
    

Protecting, Maintaining and Improving the Health of All Minnesotans  

Electronically Delivered    
April 2, 2024

Administrator
Cokato Manor
182 Sunset Avenue
Cokato, MN  55321

RE:   CCN: 245412
  Cycle Start Date: February 14, 2024

Dear Administrator:

On March 13, 2024, the Minnesota Department(s) of Health and Public Safety, completed a revisit to
verify that your facility had achieved and maintained compliance.  Based on our review, we have
determined that your facility has achieved substantial compliance; therefore no remedies will be
imposed.

Feel free to contact me if you have questions.

Sincerely,

      
Sarah Lane, Compliance Analyst    
Federal Enforcement |  Health Regulation Division
Minnesota Department of Health
P.O. Box 64900
Saint Paul, MN 55164‐0900
Telephone: 651‐201‐4308     Fax: 651‐215‐9697
Email: sarah.lane@state.mn.us

An equal opportunity employer.



    

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered                                         
April 2, 2024

  CMS Certification Number (CCN): 245412     

Administrator
Cokato Manor
182 Sunset Avenue
Cokato, MN  55321

Dear Administrator:

To participate as a skilled nursing facility in the Medicare program or as a nursing facility in the Medicaid
program, a provider must be in substantial compliance with each of the requirements established by the
Secretary of Health and Human Services found in 42 CFR part 483, Subpart B.     

Based upon achieving substantial compliance, we are recommending to CMS that your facility be recertified for
participation in the Medicare and Medicaid program.    

Effective March 6, 2024 the above facility is certified for:     

    56  Skilled Nursing Facility/Nursing Facility Beds

You should advise our office of any changes in staffing, services, or organization, which might affect your
certification status.     

If, at the time of your next survey, we find your facility to not be in substantial compliance your Medicare and/or
Medicaid provider agreement may be subject to non‐renewal or termination.

Please contact me if you have any questions.

Sincerely,

      
Sarah Lane, Compliance Analyst    
Federal Enforcement |  Health Regulation Division
Minnesota Department of Health
P.O. Box 64900
Saint Paul, MN 55164‐0900
Telephone: 651‐201‐4308     Fax: 651‐215‐9697
Email: sarah.lane@state.mn.us

An equal opportunity employer.



    

Protecting, Maintaining and Improving the Health of All Minnesotans  

Electronically delivered
February 23, 2024

Administrator
Cokato Manor
182 Sunset Avenue
Cokato, MN  55321

RE:   CCN: 245412
  Cycle Start Date: February 14, 2024

Dear Administrator:

On February 14, 2024, 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:

� 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 facility representative.

An equal opportunity employer.
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The state agency may, in lieu of an onsite revisit, determine correction and compliance by accepting
the facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.

If an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:

•        Denial of payment for new Medicare and Medicaid admissions (42 CFR  488.417);

•    Civil money penalty (42 CFR 488.430 through 488.444).
    

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

DEPARTMENT CONTACT

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

Judy Loecken, Unit Supervisor    
St. Cloud B District Office
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
Midtown Square
3333 Division Street, Suite 212
Saint Cloud, Minnesota 56301‐4557    
Email: judy.loecken@state.mn.us
Office: (320) 223‐7300 Mobile: (320) 241‐7797

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    
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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 May 14, 2024 (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 August 14, 2024 (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) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)

In accordance with 42 CFR 488.331, 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:

      Nursing Home Informal Dispute Process
      Minnesota Department of Health
      Health Regulation Division    
      P.O. Box 64900
      St. Paul, Minnesota 55164‐0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/ltc_idr.cfm    

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable electronic plan of correction. A copy of the Department’s
informal dispute resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html

Please note that the failure to complete the informal dispute resolution process will not delay the dates
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specified for compliance or the imposition of remedies.

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
Interim State Fire Safety Supervisor
Health Care & Correctional Facilities/Explosives
MN Department of Public Safety‐Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101
travis.ahrens@state.mn.us
Cell: 1‐507‐308‐4189

Feel free to contact me if you have questions.

Sincerely,

      
Sarah Lane, Compliance Analyst    
Federal Enforcement |  Health Regulation Division
Minnesota Department of Health
P.O. Box 64900
Saint Paul, MN 55164‐0900
Telephone: 651‐201‐4308     Fax: 651‐215‐9697
Email: sarah.lane@state.mn.us
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E 000  Initial Comments

On  2/12/24  through  2/14/24,  a  survey  for
compliance  with Appendix  Z, Emergency
Preparedness  Requirements,  §483. 73(b)(6) was
conducted  during  a  standard  recertification
survey.  The  facility was  NOT in compliance.

E 000
received and reveiwed 3/13/24

The  facility's  plan  of correction  (POC)  will serve
as  your allegation  of compliance  upon  the
Department' s  acceptance.  Because  you are
enrolled  in ePOC,  your signature  is not  required
at  the  bottom  of the  first page  of the  CMS-2567
form.

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

E 041  Hospital  CAH and  LTC Emergency  Power
SS= F CFR( s): 483. 73(e)

E 041 3/1/24

§482. 15(e)  Condition  for Participation:
(e)  Emergency  and  standby  power  systems.  The
hospital  must  implement  emergency  and  standby
power  systems  based  on  the  emergency  plan  set
forth in paragraph  (a)  of this  section  and  in the
policies  and  procedures  plan  set  forth in
paragraphs  (b)(1)(i) and  (ii) of this  section.

§483. 73(e) , §485. 625( e) , §485. 542( e)
(e)  Emergency  and  standby  power  systems.  The
[LTC facility CAH and  REH] must  implement
emergency  and  standby  power  systems  based  on
the  emergency  plan  set  forth in paragraph  (a)  of
this  section.

§482. 15(e) (1), §483. 73(e) (1), §485. 542( e) (1),
§485. 625( e) (1)

LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE

Electronically  Signed
TITLE (X6) DATE

03/01/2024
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  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. JudyB. Loecken

Digitally signed by Judy B.
Loecken
Date: 2024.03.13 13:56:20 -05'00'
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E 041  Continued  From  page  1
Emergency  generator  location.  The  generator
must  be  located  in accordance  with the  location
requirements  found  in the  Health  Care  Facilities
Code  (NFPA 99  and  Tentative  Interim
Amendments  TIA 12-2,  TIA 12-3,  TIA 12-4,  TIA
12-5,  and  TIA 12-6), Life Safety  Code  (NFPA 101
and  Tentative  Interim  Amendments  TIA 12-1,  TIA
12-2,  TIA 12-3,  and  TIA 12-4), and  NFPA 110,
when  a  new  structure  is built or when  an  existing
structure  or building  is renovated.

482. 15(e) (2), §483. 73(e) (2), §485. 625( e) (2),
§485. 542( e) (2)
Emergency  generator  inspection  and  testing.  The
[hospital,  CAH and  LTC facility] must  implement
the  emergency  power  system  inspection,  testing,
and  [maintenance]  requirements  found  in the
Health  Care  Facilities  Code,  NFPA 110,  and  Life
Safety  Code.

482. 15(e) (3), §483. 73(e) (3), §485. 625( e)
(3),§485. 542( e) (2)
Emergency  generator  fuel.  [Hospitals,  CAHs  and
LTC facilities] that  maintain  an  onsite  fuel source
to power  emergency  generators  must  have  a  plan
for how it will keep  emergency  power  systems
operational  during  the  emergency,  unless  it
evacuates.

*[For  hospitals  at  §482. 15(h), LTC at  §483. 73(g),
REHs  at  §485. 542( g), and  and  CAHs
§485. 625( g):]
The  standards  incorporated  by reference  in this
section  are  approved  for incorporation  by
reference  by the  Director  of the  Office  of the
Federal  Register  in accordance  with 5 U.S. C.
552( a)  and  1 CFR  part  51.  You may  obtain  the
material  from the  sources  listed  below.  You may

E 041
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E 041  Continued  From  page  2
inspect  a  copy  at  the  CMS  Information  Resource
Center,  7500  Security  Boulevard,  Baltimore,  MD
or at  the  National  Archives  and  Records
Administration  (NARA). For  information  on  the
availability of this  material  at  NARA, call
202- 741- 6030,  or go  to:
http: //www.archives. gov/federal_ register/ code_ of
_federal_ regulations/ ibr_locations. html.
If any  changes  in this  edition  of the  Code  are
incorporated  by reference,  CMS  will publish  a
document  in the  Federal  Register  to announce
the  changes.
(1) National  Fire  Protection  Association,  1
Batterymarch  Park,
Quincy,  MA 02169,  www.nfpa. org,
1.617. 770. 3000.
(i) NFPA 99,  Health  Care  Facilities  Code,  2012
edition,  issued  August  11, 2011.
(ii) Technical  interim amendment  (TIA) 12-2 to
NFPA 99,  issued  August  11, 2011.
(iii) TIA 12-3 to NFPA 99,  issued  August  9,  2012.
(iv) TIA 12-4 to NFPA 99,  issued  March  7,  2013.
(v) TIA 12-5 to NFPA 99,  issued  August  1, 2013.
(vi) TIA 12-6 to NFPA 99,  issued  March  3,  2014.
(vii) NFPA 101,  Life Safety  Code,  2012  edition,
issued  August  11, 2011.
(viii) TIA 12-1 to NFPA 101,  issued  August  11,
2011.
(ix) TIA 12-2 to NFPA 101,  issued  October  30,
2012.
(x) TIA 12-3 to NFPA 101,  issued  October  22,
2013.
(xi) TIA 12-4 to NFPA 101,  issued  October  22,
2013.
(xiii) NFPA 110,  Standard  for Emergency  and
Standby  Power  Systems,  2010  edition,  including
TIAs to chapter  7,  issued  August  6,  2009. .
This  REQUIREMENT  is not  met  as  evidenced
by:

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:MY2211
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E 041  Continued  From  page  3
Based  on  a  review  of available  documentation

and  staff  interview,  the  facility failed  to maintain
generators  per  NFPA 99  (2012  edition) , Health
Care  Facilities  Code,  section  6.4.4.1.1.3,  and
NFPA 110 (2010  edition) , Standard  for
Emergency  and  Standby  Power  Systems,
sections  4.2,  8.4.9,  8.4.9.1 and  8.4.9.2.  These
deficient  findings  could  have  a  widespread  impact
on  the  residents  within the  facility.

Findings  include:

1.  On  02/13/2024  between  9:00  AM and  12:00
PM, it was  revealed  by a  review  of available
documentation  that  the  facility failed  to provide
documentation  of a  36-Month  4-hour  generator
load  bank  test  having  been  completed.

2.  On  02/13/2024  between  9:00  AM and  12:00
PM, it was  revealed  by review  of available
documentation  that  the  facility failed  to conduct
monthly  generator  tests  in May, July,  and
September  of 2023.

3.  On  02/13/2024  between  9:00  AM and  12:00
PM, it was  revealed  by review  of available
documentation  that  the  facility did not  have  a
letter  of reliability from their  natural  gas  provider
that  supplies  the  emergency  generator.

An interview  with the  Maintenance  Director  and
Administrator  verified  these  deficient  findings  at
the  time  of discovery.

F 000  INITIAL COMMENTS

E 041

F 000

How corrective  action  will be
accomplished  for those  residents  found  to
have  been  affected  by the  deficient
practice:
The  36-month  4-hour  generator  test  was
completed  on  both  generators  2-13-2024.
The  monthly  live test  was  not  completed
the  three  months  due  to breakdowns.  The
generator  was  repaired  in October  and
required  tests  were  completed.
A letter  or reliability from our  natural  gas
provider  was  obtained  on  2-15-2024.
How the  facility will identify other  residents
having  the  potential  to be  affected  by the
same  deficient  practice
The  Administrator  audited  maintenance
records  regarding  the  generator  on
2-15-2-2024  to identify any  other  missing
documentation  as  required  by NFPA 110
guidelines.
What  measures  will be  put  in place,  or
systemic  changes  made,  to ensure  that
the  deficient  practice  does  not  recur:
Maintenance  Director  has  a  monthly  test
scheduled  for March  5th  and  has  it
scheduled  for the  5th  of the  month  going
forward.
How the  facility will monitor  its corrective
actions  to ensure  that  the  deficient
practice  is being  corrected  and  will not
recur
The  maintenance  Director  or designee  will
monitor  weekly  then  monthly  until
compliance  is achieved  and  report  results
to the  Quality  Assurance  Committee.

On  2/12/24  through  2/14/24,  a  standard

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:MY2211 Facility ID : 00712 If continuation  sheet  Page  4 of 19
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F 000  Continued  From  page  4
recertification  survey  was  completed  at  your
facility by the  Minnesota  Department  of Health  to
determine  if your  facility was  in compliance  with
requirements  of 42  CFR  Part  483,  Subpart  B,
Requirements  for Long Term Care  Facilities.  Your
facility was  NOT in compliance.

The  following complaints  were  reviewed  with NO
deficiencies  cited:
H54129803C  (MN00100722)

The  facility's  plan  of correction  (POC)  will serve
as  your allegation  of compliance  upon  the
Department' s  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  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.

F 550  Resident  Rights/ Exercise  of Rights
SS= D CFR( s): 483. 10(a)(1)(2)(b)(1)(2)

§483. 10(a)  Resident  Rights.
The  resident  has  a  right to a  dignified  existence,
self- determination,  and  communication  with and
access  to persons  and  services  inside  and
outside  the  facility, including  those  specified  in
this  section.

§483. 10(a) (1) A facility must  treat  each  resident
with respect  and  dignity and  care  for each
resident  in a  manner  and  in an  environment  that
promotes  maintenance  or enhancement  of his  or
her  quality  of life, recognizing  each  resident' s

F 000
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individuality. The  facility must  protect  and
promote  the  rights  of the  resident.

§483. 10(a) (2) The  facility must  provide  equal
access  to quality  care  regardless  of diagnosis,
severity  of condition,  or payment  source.  A facility
must  establish  and  maintain  identical  policies  and
practices  regarding  transfer,  discharge,  and  the
provision  of services  under  the  State  plan  for all
residents  regardless  of payment  source.

§483. 10(b) Exercise  of Rights.
The  resident  has  the  right to exercise  his  or her
rights  as  a  resident  of the  facility and  as  a  citizen
or resident  of the  United  States.

§483. 10(b)(1) The  facility must  ensure  that  the
resident  can  exercise  his  or her  rights  without
interference,  coercion,  discrimination,  or reprisal
from the  facility.

§483. 10(b)(2) The  resident  has  the  right to be
free  of interference,  coercion,  discrimination,  and
reprisal  from the  facility in exercising  his  or her
rights  and  to be  supported  by the  facility in the
exercise  of his  or her  rights  as  required  under  this
subpart.
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  observation,  interview  and  document

review  the  facility failed  to ensure  a  resident  was
treated  with dignity by allowing them  to dress  in a
manner  of her  choosing  for 1 of 1 residents  (R29)
reviewed  for dignity.

Findings  include:

R29' s  face  sheet  printed  2/14/24,  included
diagnoses  of dementia,  borderline  personality

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:MY2211
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How corrective  action  will be
accomplished  for those  residents  found  to
have  been  affected  by the  deficient
practice:
The  Social  Worker  immediately  removed
the  clothing  after  the  deficient  practice
was  noted  on  2-14-2024.
How the  facility will identify other  residents
having  the  potential  to be  affected  by the
same  deficient  practice:
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disorder,  anxiety  disorder,  depression,  overactive
bladder,  incontinence.

Care  plan  dated  12/26/23,  indicated  cognitive
loss/ dementia.  R29' s  assessment  showed
significant  cognitive  impairment.  Goal  indicated
R29  will maintain/ minimize  decline  in capacity
and  preserve  dignity. Approach  failed  to include
jumpsuit  or specific  clothing.

During  observation  on  2/12/24  at  1:24  p.m. , R29
was  dressed  in a  one- piece  jumpsuit  that  had  an
appearance  of pajamas.  Jumpsuit  was  one  piece
with blue  fabric  and  floral print.  Pants  came  to
mid-calf.  Zipper  located  on  the  back  reaching
down  to mid to low back.

During  observation  on  2/13/24  at  3:49  p.m. , R29
was  dressed  in a  one- piece  jumpsuit  with zipper
down  the  back.  Jumpsuit  was  a  one  piece  pink
fabric  with floral print.  Pants  came  to mid-calf
and  top  was  long sleeve.  Zipper  located  on  the
back  reaching  down  to mid to low back.

During  observation  on  2/14/24  at  7:14  a. m. , R29
was  dressed  in a  one- piece  jumpsuit  with zipper
down  the  back.  Jumper  looked  like a  grey
sweatsuit  with waiste  defined  to look like
sweatpants  and  sweatshirt,  but  were  sewn
together  at  the  waist.  Zipper  went  from neckline
to midback.

Interview  on  2/14/24  at  11:02  a. m. , R29' s
daughter  stated  R29  was  very  fashionable  and
she  would  be  "embarrassed"  by the  jumpsuit.
R29' s  daughter  stated  R29  would  wear  high
heals,  skirts  and  be  well put  together.  Facility had
provided  R29  with the  jumpsuits  and  if the
daughter  provided  clothing  for R29  she  was

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:MY2211
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The  facility Administrator,  Director  of
Nursing  and  Social  Worker  audited  all
current  resident s,  resident  charts  and
care  plans  on  2-15-2024.  Education  was
provided  to Cokato  Manor' s  nurses,  Social
Worker,  and  Director  of Nursing  related  to
clothing  and  resident  dignity on  2-15-
2024.
What  measures  will be  put  in place,  or
systemic  changes  made,  to ensure  that
the  deficient  practice  does  not  recur:
The  Administrator,  Director  of Nursing  and
Social  Worker  developed  an  assessment
tool on  resident  dignity to initiate  if a
resident  required  adaptive  clothing.
How the  facility will monitor  its corrective
actions  to ensure  that  the  deficient
practice  is being  corrected  and  will not
recur:
The  Administrator  or designee  will audit
weekly  then  monthly  until compliance  is
achieved  and  report  results  to the  Quality
Assurance  Committee.
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instructed  it needed  " to be  modest  and  have  high
neck- lines. "

Interview  on  2/14/24  at  1:08  p.m. , social  services
director  (SSD)  stated  R29  had  disrobed  in public
areas  of the  facility. R29  pulled  down  her  pants
and  the  jumpsuit  prevented  this  from happening.
SSD  stated  the  facility provided  the  jumpsuits.
This  was  an  option  they  offered  as  adaptive
clothing  can  be  hard  to find. SSD  stated  the
daugher  was  updated  and  was  in agreement  to
the  jumpsuits  in the  begining.  However,  SSD
stated  the  daughter  had  since  told the  facility her
mother  would  not  like these  jumpsuits.  They  were
not  her  style  or how she  would  have  prefered  to
dress.  SSD  stated  the  daughter  was  just  having
a  hard  time  accepting  "where  mom  is at" with her
advancing  dementia.

Interview  on  2/14/24  at  1:56  p.m. , director  of
nursing  (DON) stated  R29  wore  incontinent
briefs.  R29  disrobed  in public  areas  because  R29
did not  know  where  the  bathroom  was.  DON
stated  the  jumpsuit  was  to prevent  R29  from
disrobing  in public  areas.

Facility policy Notice  of Resident  Rights  and
Responsibilities  dated  1/6/21  and  Cokato  Manor
Emergency  Use  of Restraint  Policy  and
Procedure  dated  12/07  failed  to address  clothing
restraints.

F 565  Resident/ Family  Group  and  Response
SS= C CFR( s): 483. 10( f)(5)(i)-(iv)(6)(7)

§483. 10( f)(5) The  resident  has  a  right to organize
and  participate  in resident  groups  in the  facility.
(i) The  facility must  provide  a  resident  or family
group,  if one  exists,  with private  space;  and  take

F 550
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reasonable  steps,  with the  approval  of the  group,
to make  residents  and  family members  aware  of
upcoming  meetings  in a  timely manner.
(ii) Staff,  visitors,  or other  guests  may  attend
resident  group  or family group  meetings  only at
the  respective  group' s  invitation.
(iii) The  facility must  provide  a  designated  staff
person  who is approved  by the  resident  or family
group  and  the  facility and  who is responsible  for
providing  assistance  and  responding  to written
requests  that  result  from group  meetings.
(iv) The  facility must  consider  the  views  of a
resident  or family group  and  act  promptly  upon
the  grievances  and  recommendations  of such
groups  concerning  issues  of resident  care  and  life
in the  facility.
(A) The  facility must  be  able  to demonstrate  their
response  and  rationale  for such  response.
(B) This  should  not  be  construed  to mean  that  the
facility must  implement  as  recommended  every
request  of the  resident  or family group.

§483. 10( f)(6) The  resident  has  a  right to
participate  in family groups.

§483. 10( f)(7) The  resident  has  a  right to have
family member( s)  or other  resident
representative( s)  meet  in the  facility with the
families  or resident  representative( s)  of other
residents  in the  facility.
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  record  review,  and  interview  the  facility

failed  to organize  a  resident  council  group  over
the  previous  six months  and  after  requested  by
resident.  This  had  the  potential  to affect  all 47
residents  in the  facility.

Findings  include:
FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:MY2211
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How corrective  action  will be
accomplished  for those  residents  found  to
have  been  affected  by the  deficient
practice:
The  facility held  a  Resident  Council
meeting  on  2-13-2024.
How the  facility will identify other  residents
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R40' s  discharge  minimum  data  set  (MDS) dated
2/14/24,  indicated  cognitively  intact.

R8's  annual  MDS dated  1/12/24  indicated  she
was  moderately  cognitively  impaired.

Review  of resident  council  notes  revealed  no
meetings  had  been  held  since  August  2023.

On  2/13/24  at  11:55  a. m. , R40  stated  there  had
been  no  resident  council  meeting  for the  past  six
months.

On  2/14/24  at  10:43  a. m. , licensed  social  worker
(LSW) confirmed  there  had  been  no  resident
council  meeting  for the  past  six months.  LSW
stated  six months  was  too  long  and  the
expectation  would  have  been  monthly  meetings.
Further,  LSW stated  resident  council  meetings
were  important  to give  the  residents  a  voice  in
their  home,  uphold  their  rights,  support  their
lifestyles,  and  offer a  place  to air grievances.  This
had  not  happened.

On  2/14/23  at  4:33  p.m. , R8  stated  there  had
been  no  council  meetings  for a  long  time.
Additionally, R8  stated  she  had  requested  a
meeting  on  two separate  occasions,  once  in
September  and  once  after  Christmas.  Both
requests  were  denied  by the  facility.

On  2/14/24  at  5:03  p.m. , facility administrator
confirmed  no  meetings  were  held  for six months.
Her  expectation  was  meetings  were  held  at  a
minimum  every  other  month  or anytime  one  was
requested  by a  resident.  She  stated  resident
council  meetings  were  important  to provide  the
best  care  for the  residents,  and  a  place  for them
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having  the  potential  to be  affected  by the
same  deficient  practice
The  Administrator,  Director  of Nursing  and
the  Social  Worker  met  with all residents
residing  within the  facility to identify any
outstanding  resident  issues.
What  measures  will be  put  in place,  or
systemic  changes  made,  to ensure  that
the  deficient  practice  does  not  recur:
Education  was  provided  to staff  in charge
of the  Resident  Council  on  2-15-2024  on
the  importance  of meeting  monthly  or if a
resident  requests  a  meeting.
How the  facility will monitor  its corrective
actions  to ensure  that  the  deficient
practice  is being  corrected  and  will not
recur
The  Administrator  or designee  will monitor
monthly  until compliance  achieved  and
report  results  to the  Quality  Assurance
Committee.
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to voice  suggestions  and  issues  they  have.

Facility policy Resident  and  Family  groups  dated
1/18,  indicated  the  facility will provide  the
opportunity  and  space  for residents  to organize
and  participate  in resident  and/ or family groups  in
the  facility.

F 604  Right  to be  Free  from Physical  Restraints
SS= D CFR( s): 483. 10(e)(1), 483. 12(a) (2)

§483. 10(e)  Respect  and  Dignity.
The  resident  has  a  right to be  treated  with respect
and  dignity, including:

§483. 10(e) (1) The  right to be  free  from any
physical  or chemical  restraints  imposed  for
purposes  of discipline  or convenience,  and  not
required  to treat  the  resident' s  medical  symptoms,
consistent  with §483. 12(a) (2).

§483. 12
The  resident  has  the  right to be  free  from abuse,
neglect,  misappropriation  of resident  property,
and  exploitation  as  defined  in this  subpart.  This
includes  but  is not  limited to freedom  from
corporal  punishment,  involuntary  seclusion  and
any  physical  or chemical  restraint  not  required  to
treat  the  resident' s  medical  symptoms.

§483. 12(a)  The  facility must-

§483. 12(a) (2) Ensure  that  the  resident  is free
from physical  or chemical  restraints  imposed  for
purposes  of discipline  or convenience  and  that
are  not  required  to treat  the  resident' s  medical
symptoms.  When  the  use  of restraints  is
indicated,  the  facility must  use  the  least  restrictive
alternative  for the  least  amount  of time  and

F 565
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document  ongoing  re- evaluation  of the  need  for
restraints.
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  observation,  interview  and  document

review  the  facility failed  ensure  residents  were
free  from physical  restraints  that  preventing
access  to one' s  own body  and  to provide  ongoing
monitoring  of restraint  use  for 1 of 1 residents
(R29)  reviewed  for restraints.

Findings  include:

R29  face  sheet  printed  2/14/24,  included
diagnoses  of dementia,  borderline  personality
disorder,  anxiety  disorder,  depression,  overactive
bladder,  incontinence.

R29  care  plan  dated  12/26/23,  included  cognitive
loss/ dementia.  Goal  indicated  R29  will
maintain/ minimize  decline  in capacity  and
preserve  dignity. Approach  failed  to include
jumpsuit  or specific  clothing.

R29' s  record  lacked  evidence  of an  assessment
or on-going  monitoring  of a  restraint.

During  observation  on  2/13/24  at  3:49  p.m. , R29
was  dressed  in one- piece  jumpsuit.  It had  a
zipper  down  the  back  which  was  not  easily
accessible.

During  observation  on  2/14/24  at  7:14  a. m. , R29
was  dressed  in one- piece  jumpsuit.  It had  a
zipper  down  the  back  which  was  not  easily
accessible.

During  an  interview  on  2/14/24  at  1:08  p.m. ,
social  services  director  (SSD)  stated  R29
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How corrective  action  will be
accomplished  for those  residents  found  to
have  been  affected  by the  deficient
practice:
The  facility Administrator,  Social  Worker
and  Director  of Nursing  immediately
removed  the  clothing  after  the  deficient
practice  was  noted  on  2-14-2024.
How the  facility will identify other  residents
having  the  potential  to be  affected  by the
same  deficient  practice
The  facility Administrator,  Director  of
Nursing  and  Social  Worker  audited  all
current  resident s,  resident  charts  and
care  plans  on  2-15-2024.
What  measures  will be  put  in place,  or
systemic  changes  made,  to ensure  that
the  deficient  practice  does  not  recur:
Cokato  Manor  developed  a  restraint
assessment  to implement  if a  resident
needs  adaptive  clothing  for a  dignity
issue,  which  includes  the  use  of the  least
restrictive  alternative  for the  least  amount
of time  and  re- evaluation.  Cokato  Manor
nurses  were  educated  on  3-1-2024.
How the  facility will monitor  its corrective
actions  to ensure  that  the  deficient
practice  is being  corrected  and  will not
recur
The  Director  of Nursing  or designee  will
audit  weekly  then  monthly  until
compliance  achieved  and  report  results  to
the  Quality  Assurance  Committee.

Facility ID: 00712 If continuation  sheet  Page  12 of 19



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

STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

NAME OF  PROVIDER  OR  SUPPLIER

COKATO MANOR

245412

(X4) ID
PREFIX

TAG

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

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

PRINTED:  03/11/2024
FORM  APPROVED

OMB NO. 0938- 0391
(X2) MULTIPLE CONSTRUCTION

A. BUILDING ______________________

B. WING _____________________________

STREET  ADDRESS,  CITY, STATE, ZIP CODE

(X3) DATE SURVEY
COMPLETED

C
02/14/2024

182  SUNSET  AVENUE
COKATO, MN 55321

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION

DATE

F 604  Continued  From  page  12
disrobed  in public  areas  and  pulled  down  her
pants.  The  jumpsuit  prevented  R29  from pulling
down  her  pants.  SSD  stated  the  facility provided
the  jumpsuits.

Interview  on  2/14/24  at  1:56  p.m. , director  of
nursing  (DON) stated  R29  wore  incontinent
briefs.  R29  had  disrobed  in public  areas  because
she  was  unaware  the  location  of the  bathroom.
DON stated  the  jumpsuit  was  to prevent  R29
from disrobing  in public  areas.  DON stated  the
facility did not  complete  a  restraint  assessment.
DON stated  R29  could  not  unzip  jumpsuit
independently.  DON stated  it was  a  resident  right
to have  freedom  to access  his  or her  body.

Facility policy Notice  of Resident  Rights  and
Responsibilities  dated  1/6/21  and  Cokato  Manor
Emergency  Use  of Restraint  Policy  and
Procedure  dated  12/07  failed  to address  clothing
restraints.

F 623  Notice  Requirements  Before  Transfer/ Discharge
SS= D CFR( s): 483. 15(c)(3)-(6)(8)

§483. 15(c)(3) Notice  before  transfer.
Before  a  facility transfers  or discharges  a
resident,  the  facility must-
(i) Notify the  resident  and  the  resident' s
representative( s)  of the  transfer  or discharge  and
the  reasons  for the  move  in writing and  in a
language  and  manner  they  understand.  The
facility must  send  a  copy  of the  notice  to a
representative  of the  Office of the  State
Long-Term Care  Ombudsman.
(ii) Record  the  reasons  for the  transfer  or
discharge  in the  resident' s  medical  record  in
accordance  with paragraph  (c)(2) of this  section;
and

F 604
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F 623  Continued  From  page  13
(iii) Include  in the  notice  the  items  described  in
paragraph  (c)(5) of this  section.

§483. 15(c)(4) Timing of the  notice.
(i) Except  as  specified  in paragraphs  (c)(4)(ii) and
(c)(8) of this  section,  the  notice  of transfer  or
discharge  required  under  this  section  must  be
made  by the  facility at  least  30  days  before  the
resident  is transferred  or discharged.
(ii) Notice  must  be  made  as  soon  as  practicable
before  transfer  or discharge  when-
(A) The  safety  of individuals  in the  facility would
be  endangered  under  paragraph  (c)(1)(i)(C) of
this  section;
(B) The  health  of individuals  in the  facility would
be  endangered,  under  paragraph  (c)(1)(i)(D) of
this  section;
(C) The  resident' s  health  improves  sufficiently  to
allow a  more  immediate  transfer  or discharge,
under  paragraph  (c)(1)(i)(B) of this  section;
(D) An immediate  transfer  or discharge  is
required  by the  resident' s  urgent  medical  needs,
under  paragraph  (c)(1)(i)(A) of this  section;  or
(E) A resident  has  not  resided  in the  facility for 30
days.

§483. 15(c)(5) Contents  of the  notice.  The  written
notice  specified  in paragraph  (c)(3) of this  section
must  include  the  following:
(i) The  reason  for transfer  or discharge;

(ii) The  effective  date  of transfer  or discharge;
(iii) The  location  to which  the  resident  is
transferred  or discharged;
(iv) A statement  of the  resident' s  appeal  rights,
including  the  name,  address  (mailing  and  email) ,
and  telephone  number  of the  entity  which
receives  such  requests;  and  information  on  how
to obtain  an  appeal  form and  assistance  in

F 623
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F 623  Continued  From  page  14
completing  the  form and  submitting  the  appeal
hearing  request;
(v) The  name,  address  (mailing  and  email)  and
telephone  number  of the  Office of the  State
Long-Term Care  Ombudsman;
(vi) For  nursing  facility residents  with intellectual
and  developmental  disabilities  or related
disabilities,  the  mailing  and  email  address  and
telephone  number  of the  agency  responsible  for
the  protection  and  advocacy  of individuals  with
developmental  disabilities  established  under  Part
C of the  Developmental  Disabilities  Assistance
and  Bill of Rights  Act of 2000  (Pub.  L. 106- 402,
codified  at  42  U.S. C.  15001  et  seq. ); and
(vii) For  nursing  facility residents  with a  mental
disorder  or related  disabilities,  the  mailing  and
email  address  and  telephone  number  of the
agency  responsible  for the  protection  and
advocacy  of individuals  with a  mental  disorder
established  under  the  Protection  and  Advocacy
for Mentally  Ill Individuals  Act.

§483. 15(c)(6) Changes  to the  notice.
If the  information  in the  notice  changes  prior to
effecting  the  transfer  or discharge,  the  facility
must  update  the  recipients  of the  notice  as  soon
as  practicable  once  the  updated  information
becomes  available.

§483. 15(c)(8) Notice  in advance  of facility closure
In the  case  of facility closure,  the  individual  who is
the  administrator  of the  facility must  provide
written  notification  prior to the  impending  closure
to the  State  Survey  Agency,  the  Office of the
State  Long-Term Care  Ombudsman,  residents  of
the  facility, and  the  resident  representatives,  as
well as  the  plan  for the  transfer  and  adequate
relocation  of the  residents,  as  required  at  §

F 623
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483. 70( l).
This  REQUIREMENT  is not  met  as  evidenced
by:
Based  on  document  review,  and  interview  the

facility failed  to ensure  written  notification  of
transfer  and/ or discharge  was  sent  to the  office of
the  Ombudsman  for 1 of 1 resident  (R52)  upon
discharge.

Findings  include:

R52' s  admission  minimum  data  set  (MDS) dated
10/6/23,  indicated  diagnoses  included
Alzheimer' s,  septic  shock,  glaucoma  (increased
eye  pressure) , pain,  type  two diabetes,
depression,  post- traumatic  stress  disorder,
hypertension  (high  blood  pressure) , and  acid
reflux.

Progress  notes  indicated  R52  resided  at  the
facility from 9/29/23  through  11/22/23.

R52' s  medical  record  lacked  evidence  a  written
notification  of discharge  was  sent  to the
Ombudsman  for long  term  care.

On  2/14/24  at  3:00  p.m. , licensed  social  worker
(LSW) stated  the  voluntary  discharge  notification
to the  ombudsman  was  submitted  regularly,  but
the  documentation  was  not  accessible,  nor  was
she  able  to provided  evidence  it had  occurred.

An email  dated  2/15/24  at  10:24  a. m. , from the
office clerk  indicated  the  November  2023  census
was  not  sent  to the  Ombudsman.  It was  an  error
on  the  part  of facility staff.

Facility policy provided  failed  to discuss  the
notification  of the  ombudsman.

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:MY2211
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How corrective  action  will be
accomplished  for those  residents  found  to
have  been  affected  by the  deficient
practice:
The  Ombudsman  was  notified
immediately  R52  discharge  on  2-15-2024
after  the  deficient  practice  was  identified.
How the  facility will identify other  residents
having  the  potential  to be  affected  by the
same  deficient  practice:
The  facility Administrator  and  Social
Worker  audited  the  past  six months  on
resident s  transfer  or discharge  and  if the
Ombudsman  was  notified.
What  measures  will be  put  in place,  or
systemic  changes  made,  to ensure  that
the  deficient  practice  does  not  recur
Cokato  Manor  implemented  a  policy on
requirements  before  transfer/ discharge  of
any  Cokato  Manor  residents.  Medical
records  staff  were  educated  on  2-15- 2024
on  the  needed  updates  to the
Ombudsman.
How the  facility will monitor  its corrective
actions  to ensure  that  the  deficient
practice  is being  corrected  and  will not
recur:
The  Administrator  or designee  will audit
weekly  then  monthly  until compliance  is
achieved  and  report  results  to the  Quality
Assurance  Committee.
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F 732  Posted  Nurse  Staffing  Information
SS= C CFR( s): 483. 35(g)(1)-(4)

§483. 35(g) Nurse  Staffing  Information.
§483. 35(g)(1) Data  requirements.  The  facility
must  post  the  following information  on  a  daily
basis:
(i) Facility name.
(ii) The  current  date.
(iii) The  total  number  and  the  actual  hours  worked
by the  following categories  of licensed  and
unlicensed  nursing  staff  directly  responsible  for
resident  care  per  shift:
(A) Registered  nurses.
(B) Licensed  practical  nurses  or licensed
vocational  nurses  (as  defined  under  State  law).
(C) Certified  nurse  aides.
(iv) Resident  census.

§483. 35(g)(2) Posting  requirements.
(i) The  facility must  post  the  nurse  staffing  data
specified  in paragraph  (g)(1) of this  section  on  a
daily basis  at  the  beginning  of each  shift.
(ii) Data  must  be  posted  as  follows:
(A) Clear  and  readable  format.
(B) In a  prominent  place  readily  accessible  to
residents  and  visitors.

§483. 35(g)(3) Public  access  to posted  nurse
staffing  data.  The  facility must,  upon  oral  or
written  request,  make  nurse  staffing  data
available  to the  public  for review  at  a  cost  not  to
exceed  the  community  standard.

§483. 35(g)(4) Facility data  retention
requirements.  The  facility must  maintain  the
posted  daily nurse  staffing  data  for a  minimum  of
18  months,  or as  required  by State  law, whichever
is greater.
This  REQUIREMENT  is not  met  as  evidenced

FORM  CMS-2567( 02-99)  Previous  Versions  Obsolete Event  ID:MY2211
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F 732  Continued  From  page  17
by:
Based  on  interview  and  document  review,  the

facility failed  to ensure  accurate  staffing
information  was  posted  daily. This  had  the
potential  to affect  all residents  residing  in the
facility, staff  and  visitors  who may  wish  to view
this  information.

Findings  include:

The  facility daily staff  posting,  and  actual  working
schedules  were  reviewed  for the  months  of
January  2024  and  February  2024.  The  posting
"Report  of Nursing  Staff  directly  Responsible  for
Resident  Care"  contained  information  on
registered  nurse  (RN), licensed  practical  nurse
(LPN), trained  medication  aide  (TMA) and  nursing
assistant  (NAR) coverage  for three  shifts.  It also
included  census,  total  number  of hours  works  and
a  breakdown  of licensed  hours  and  unlicensed
hours.  On  7 of the  days  reviewed,  no  RN
coverage  was  indicated  for the  24-hour  period.
Review  of actual  schedule  indicated  adequate  RN
coverage  for these  days.  Dates  with no  RN
coverage  noted  included  1/16/24,  1/20/24,
1/23/24,  1/30/24,  1/3/24,  2/4/24,  and  2/6/24.

During  interview  on  2/13/24  at  1:20  p.m., nursing
services/ scheduling  (NS) -A stated  she  created
the  schedules  and  ensured  adequate  RN
coverage  for each  24-hour  period.  She  stated
she  created  the  staff  posting  sheets  when
creating  the  schedules  and  it was  the
responsibility  of the  charge  nurse  to change  out
posting  when  she  was  not  on  site.  NS  stated  she
did not  make  changes  to the  staff  posting  when
there  was  a  change,  including  call ins,  swaps  or a
shift being  picked  up.

F 732

How corrective  action  will be
accomplished  for those  residents  found  to
have  been  affected  by the  deficient
practice
The  Nurse  Staffing  Information  was
undated  immediately  on  2-14-2024  after
the  deficient  practice  was  identified.
How the  facility will identify other  residents
having  the  potential  to be  affected  by the
same  deficient  practice
The  Director  of Nursing  met  will all
residents  residing  within the  facility to
identify any  outstanding  issues  with the
staff  posting.
What  measures  will be  put  in place,  or
systemic  changes  made,  to ensure  that
the  deficient  practice  does  not  recur
The  facility developed  a  new  facility daily
staff  posting  to include  the  information  of
the  RN hours.  Cokato  Manor  nursing  staff
were  educated  on  2-15-2024  on  the  new
information  to the  posted  nurse  staff
information.
How the  facility will monitor  its corrective
actions  to ensure  that  the  deficient
practice  is being  corrected  and  will not
recur
The  Director  of Nursing  or designee  will
audit  weekly  then  monthly  until
compliance  is achieved  and  report  results
to the  Quality  Assurance  meeting.
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F 732  Continued  From  page  18
During  interview  on  2/13/24  at  1:27  p.m., director
of nursing  (DON) stated  it was  not  their  practice
to change  the  staff  posting  when  changes  were
made  to the  schedule.  DON stated  this  would  be
important  so  all who  were  in the  building  would  be
able  to know  accurate  staffing  for the  facility.

Facility policy on  staff  posting  was  not  provided.

F 732
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K 000 INITIAL COMMENTS K 000

An annual Life Safety Code survey was conducted
by the Minnesota Department of Public Safety,
State Fire Marshal Division on 02/13/2024. At the
time of this survey, COKATO MANOR was found
not in compliance with the requirements for
participation in Medicare/Medicaid at 42 CFR,
Subpart 483.70(a), Life Safety from Fire, and the
2012 edition of National Fire Protection
Association (NFPA) 101, Life Safety Code (LSC),
Chapter 19 Existing Health Care and the 2012
edition of NFPA 99, Health Care Facilities Code.

THE FACILITY'S POC WILL SERVE AS YOUR
ALLEGATION OF COMPLIANCE UPON THE
DEPARTMENT'S ACCEPTANCE. YOUR
SIGNATURE AT THE BOTTOM OF THE FIRST
PAGE OF THE CMS-2567 FORM WILL BE USED
AS VERIFICATION OF COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC, AN
ONSITE REVISIT OF YOUR FACILITY MAY BE
CONDUCTED TO VALIDATE THAT SUBSTANTIAL
COMPLIANCE WITH THE REGULATIONS HAS
BEEN ATTAINED IN ACCORDANCE WITH YOUR
VERIFICATION.

PLEASE RETURN THE PLAN OF CORRECTION
FOR THE FIRE SAFETY DEFICIENCIES
(K-TAGS) TO:

IF PARTICIPATING IN THE E-POC PROCESS, A
PAPER COPY OF THE PLAN OF CORRECTION
IS NOT REQUIRED.

Healthcare Fire Inspections

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Electronically Signed
TITLE (X6) DATE

03/01/2024

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 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.
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State Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101-5145, OR

K 000

By email to:
FM.HC.Inspections@state.mn.us

THE PLAN OF CORRECTION FOR EACH
DEFICIENCY MUST INCLUDE ALL OF THE
FOLLOWING INFORMATION:

1. A detailed description of the corrective action
taken or planned to correct the deficiency.

2. Address the measures that will be put in place
to ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor future
performance to ensure solutions are sustained.

4. Identify who is responsible for the corrective
actions and monitoring of compliance.

5. The actual or proposed date for completion of
the remedy.

COKATO MANOR was constructed at five different
times. A one-story building with a partial basement
was constructed in 1964 and determined to be
Type II ( 000 ). Additions were added in 1984,
1994, 1999, and 2006. The 1999 addition included
a Physical Therapy Area. The Assisted Living
facility is separated from the Physical Therapy
Area portion of the addition by a 2-hour fire-rated
building separation wall.

Because the original building and additions are
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K 000 Continued From page 2
compatible construction types allowed for existing
buildings of this height, the facility was surveyed
as one building as allowed in the 2012 edition of
National Fire Protection Association (NFPA)
Standard 101, Life Safety Code (LSC), Chapter 19
Existing Health Care Occupancies.

K 000

The facility is fully protected throughout by an
automatic sprinkler system and has a fire alarm
system with smoke detection in the corridors,
spaces open to the corridors that is monitored for
automatic fire department notification. Smoke
detectors located in the resident room report to a
Nurse Call system that is monitored at the Nurses
Station.

The facility has a capacity of 56 beds and had a
census of 47 at the time of the survey.

K 324
SS=D

The requirement at 42 CFR, Subpart 483.70(a) is
NOT MET as evidence by:
Cooking Facilities
CFR(s): NFPA 101

K 324 3/6/24

Cooking Facilities
Cooking equipment is protected in accordance
with NFPA 96, Standard for Ventilation Control and
Fire Protection of Commercial Cooking Operations,
unless:
* residential cooking equipment (i.e., small
appliances such as microwaves, hot plates,
toasters) are used for food warming or limited
cooking in accordance with 18.3.2.5.2, 19.3.2.5.2
* cooking facilities open to the corridor in smoke
compartments with 30 or fewer patients comply
with the conditions under 18.3.2.5.3, 19.3.2.5.3, or
* cooking facilities in smoke compartments with 30
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or fewer patients comply with conditions under
18.3.2.5.4, 19.3.2.5.4.
Cooking facilities protected according to NFPA 96
per 9.2.3 are not required to be enclosed as
hazardous areas, but shall not be open to the
corridor.
18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through
19.3.2.5.5, 9.2.3, TIA 12-2
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K 324

This REQUIREMENT is not met as evidenced by:
Based on observation, a review of available
documentation, and staff interview, the facility
failed to provide necessary per NFPA 101 (2012
edition), Life Safety Code, sections 19.3.2.5.1,
19.3.2.5.3 (9). This deficient finding could have an
isolated impact on the residents within the facility.

Findings include:

On 02/13/2024 between 9:00 AM and 12:00 PM, it
was revealed by observation that a stove in the
Activities Room did not have a timer, not
exceeding 120 minutes, that automatically
deactivates the cooktop or range, independent of
staff action.

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.

K 901 Fundamentals - Building System Categories
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: MY2221

K 901

K324
A detailed description of the corrective
action taken to correct the deficiency
A 120-minute timer will be installed on
March 6, 2024. The stove has remained
inactive since the noted deficiency.
Address measures that will be put in place
to ensure the deficiency does not reoccur
A 120-minute timer will be installed on
March 6, 2024.
Indicate how the facility plans to monitor
future performance to ensure solutions are
sustained
The facility will install the needed timer on
any new stoves that will be placed in the
building.
Identify who is responsible for the
corrective actions and monitoring
compliance
The maintenance director or designee will
monitor monthly until compliance is
achieved and report results back to the
Quality Assurance Committee.

3/1/24

Facility ID: 00712 If continuation sheet Page 4 of 7



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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

NAME OF PROVIDER OR SUPPLIER

COKATO MANOR

245412

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

K 901 Continued From page 4
SS=C CFR(s): NFPA 101

Fundamentals - Building System Categories
Building systems are designed to meet Category 1
through 4 requirements as detailed in NFPA 99.
Categories are determined by a formal and
documented risk assessment procedure performed
by qualified personnel.
Chapter 4 (NFPA 99)
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K 901

This REQUIREMENT is not met as evidenced by:
Based on a review of available documentation and
staff interview, the facility failed to provide a Risk
Assessment per NFPA 99 (2012 edition), Health
Care Facilities Code, section 4.2. This deficient
finding could have a widespread impact on the
residents within the facility.

Findings include:

On 02/13/2024 between 09:00 AM and 12:00 PM,
it was revealed by a review of available
documentation that the NFPA 99 risk assessment
that the facility provided at the time of the survey
was missing chapters 10 and 11.

K 918
SS=F

An interview with the Maintenance Director and
Administrator verified this deficient finding at the
time of discovery.
Electrical Systems - Essential Electric Syste
CFR(s): NFPA 101

Electrical Systems - Essential Electric System
Maintenance and Testing

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: MY2221

A detailed description of the corrective
action taken:
The missing components of the NFPA
assessment were completed on 2-15-2024
after the deficiency was noted.
Measure to not reoccur:
The Administrator will audit the NFPA
assessment for completion monthly.
Future performance:
The NFPA assessment will be completed
monthly and as needed by the
Maintenance Director.
Responsible for monitoring compliance:
The Administrator will monitor monthly until
compliance is achieved and report results
to the Quality Assurance Committee.

K 918 3/1/24
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K 918 Continued From page 5
The generator or other alternate power source and
associated equipment is capable of supplying
service within 10 seconds. If the 10-second
criterion is not met during the monthly test, a
process shall be provided to annually confirm this
capability for the life safety and critical branches.
Maintenance and testing of the generator and
transfer switches are performed in accordance with
NFPA 110.
Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40
day intervals, and exercised once every 36 months
for 4 continuous hours. Scheduled test under load
conditions include a complete simulated cold start
and automatic or manual transfer of all EES loads,
and are conducted by competent personnel.
Maintenance and testing of stored energy power
sources (Type 3 EES) are in accordance with
NFPA 111. Main and feeder circuit breakers are
inspected annually, and a program for periodically
exercising the components is established
according to manufacturer requirements. Written
records of maintenance and testing are maintained
and readily available. EES electrical panels and
circuits are marked, readily identifiable, and
separate from normal power circuits. Minimizing
the possibility of damage of the emergency power
source is a design consideration for new
installations.
6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA
111, 700.10 (NFPA 70)
This REQUIREMENT is not met as evidenced by:
Based on a review of available documentation and
staff interview, the facility failed to maintain
generators per NFPA 99 (2012 edition), Health
Care Facilities Code, section 6.4.4.1.1.3, and
NFPA 110 (2010 edition), Standard for Emergency

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: MY2221

K 918

How corrective action will be
accomplished for those residents found to
have been affected by the deficient practice
The 36-month 4-hour generator test was
completed on both generators 2-13-2024.
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and Standby Power Systems, sections 4.2, 8.4.9,
8.4.9.1 and 8.4.9.2. These deficient findings could
have a widespread impact on the residents within
the facility.

Findings include:

1. On 02/13/2024 between 9:00 AM and 12:00
PM, it was revealed by a review of available
documentation that the facility failed to provide
documentation of a 36-Month 4-hour generator
load bank test having been completed.

2. On 02/13/2024 between 9:00 AM and 12:00
PM, it was revealed by review of available
documentation that the facility failed to conduct
monthly generator tests in May, July, and
September of 2023.

3. On 02/13/2024 between 9:00 AM and 12:00
PM, it was revealed by review of available
documentation that the facility did not have a letter
of reliability from their natural gas provider that
supplies the emergency generator.

An interview with the Maintenance Director and
Administrator verified these deficient findings at the
time of discovery.
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K 918
The monthly live test was not completed
the three months due to breakdowns. The
generator was repaired in October and
required test were completed.
A letter or reliability from our natural gas
provider was obtained on 2-15-2024.
How the facility will identify other residents
having the potential to be affected by the
same deficient practice
The Administrator audited maintenance
records regarding the generator on
2-15-2-2024 to identify any other missing
documentation as required by NFPA 110
guidelines.
What measures will be put in place, or
systemic changes made, to ensure that
the deficient practice does not recur:
Maintenance Director has a monthly test
scheduled for March 5th and has it
scheduled for the 5th of the month going
forward.
How the facility will monitor its corrective
actions to ensure that the deficient
practice is being corrected and will not
recur
The maintenance director or designee will
monitor weekly then monthly until
compliance is achieved and report results
to the Quality Assurance Committee.
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K 355 Portable Fire Extinguishers
CFR(s): NFPA 101

Portable Fire Extinguishers
Portable fire extinguishers are selected, installed, inspected, and maintained in accordance with NFPA 10,
Standard for Portable Fire Extinguishers.
18.3.5.12, 19.3.5.12, NFPA 10
This REQUIREMENT is not met as evidenced by:
Based on observation and staff interview, the facility failed to maintain fire extinguishers per NFPA 101 (2012
edition), Life Safety Code section 19.3.5.12, and NFPA 10 (2010 edition), Standard for Portable Fire
Extinguishers, section 7.3.3. This deficient finding could have an isolated impact on residents within the
facility.

Findings include:

On 02/13/2024 between 9:00 AM and 12:00 PM, it was revealed by observation that the fire extinguisher by
room 163 was missing its yearly service tag.

An interview with the Maintenance Director verified this deficient finding at the time of discovery.

AH
"A" FORM

DATE SURVEY

COMPLETE:

2/13/2024

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 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

The above isolated deficiencies pose no actual harm to the residents
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