/9/26, indicated R37 was
cognitively intact with no delirium and no behaviors.
R37 had upper and lower body impairment and
required assistance with all activities of daily living.
The MDS also indicated R37 had diagnoses of
anxlety and depression.

R37's diagnoses list included heart disease, major
depressive disorder, and generalized anxiety
disorder.

R37's care plan indicated R37 recelved an
antianxiety medication related to anxiety disorder.

R37's hospital discharge orders dated 6/3/26,
Indicated clonazepam (prescribed to treat anxiety)0.5
mg tablet give 1/2 tablet twice a day

R37's Medication Administration Record (MAR)
Indicated R37 had an order for clonazepam 0.5 mg
tablet. Give 1/2 tablet twice a day scheduled. The
MAR further indicated R37 did not recelve the
clonazepam from 6/3/26 evening shift through
6/15/26 due to "drug not available." Additional
notes on the MAR Indicated on 6/3/26 "drug
unavailable, resident informed. Will call pharmacy in
the AM". On 6/5/26 evening shift the MAR also
Indicated "medication not found, also checked EKit
(emergency kit) not available”. On 6/11/26 the MAR
also indicated "no written script from
pharm"(pharmacy).

R37's progress notes indicated R37 was seen on
6/4/26 for a first post admission recertification with
orders for labs placed. The progress notes also
Indicated R37 was seen at the faclility by the nurse
practitioner for an acute visit on 6/10/26. The
progress notes lacked documentation a provider was
updated of R37's clonazepam not being
administered due to being unavailable.

A hand written faxed document dated 6/4/26, to the
medical director indicated "FYI. [facility pharmacy]
needs an updated script for [R37] clonazepam.”
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Provider progress notes indicate the medical director

was In the facility on 6/4/26 to sign R37's
admission orders and R37 was seen for an acute
visit on 6/10/26. Nelther document mentioned
needing a valid prescription for clonazepam.

During an interview on 6/16/26 at 11:21 a.m., trained
medication aide (TMA)-A stated If a medication was
not found, she would look through all of the
medication carts and call the pharmacy to order It.
TMA-A stated staff "are not supposed to" document
"unavailable" on the MAR. If a script is needed, she
would tell the nurse on duty. When asked about
R37's clonazepam, TMA-A stated "l think they were
trying to get her off of that, I'm not really sure. |
know It wasn't a prior authorization thing.". TMA-A

looked through the medication cart and verified there

was no card of clonazepam available.

During an interview on 6/16/26 at 1.01 p.m., the
pharmacy technician stated the pharmacy last filled
30 tablets of clonazepam for R37 on 11/6/25 and
they do not have a current order for clonazepam for
R37.

During an interview on 6/16/26 at 1.08 p.m.,
licensed practical nurse (LPN)-A stated If a
medication I1s not available the pharmacy Is notified
and a note I1s made In the progress notes. If the
pharmacy states a new script Is required, the
provider is updated. LPN-A stated he does not work
with R37 often but does recall one of the nurses
stating messages were sent to the provider for the
clonazepam order. LPN-Areviewed R37's progress
notes and confirmed there i1s no documentation
stating a provider was updated. LPN-A stated an
SBAR (a note written to providers) is placed in the
SBAR binder. LPN-A could not find documentation
In the binder indicating a request for clonazepam
was made.

On 6/16/26 at 2:08 p.m., the administrator provided
an SBAR that was written on 6/14/26 to the provider
Indicating "discontinue orders for Clonazepam BID.
No script, has not taken while here".

During Interview on 6/16/26 at 2:21 p.m., the nurse
practitioner (NP) stated she is at the facility weekly.
The NP confirmed R37 was discharged from the
hospital with an order for clonazepam 0.5 mg tablet
1/2 tablet twice a day. The NP also confirmed R37
was seen by the medical director on 6/4/26 and by
her on 6/10/26 for an acute visit. The NP stated she
was unaware R37 had not been receiving
clonazepam and did not see any documentation or
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fax indicating a request for a script for clonazepam.
The NP stated she would expect to be notified
iImmediately If a medication was unavailable.

During an interview on 6/17/26 at 8:18 a.m., the
assistant director of nursing (ADON) stated the
facility has a binder with the procedure for obtaining
medications that are controlled substances. The
ADON stated If a medication I1s unavailable, staff are
expected to check the emergency Kit, reach out to
the pharmacy, and reach out to the provider. The
ADON stated she expects continued communication
until the medication is available. The ADON
confirmed the documentation the medication was not
avallable. She stated she would expect the nursing
staff to communicate with the providers at least
every shift until the situation was rectified. The
ADON confirmed the medical director was at the
facility on 6/4/26 to certify R37's admission orders
and the nurse practitioner saw R37 on 6/10/26 for
an acute visit. The ADON confirmed there was no
evidence a provider was notified of the clonazepam
between the fax on 6/4/26 and the SBAR written
6/14/26. She stated the facility had ample
opportunity to reach out to the providers to obtain
the script for the clonazepam.

A policy titled "Procedure for Addressing Controlled
Substance/Narcotic Supply shortage" dated 11/5/25,
Indicated If it Is a med we have Iin the emergency Kit,
first call the pharmacy (after hour pharmacy If that Is
appropriate) to see If you can access the emergency
Kit for the medication, If they say yes, do so and
document/request replacement accordingly. But you
will need to send a request for a refill if the
pharmacy Is not planning on sending more to the
facility. If no, because there Is not a valid Rx
[prescription], then you will have to call the provider
or the on-call provider for after hours. If they do It,
ask them to be sure to send it to [pharmacy name].
It Is then necessary to document what you have
done and what the result is. If for some reason you
are not able to get a medication, you need to
monitor the resident, offer non-pharmacological
Interventions, and If that Is not enough, call the
family to notify and send the resident to the ED
(emergency department). Notify facility DON by
phone or email.

SUGGESTED METHOD OF CORRECTION: The
director of nursing (DON) or designee could review
and revise policies and procedures for pharmacy
services, and how medication was ordered, delivered
and dispensed by the pharmacy. The director of
nursing or designee could develop a system to
educate staff about pharmacy services and the
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disposition of the medication. The quality assurance
committee could monitor to ensure compliance.

TIME PERIOD FOR CORRECTION: Twenty One (21)
days

Administration of Medications Self Admin 21565
CFR(s): MN Rule 4658.1325 Subp. 4

Subp. 4. Self-administration. A resident may
self-administer medications If the comprehensive
resident assessment and comprehensive plan of
care as required In parts 4658.0400 and 4658.0405
Indicate this practice Is safe and there Is a written
order from the attending physician.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on observation, interview, and document
review, the facility failed to ensure resident
assessment to self-administer medications, was
Implemented and followed consistently In
accordance with physician orders for 1 on 1 resident
(R8) reviewed for self-administration of medications.

Findings include:

R8's comprehensive Minimum Data Set (MDS)
assessment, dated 5/11/26, identified R8 had
Impaired cognition and required extensive assistance
with activities of daily living

(ADL) and maximal assistance with mobility.

R8's care plan dated 05/04/26 indicated, resident
would like to administer oral medications and be
more independent with ADL's. Resident was unable
to self-administer safely medications, may
self-administer inhalers/nebs after set up only.

R8's active medications list review included an
order for R8 to self-administer inhalers and
nebulizer treatments only after set up by staff and
could not self-administer oral medications safely
dated 11/09/23.

R8's self-administration of medication assessment
dated 4/18/26 indicated, R8 did not wish to
self-administer any medications, had moderately
Impaired cognitive status, made poor decision,
required cues/supervision and based on evaluation,
It was not appropriate for R8 to self-administer any
medications.
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During an observation on 06/16/26 4.09 p.m., R8
was found sitting in a wheelchair in the room,
holding In the left hand a 1 oz medication cup
containing 4 tablets and in the right hand, an 8 oz
clear cup, containing water. When asked who
provided the medications and water, R8 stated, the
medications were from a while ago and was unable
to recall who provided the medications. At 4:38

p.m., R8 was found Iin the same position, with no
medication cup In the left hand and the water cup
was placed on the nightstand. When R8 was asked
what happened to the medications, R8 was unable to
recall. Further inspection showed the medication cup
and the 4 tablets of medication on the floor and a
small amount of spilled water. R8 ‘s call light was
used and trained medication aid (TMA)-A and
registered nurse (RN)-A at 4:40 p.m responded to
the call light.

During an interview on 06/16/26 at 4:41 p.m.,
(TMA)-A stated, R8 was not supposed to
self-administer oral medications except inhalers and
nebulizer treatments only after set up by staff and
was unsure who provided the medications found on
the floor. RN-A also confirmed, R8 was not to
self-administer any oral medications except inhalers
and nebulizer treatments only after set up by staff
and would notify supervisor immediately.
Medications found on the floor were identified as
tramadol 50 mg tablet, 2 tablets of Tylenol 500mg
and calcium citrate 200mg tablet.

During an interview on 06/17/26 at 10:30 a.m.,
administrator indicated a near miss medication
Investigation report was completed and trained
medication aid (TMA)-B was identified as staff
member involved.

During an interview on 6/17/26 at 1:43 p.m., TMA-B
stated, they had provided R8 with an inhaler first,
which R8 self-administered after set up, then the 4
tablets In a medication cup and water on 6/16/26 at
4:30 p.m., TMA-B confirmed was aware R8 was
unable to self-administer oral medications

except inhalers and nebulizer treatments only after
set up by staff. TMA-B stated, was under the
Impression that R8 took the medications in her
presence.

During an interview on 06/18/2026 11:04 a.m., acting
director of nursing (ADON), upon review of R8’s
self-administration of medication assessment dated
4/18/26 and confirmed, R8 was unable to
self-administer any medications including inhalers
and nebulizer treatments.
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Facility policy titled “Self -Administration of
Medication Policy “revised on 6/16/26 indicated,
nursing staff shall review self-administration
documentation routinely and ensure appropriate
entries are reflected on the Medication
Administration Record (MAR).

SUGGESTED METHOD OF CORRECTION: The
administrator, director of nursing (DON) or designee
could review and revise policies for self
administration of medication according to evidence
based practices/procedures. Nursing staff could be
educated as necessary to the importance of
ensuring the resident Is capable of administering
their own medications initially, quarterly, annually, or
with a change to a resident's physical or mental
ability to do so. Nursing staff could also ensure
there Is a physician's order in place, prior to a

nurse/medication aide administering medication. The

DON or designee, could audit any/all resident's
medical records, to ensure compliance with
appropriate medication administration. The DON or
designee could take that information to QAPI to
ensure compliance and determine the need for
further education/monitoring/compliance.

TIME PERIOD FOR CORRECTION: Twenty one (21)

days.
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Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
July 10, 2026

Administrator

Stewartville Care Center

120 FOURTH STREET NORTHEAST
STEWARTVILLE, MN 55976

RE: CCN: 245349
Cycle Start Date: June 18, 2026

Dear Administrator:

On June 18, 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.

 How the facility will identify other residents having the potential to be affected by the same deficient practice.
What measures will be put into place, or systemic changes made, to ensure that the deficient practice will not
recur.

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

 The date that each deficiency will be corrected.

* An electronic acknowledgement signature and date by an official faclility 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).

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

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

Jennifer Kolsrud Brown, RN, Regional Operations Supervisor
Rochester District Office

Health Regulation Division

Minnesota Department of Health

3425 40th Avenue NW, Suite 115

Rochester, MN 55901

Email: jennifer.kolsrud@state.mn.us

Office: (507) 206-2727

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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

VERIFICATION OF SUBSTANTIAL COMPLIANCE

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

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

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 September 18, 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 December 18, 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<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>