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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS
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245307
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PRINTED: 07/21/2026
FORM APPROVED

OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

07/07/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

416 SEVENTH STREET NORTHEAST , BAGLEY, Minnesota, 56621

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

E0000 Initial Comments E0000

On 7/6/26 through 7/7/26, a survey for compliance
with CFR §483.73, Appendix Z, Emergency
Preparedness Requirements was conducted. The
facility was IN compliance.

The facility is 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.

F0000 INITIAL COMMENTS

On 7/6/26 through 7/7/26, a federal recertification
survey (S5307041-0) was conducted using the
Risk-Based Survey (RBS) process at your facility.
Your facility was NOT in compliance with §42 CFR
483, Subpart B, Requirements for Long Term Care
Facilities.

F0000

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

07/15/2026

07/15/2026

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.

F0699
SS = D

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

Trauma Informed Care

CFR(s): 483.25(m)

§483.25(m) Trauma-informed care

The facility must ensure that residents who are
trauma survivors receive culturally competent,
trauma-informed care in accordance with
professional standards of practice and accounting
for residents' experiences and preferences in order

F0699 The identified resident's Trauma-Informed Care
Assessment was completed immediately upon
identification of the deficient practice. The Social
Services Designee reviewed the assessment
findings, identified trauma history and potential
triggers, and updated the resident's comprehensive
care plan to include individualized trauma-informed
interventions, as appropriate.

The Social Services Designee completed a 100% audit
of all current residents to verify completion of the

07/23/2026

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 available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

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

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 25C5F0-H1 Facility ID: 00974 If continuation sheet Page 1 of 3
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Continued from page 1
to eliminate or mitigate triggers that may cause
re-traumatization of the resident.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
failed to implement a trauma-informed approach by
failing to assess a resident's history of trauma upon
admission and develop an individualized,
person-centered care plan identifying trauma-related
triggers and interventions for 1 of 1 resident (R1)
reviewed for trauma-informed care.

Findings include:

R1's admission Minimum Data Set (MDS) dated
6/10/26, identified R1 had moderate cognition and
required assistance with activities of daily living
(ADL). R1 diagnoses included post-traumatic stress
disorder (PTSD) (a mental health condition triggered
by experiencing or witnessing a traumatic event),
anxiety, and depression.

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

F0699 Continued from page 1
Trauma-Informed Care Assessment. Any missing
assessments identified during the audit were
completed immediately, and the associated care
plans were reviewed and updated to include
individualized trauma-informed interventions, as
indicated.

The Social Services Designee, staff designated to
provide Social Services coverage, and all nursing
staff who participate in the admission process or
complete admission observations will receive
education regarding the facility's Trauma-Informed
Care Policy and admission process.

Education will include:

Completion of the Trauma-Informed Care
Assessment in accordance with facility policy,
including upon admission, annually, and following
identified actual or suspected trauma or when a
reassessment is otherwise indicated.

R1’s care plan dated 6/4/26, failed include
trauma-informed interventions, approaches to
minimize triggers, or strategies to promote emotional
safety.

On 7/6/26 at 5:41 p.m., nursing assistant (NA)-A
stated she was not aware that R1 had any
interventions related to PTSD. NA-A stated the staff
reviewed a resident’s care plan to identify if a
resident had PTSD and what the triggers and
interventions were needed when caring for the
resident.

Identification and documentation of known or
suspected trauma history, potential trauma triggers,
emotional responses, resident preferences, and
individualized care needs.

Development of individualized trauma-informed
interventions and incorporation of those
interventions into the resident's comprehensive care
plan.

On 7/7/26 at 8:45 a.m., R1 stated she had past
trauma that caused bad dreams and affected her
ability to fall asleep. R1 further stated staff had not
asked about past trauma or potential triggers upon
admission.

Responsibilities for completing or verifying required
Social Services admission assessments when the
Social Services Designee is unavailable to ensure
continuity of the admission process.

R1’s medical record lacked evidence that a trauma
assessment was completed upon admission to
identify past trauma, triggers, or individualized care
needs related to trauma history.

On 7/7/26 at 9:35 a.m., the director of nursing
(DON) stated the trauma informed care assessments
were completed by the social worker for every
admission. If the social worker was out of the office
the administrator delegated the duties to another
nurse.

On 7/7/26 9:44 a.m., social services designee (SSD)
stated the trauma informed care assessments were

The facility reviewed and reinforced its
Trauma-Informed Care Policy and admission process
following identification of the deficient practice. The
policy requires Trauma-Informed Care Assessments
to be completed in accordance with facility policy,
including upon admission, annually, and when actual
or suspected trauma or other identified
circumstances warrant reassessment.

The admission process has been enhanced to
clearly define responsibility for completion and
verification of the Trauma-Informed Care
Assessment for all new admissions. In the event the
Social Services Designee is unavailable due to

(X5)
COMPLETION

DATE

07/23/2026
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completed as soon as possible for new admissions,
annually and as needed with resident changes. Care
plans were updated after assessments were
completed and were important for staff to identify
how to interact with the residents. SSD stated she
was out of the office when R1 was admitted and
when she returned SSD was unaware that R1 needed
a trauma informed care assessment completed. SSD
stated R1 should have had a trauma informed care
assessment completed and potential triggers added
to the care plan.

On 7/7/26 at 10:00 a.m., the administrator stated
trauma informed care assessments were completed
by social services for each new admission or were
delegated to nursing staff when social services were
unavailable. The administrator stated when R1 was
admitted, the social service assessments had been
delegated to nursing staff; however, R1’s TIC
assessment was missed and not completed upon
admission.

The facility Trauma Informed Care Policy and
Procedure reviewed 7/7/26, identified the facility
would ensure that residents who were trauma
survivors would receive culturally competent trauma
informed care in accordance with professional
standards of practice and considering residents
experiences and preferences to eliminate or mitigate
triggers that may cause re-traumatization of the
resident. The policy further identified all residents
would be screened for history of trauma and social
information, and the interdisciplinary team would
develop a person-centered care plan that addressed
trauma informed care needs specific to each
resident.

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

F0699 Continued from page 2
scheduled or unscheduled leave, designated Social
Services coverage staff will assume responsibility for
completing or verifying completion of all required
Social Services admission assessments, including
the Trauma-Informed Care Assessment.

Nursing staff completing admission observations will
document and communicate any known or
suspected trauma history, potential triggers,
emotional responses, resident preferences, or other
pertinent observations to the Social Services
Designee or designated coverage staff to facilitate
completion of the Trauma-Informed Care
Assessment and development of individualized
trauma-informed interventions.

The Administrator, or designee, will audit 100% of all
new admissions to verify:

Completion of the Trauma-Informed Care
Assessment within the timeframe established by
facility policy.

Timely communication of pertinent findings identified
during nursing admission observations to the Social
Services Designee or designated coverage staff.

Identification of trauma history and potential triggers,
when applicable.

Development and implementation of individualized
trauma-informed interventions within the resident's
comprehensive care plan, as appropriate.

The Administrator, or designee, will review the
records of all residents admitted during the previous
week to verify compliance with the Trauma-Informed
Care Assessment requirements. Audits will be
conducted weekly for four weeks, followed by review
of all new admissions every other week for an
additional two months. Any identified deficiencies
will be corrected immediately, and additional
education will be provided as needed.

Audit findings will be reviewed through the facility's
Quality Assurance and Performance Improvement
(QAPI) process. The facility will consider the
corrective actions effective upon achieving and
maintaining 100% compliance throughout the
monitoring period.

(X5)
COMPLETION

DATE

07/23/2026
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