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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00761

ID:   RME8

CLARISSA, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

785540100

7

09/30

05/05/2016

CENTRAL TODD COUNTY CARE CENTER245521

02

406 EAST HIGHWAY 71, PO BOX 38

56440

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

X A.  In Compliance With And/Or Approved Waivers Of The Following Requirements:

      Program Requirements

      Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  60 (L18)

13.Total Certified Beds  60 (L17) B. Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: A* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 60

(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

X

00-Active

02/01/1988

00

03001

04/14/2016

05/05/2016 05/12/2016

21.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499

Timothy Rhonemus, HFE NE II Kate JohnsTon, Program Specialist
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CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245521

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

CENTRAL TODD COUNTY CARE CENTER 406 EAST HIGHWAY 71, PO BOX 38

CLARISSA, MN 56440

5/5/2016
Y2 Y3

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments 

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been 

corrected and the date such corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC 

provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on 

the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  F0159 Correction

Reg. #
483.10(c)(2)-(5)

Completed 

LSC 04/08/2016

ID Prefix  F0225 Correction

Reg. #
483.13(c)(1)(ii)-(iii), (c)(2) 

- (4) Completed 

LSC 04/08/2016

ID Prefix  F0226 Correction

Reg. #
483.13(c)

Completed 

LSC 04/08/2016

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO3/10/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 RME812EVENT ID:

/KJ 05/12/2016 05/05/2016



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245521

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

CENTRAL TODD COUNTY CARE CENTER 406 EAST HIGHWAY 71, PO BOX 38

CLARISSA, MN 56440

5/5/2016
Y2 Y3

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments 

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been 

corrected and the date such corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC 

provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on 

the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/01/2016K0011

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/01/2016K0018

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 04/01/2016K0025

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/01/2016K0038

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/01/2016K0051

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/01/2016K0054

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/01/2016K0062

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/01/2016K0144

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/01/2016K0147

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/01/2016K0154

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/01/2016K0155

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO3/9/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 RME822EVENT ID:

/KJ 05/12/2016 05/05/2016



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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00761

ID:   RME8

CLARISSA, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

785540100

2

09/30

03/10/2016

CENTRAL TODD COUNTY CARE CENTER245521

02

406 EAST HIGHWAY 71, PO BOX 38

56440

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

A. In Compliance With And/Or Approved Waivers Of The Following Requirements:

Program Requirements

Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  60 (L18)

13.Total Certified Beds  60 (L17) X B.   Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: B* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 60

(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

00-Active

02/01/1988

00

03001

04/06/2016 04/11/2016

21.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499

Mardelle Trettel, HFE NE II Kate JohnsTon, Program Specialist
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F 000 INITIAL COMMENTS F 000

 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 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 159

SS=E

483.10(c)(2)-(5) FACILITY MANAGEMENT OF 
PERSONAL FUNDS

Upon written authorization of a resident, the 
facility must hold, safeguard, manage, and 
account for the personal funds of the resident 
deposited with the facility, as specified in 
paragraphs (c)(3)-(8) of this section.   
   
The facility must deposit any resident's personal 
funds in excess of $50 in an interest bearing 
account (or accounts) that is separate from any of 
the facility's operating accounts, and that credits 
all interest earned on resident's funds to that 
account.  (In pooled accounts, there must be a 
separate accounting for each resident's share.)  

The facility must maintain a resident's personal 
funds that do not exceed $50 in a non-interest 
bearing account, interest-bearing account, or 
petty cash fund.       

The  facility must establish and maintain a system 
that assures a full and complete and separate 

F 159 4/8/16

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

04/01/2016Electronically Signed

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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accounting, according to generally accepted 
accounting principles, of each resident's personal 
funds entrusted to the facility on the resident's 
behalf.   

The system must preclude any commingling of 
resident funds with facility funds or with the funds 
of any person other than another resident.   

The individual financial record must be available 
through quarterly statements and on request to 
the resident or his or her legal representative.     

The facility must notify each resident that receives 
Medicaid benefits when the amount in the 
resident's account reaches $200 less than the 
SSI resource limit for one person, specified in 
section 1611(a)(3)(B) of the Act��and that, if the 
amount in the account, in addition to the value of 
the resident's other nonexempt resources,  
reaches the SSI resource limit for one person, the 
resident may lose eligibility for Medicaid or SSI.

This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and documentation review 
the facility failed to ensure residents' personal 
funds in excess of $50.00 were maintained in an 
interest bearing account for 27 of 47 residents 
(R2, R4, R5, R6, R8, R9, R11, R12, R13, R19, 
R20, R22, R25, R27, R28, R29, R31, R34, R35, 
R38, R39, R50, R54, R55, R57, R58, and R60) 
whose personal funds were in excess of $50.00 
and managed by the facility.  
Findings include:  
On 3/9/16, at 8:46 a.m. resident personal funds 
accounts were reviewed with the office assistant 
(OA).  The OA stated the facility had a separate 

 Resident fund policy updated.  All 
resident funds greater than $50 will be 
held in an interest bearing account 
beginning 4-1-2016 that is dedicated only 
to resident trust funds.  A system to 
maintain accurate account transactions 
and balances has already been 
established, as well as an audit process 
for monthly balancing of each resident 
account. A system to calculate and 
allocate interest to individual accounts has 
been created.  Interest earnings will be 
calculated and posted monthly, and 
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trust account for the residents' personal funds 
monies but she did not know if this account was 
interest bearing.  

An interview on 3/9/16, at 12:00 p.m. with the 
business manager (BM) stated the resident 
personal funds account was not an interest 
bearing account.   

During an interview on 3/10/16, at 9:37 a.m. with 
the administrator stated the facility was not 
incompliance with the interest bearing accounts 
for the residents.  The administrator identified the 
following residents had an account balance 
greater than $50.00.

Review of the resident personal funds accounts 
identified the following:  
-R2's trust account had a balance of $159.70 on 
3/9/16.
-R4's trust account had a balance of $76.65 on 
3/9/16.
-R5's trust account had a balance of $2,856.00 
on 3/9/16.
-R6's  trust account had a balance of $78.23 on 
3/9/16.
-R8's trust account had a balance of $461.85 on 
3/9/16.
-R9's trust account had a balance of $281.98 on 
3/9/16.
-R11's trust account had a balance of $66.76 on 
3/9/16.
-R12's trust account had a balance of $149.26 on 
3/9/16.
-R13's trust account had a balance of $196.75 on 
3/9/16.
-R19's trust account had a balance of $115.36 on 
3/9/16.
-R20's trust account had a balance of $86.95 on 

account statements will be sent to 
financial representative quarterly and as 
requested.  A communication will be sent 
to all responsible parties regarding the 
change in the account status.  Correction 
date:  April 8, 2016.  Responsibility for 
correction:  Administrator.
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3/9/16.
-R22's trust account had a balance of $80.92 on 
3/9/16.
-R25's trust account had a balance of $84.00 on 
3/9/16.
-R27's trust account had a balance of $200.00 on 
3/9/16.
-R28's trust account had a balance of $308.30 on 
3/9/16.
-R29's trust account had a balance of $105.98 on 
3/9/16.
-R31's trust account had a balance of $97.00 on 
3/9/16.
-R34's trust account had a balance of $132.17 on 
3/9/16.
-R35's trust account had a balance of $112.00 on 
3/9/16.
-R38's trust account had a balance of $568.89 on 
3/9/16.
-R39's trust account had a balance of $422.46 on 
3/9/16.
-R50's trust account had a balance of $66.95 on 
3/9/16.
-R54's trust account had a balance of $601.57 on 
3/9/16.
-R55's trust account had a balance of $328.70 on 
3/9/16.
-R57's trust account had a balance of $160.00 on 
3/9/16.
-R58's trust account had a balance of $174.00 on 
3/9/16.
-R60's trust account had a balance of $84.01 on 
3/9/16.  

Although residents had funds ranging from 
$76.65 to $2,856.00, none of the residents were 
receiving interest in their accounts. 
  
Review of the facility policy Resident Funds 

FORM CMS-2567(02-99) Previous Versions Obsolete RME811Event ID: Facility ID: 00761 If continuation sheet Page  4 of 16



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  04/06/2016
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245521 03/10/2016
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

406 EAST HIGHWAY 71, PO BOX 38
CENTRAL TODD COUNTY CARE CENTER

CLARISSA, MN  56440

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 159 Continued From page 4 F 159

Policies undated indicated all accounts will be 
reviewed during the last of each month.  Any 
amount over $50.00 will be deposited in an 
individual interest-bearing account at the bank.  
The account will be under the resident's name 
and Social Security number, but will be under the 
control of Central Todd County Care Center.

F 225

SS=D

483.13(c)(1)(ii)-(iii), (c)(2) - (4) 
INVESTIGATE/REPORT 
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have 
been found guilty of abusing, neglecting, or 
mistreating residents by a court of law��or have 
had a finding entered into the State nurse aide 
registry concerning abuse, neglect, mistreatment 
of residents or misappropriation of their property��
and report any knowledge it has of actions by a 
court of law against an employee, which would 
indicate unfitness for service as a nurse aide or 
other facility staff to the State nurse aide registry 
or licensing authorities.

The facility must ensure that all alleged violations 
involving mistreatment, neglect, or abuse, 
including injuries of unknown source and 
misappropriation of resident property are reported 
immediately to the administrator of the facility and 
to other officials in accordance with State law 
through established procedures (including to the 
State survey and certification agency).

The facility must have evidence that all alleged 
violations are thoroughly investigated, and must 
prevent further potential abuse while the 
investigation is in progress.

The results of all investigations must be reported 

F 225 4/8/16
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to the administrator or his designated 
representative and to other officials in accordance 
with State law (including to the State survey and 
certification agency) within 5 working days of the 
incident, and if the alleged violation is verified 
appropriate corrective action must be taken.

This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to immediately report to the state 
agency (SA) and complete a thorough 
investigation for 1 of 1 resident (R32) with bruises 
of unknown origin. 

Findings include:

R32's annual Minimum Data Set (MDS) dated 
8/20/15, identified R32's diagnoses included: 
dementia, heart failure, glaucoma, Parkinsonism 
and contracture of left hand.  The MDS further 
indicated R32 had severe cognitive impairment, 
required extensive to complete assistance for all 
activities of daily living (ADL's) and could not 
walk.

R32's care area assessment (CAA) dated 
8/20/15, indicated R32 had impaired 
communication and decreased ability to make 
self understood or to understand others.

Facility Incident Report #2086 dated 9/5/15, at 
10:00 p.m. indicated R32 had bruising located to 
the right upper forearm, mid right forearm, left 
forearm and left wrist.  Old yellow bruising also 
noted to R32's right upper arm, right hip and mid 
left thigh.  R32 was unable to report how the 

 Incident report filed to OHFC regarding 
R32 and bruises noted during survey.  
Investigation also completed and 
reported.
All injuries of unknown source that were 
not witnessed by staff or can be explained 
by the resident will be reported per 
vulnerable adult reporting policy as of 
3/10/2016.  Reasonable and/or probable 
causes of the injuries will be included in 
the investigation/report, but will not be 
used to reclassify incidents as was prior 
practice.  Staff have been educated on 
change of practice, and daily review of 
incident trending monitors compliance to 
reporting.  Trending of overall incident 
investigations and causation will continue 
to be reviewed at quarterly QA meetings.  
Date of Completion:  April 8, 2016.  
Responsibility: Administrator
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bruising was obtained.  The incident report 
indicated R32 wore a splint to the left hand which 
posed risk for injury and received a low dose of 
aspirin.  The Incident Report indicated staff 
thought bruise on left mid thigh was caused by 
staff lifting R32.  An entry on the Incident Report 
dated 9/6/15, identified R32 recently received 
intramuscular (IM) Rocephin (antibiotic) 
injections.  The report lacked any description or 
measurements of R32's multiple bruises.  
Further, the Incident Report did not identify the 
cause of R32's bruises on the right and left 
forearm, right upper forearm and left wrist.  There 
were no witnesses to the injuries that were 
identified on the report.

Review of R32's medication administration record 
dated 8/23/15 through 9/1/15, indicated R32 
received IM injections to the right leg, left thigh, 
right and left deltoid (upper, outer arm) and right 
and left buttocks.  The administration records did 
not indicate R32 received any injections to the 
right upper forearm, mid right forearm, left 
forearm or left wrist.

Progress note dated 9/8/15, noted the incident on 
9/6/15 was reviewed.  The note indicated R32 
was bruised in multiple locations on bilateral 
arms, and right hip and left thigh.  Progress note 
identified R32 was very fragile and bruised easily.  
The note indicated the bruising on R32's left arm 
could be related to splint use, and identified R32 
had recent IM injections which would explain the 
bruises on upper arm, thigh and hip.  Transfer 
audits were completed and staff education was 
provided where needed.  No further evidence of 
an investigation was provided.

Facility Incident Report #2089 dated 9/6/15, at 
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10:15 p.m. indicated R32 had a blue/purple 
bruise to the right outer eye which measured 4.3 
centimeters (cm) and had redness across the eye 
lid.  The Incident Report indicated R32 received 
eye drops on 9/6/15, at 8:30 p.m., R32 opened 
eye with ease when drops were given.  R32 was 
unable to report how the bruise happened.  The 
Incident Report indicated R32 had no behaviors 
with cares, and was possible R32's glasses were 
pushed far into eye, no trouble giving eye drops 
to both eyes, and no bruising was present on left 
eye.

Progress Note dated 9/9/15, indicated R32 was 
completely dependent upon staff for all ADL's, 
and due to arm stiffness/contractures was unable 
to lift hands to eyes.  The note identified R32 
received eye drops, wore glasses daily and 
bruised extremely easy.  The Progress Note also 
identified the eye bruise was R32's 7th bruise 
within the past 6 months, no trends identified as 
R32 typically received bruises to arms and hands.  
No further evidence of an investigation was 
provided.

On 3/10/16, at 9:23 a.m. nursing assistant (NA)-B 
reported R32 was dependent on staff for all 
cares.  NA-B stated R32 did not resist cares, was 
calm, and did not speak.  NA-B confirmed R32 
had history of multiple bruises. 

On 3/9/16, at 11:56 a.m. registered nurse (RN)-A 
reported when a resident has a bruise of 
unknown origin staff would assess the bruise or 
injury and try to figure out potentially what could 
have been the cause.  RN-A stated if staff come 
up with a cause then the bruise would not be 
reportable to the administrator or state agency 
(SA). 
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On 3/9/16, at 12:04 licensed practical nurse 
(LPN)-A stated she would report to the 
administrator right away any bruises on the face, 
genital areas, breast and buttocks and/or multiple 
injuries or bruises of unknown origin.  LPN-A  
stated the administrator then determines if the 
bruises or injuries should be reported to the SA. 

On 3/10/16, at 9:37 a.m. RN-B stated R32 did not 
have behaviors during cares, did not hit out or 
refuse cares.  RN-B stated when a resident has a 
bruise of unknown origin staff are interviewed, 
and if staff come up with a reason how the 
bruises occurred she would not contact the 
administrator.  

On 3/9/16, at 12:25 p.m. the director of nursing 
(DON) stated she was aware of R32's bruises 
reported on 9/5/15, and reported R32 had 
injections around that timeframe.  The DON 
verified the Incident Report dated 9/5/15 did not 
identify a cause for all the bruises reported.  The 
DON was not aware of R32's bruise on the right 
eye reported on 9/6/15.  The DON confirmed the 
bruise was in a suspicious area, then stated R32 
did receive eye drops and the bruise could have 
happened from the resident rubbing the eye.  The 
DON stated she would have reported the incident 
that occurred on 9/6/15 to the administrator if she 
was aware of it at that time, then stated when she 
reviewed the incident report it was well after the 
fact.  The DON  stated bruises or injuries of 
unknown origin are assessed and staff are 
interviewed.  A registered nurse documents how 
staff felt the bruise or injury happened after 
reviewing the medical record, assessments and 
interviews.  If the RN could not find a reason or 
cause, then she would be notified for further 
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review.  The DON stated she is not made aware 
of incidents until she reviews the incident reports 
for the facility's quality assurance meeting for 
tracking and trending purposes,  The DON stated 
she had no concerns or trends to report to the 
quality assurance meeting regarding R32.  The 
DON confirmed the administrator was 
responsible for reporting unknown injuries or 
bruises to the SA.  The DON stated any bruise or 
injury suspicious in nature, areas of the body not 
vulnerable to trauma or multiple injuries would be 
reported to the SA.  

On 3/9/15, at 12:55 p.m. the administrator 
confirmed staff are expected to update him on 
any bruises and/or injuries the resident or staff 
could not explain.  The administrator stated it 
would depend on the injury if he would submit the 
incident to the SA, then reported any bruises or 
injuries in the genital area, breast, buttocks or 
areas not normally exposed to injuries would be 
reported.  The adminstrator explained each 
incident is reviewed, and if staff have a probable 
reason of how a bruise happened, he would not 
report to the SA.  After each incident a RN 
completes a review and will look back and look at 
injuries of unknown origin.  The administrator 
reported the risk management team meets 
monthly and should be looking at frequency and 
trending of all injuries and bruises of unknown 
origin.  The administrator felt R32's multiple 
bruises on 9/5/15 could have been caused by the 
procedure of receiving injections if not in the 
exact location of the injection due to staff possibly 
having to pinch together R32's skin, therefore, 
was not reportable to the SA.  The administrator 
was aware of R32's bruise on the right eye on 
9/6/15.  He confirmed the bruise on R32's right 
eye was not reported to the SA.  The 
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administrator felt the bruise was explained 
because R32 received eye drops, had fragile skin 
and received a low dose of aspirin (81 mg) daily.  
He stated staff review all injuries on a daily basis, 
and he assumed the nurse was interviewed and 
was likely from the eye drop administration.  The 
administrator confirmed the staff look for a 
"reasonable explanation" for bruises/injuries of 
unknown origin, and if staff can find one the 
bruise/injury is no longer of unknown origin.

The facility's undated Reporting Allegations Of 
Abuse To Facility Management Policy, included 
the definition of injuries of unknown origin.
a.  The source of injury was not observed by any 
person or the source of the injury could not be 
explained by the resident��and,
b.  The injury is suspicious because of the extent 
of the injury or the location of the injury (e.g., the 
injury is located in an area not generally 
vulnerable to trauma) or the number of injuries 
observed at one particular point in time or the 
incident of injuries over time.

The facility's undated Reporting Abuse To State 
Agencies And Other Entities/Individuals Policy, 
indicated injuries of an unknown source would be 
promptly reported to appropriate state agencies 
and other entities or individuals as may be 
required by the law.

The facility's undated Alleged Abuse 
Investigations Policy, indicated injuries of 
unknown source be promptly reported and an 
investigation completed.

F 226

SS=D

483.13(c) DEVELOP/IMPLMENT 
ABUSE/NEGLECT, ETC POLICIES

F 226 4/8/16
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The facility must develop and implement written 
policies and procedures that prohibit 
mistreatment, neglect, and abuse of residents 
and misappropriation of resident property.

This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to implement their abuse prohibition 
policies and procedures for immediate reporting 
to the state agency (SA), and a  thorough 
investigations  for bruises of unknown origin for 1 
of 1 resident (R32) reviewed for abuse 
prohibition.

Findings include:

The facility's undated Reporting Allegations Of 
Abuse To Facility Management Policy, included 
the definition of injuries of unknown origin.
a.  The source of injury was not observed by any 
person or the source of the injury could not be 
explained by the resident��and,
b.  The injury is suspicious because of the extent 
of the injury or the location of the injury (e.g., the 
injury is located in an area not generally 
vulnerable to trauma) or the number of injuries 
observed at one particular point in time or the 
incident of injuries over time.

The facility's undated Reporting Abuse To State 
Agencies And Other Entities/Individuals Policy, 
indicated injuries of an unknown source would be 
promptly reported to appropriate state agencies 
and other entities or individuals as may be 
required by the law.

 Incident report filed to OHFC regarding 
R32 and bruises noted during survey.  
Investigation also completed and 
reported.
Policy for Vulnerable Adult Abuse 
reporting and investigation have been 
reviewed and modifications have been 
made to clarify change in practice.  
Education has been provided to licensed 
nursing staff regarding change in practice 
and policy. Ongoing monitoring of 
reporting of potential vulnerable adult 
abuse and neglect will be completed daily, 
and trending and analysis will be 
completed and reviewed quarterly by the 
QAU team. Date of Completion:  April 8, 
2016.  Responsibility: Administrator
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The facility's undated Alleged Abuse 
Investigations Policy, indicated injuries of 
unknown source be promptly reported and an 
investigation completed.

Facility Incident Report #2086 dated 9/5/15, at 
10:00 p.m. indicated R32 had bruising located to 
the right upper forearm, mid right forearm, left 
forearm and left wrist.  Old yellow bruising also 
noted to R32's right upper arm, right hip and mid 
left thigh.  R32 was unable to report how the 
bruising was obtained.  The incident report 
indicated R32 wore a splint to the left hand which 
posed risk for injury and received a low dose of 
aspirin.  The Incident Report indicated staff 
though [sic] bruise on left mid thigh was caused 
by staff lifting R32.  An entry on the Incident 
Report dated 9/6/15, identified R32 recently 
received intramuscular (IM) Rocephin (antibiotic) 
injections.  The report lacked any description or 
measurements of R32's multiple bruises.  
Further, the Incident Report did not identify the 
cause of R32's bruises on the right and left 
forearm, right upper forearm and left wrist.  There 
were no witnesses to the injuries that were 
identified on the report. 

Facility Incident Report #2089 dated 9/6/15, at 
10:15 p.m. indicated R32 had a blue/purple 
bruise to the right outer eye which measured 4.3 
centimeters (cm) and had redness across the eye 
lid.  The Incident Report indicated R32 received 
eye drops on 9/6/15, at 8:30 p.m., R32 opened 
eye with ease when drops were given.  R32 was 
unable to report how the bruise happened.  The 
Incident Report indicated R32 had no behaviors 
with cares, and was possible R32's glasses were 
pushed far into eye, no trouble giving eye drops 
to both eyes, and no bruising was present on left 
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eye. 

R32's annual Minimum Data Set (MDS) dated 
8/20/15, identified R32's diagnoses included: 
dementia, heart failure, glaucoma, Parkinsonism 
and contracture of left hand.  The MDS further 
indicated R32 had severe cognitive impairment, 
required extensive to complete assistance for all 
activities of daily living (ADL's) and could not 
walk. 

Progress Note dated 9/9/15, indicated R32 was 
completely dependent upon staff for all ADL's, 
and due to arm stiffness/contractures was unable 
to lift hands to eyes.  The note identified R32 
received eye drops, wore glasses daily and 
bruised extremely easy. 

On 3/9/16, at 11:56 a.m. registered nurse (RN)-A 
reported when a resident has a bruise of 
unknown origin staff would assess the bruise or 
injury and try to figure out potentially what could 
have been the cause.  RN-A stated if staff come 
up with a cause then the bruise would not be 
reportable to the administrator or state agency 
(SA). 

On 3/9/16, at 12:04 licensed practical nurse 
(LPN)-A stated she would report to the 
administrator right away any bruises on the face, 
genital areas, breast and buttocks and/or multiple 
injuries or bruises of unknown origin.  LPN-A  
stated the administrator then determines if the 
bruises or injuries should be reported to the SA. 

On 3/9/16, at 12:25 p.m. the director of nursing 
(DON) stated she was aware of R32's bruises 
reported on 9/5/15, and reported R32 had 
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injections around that timeframe.  The DON 
verified the Incident Report dated 9/5/15 did not 
identify a cause for all the bruises reported.  The 
DON was not aware of R32's bruise on the right 
eye reported on 9/6/15.  The DON confirmed the 
bruise was in a suspicious area, then stated R32 
did receive eye drops and the bruise could have 
happened from the resident rubbing the eye.  The 
DON stated she would have reported the incident 
that occurred on 9/6/15 to the administrator if she 
was aware of it at that time, then stated when she 
reviewed the incident report it was well after the 
fact.  The DON  stated bruises or injuries of 
unknown origin are assessed and staff are 
interviewed.  A registered nurse documents how 
staff felt the bruise or injury happened after 
reviewing the medical record, assessments and 
interviews.  If the RN could not find a reason or 
cause, then she would be notified for further 
review.  The DON stated she is not made aware 
of incidents until she reviews the incident reports 
for the facility's quality assurance meeting for 
tracking and trending purposes.  The DON stated 
she had no concerns or trends to report to the 
quality assurance meeting regarding R32.  The 
DON confirmed the administrator was 
responsible for reporting unknown injuries or 
bruises to the SA.  The DON stated any bruise or 
injury suspicious in nature, areas of the body not 
vulnerable to trauma or multiple injuries would be 
reported to the SA.  

On 3/9/15, at 12:55 p.m. the administrator 
confirmed staff are expected to update him on 
any bruises and/or injuries the resident or staff 
could not explain.  The administrator stated it 
would depend on the injury if he would submit the 
incident to the SA, then reported any bruises or 
injuries in the genital area, breast, buttocks or 
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areas not normally exposed to injuries would be 
reported.  The adminstrator explained each 
incident is reviewed, and if staff have a probable 
reason of how a bruise happened, he would not 
report to the SA.  After each incident a RN 
completes a review and will look back and look at 
injuries of unknown origin.  The administrator 
reported the risk management team meets 
monthly and should be looking at frequency and 
trending of all injuries and bruises of unknown 
origin.  The administrator felt R32's multiple 
bruises on 9/5/15 could have been caused by the 
procedure of receiving injections if not in the 
exact location of the injection due to staff possibly 
having to pinch together R32's skin, therefore, 
was not reportable to the SA.  The administrator 
was aware of R32's bruise on the right eye on 
9/6/15.  He confirmed the bruise on R32's right 
eye was not reported to the SA.  The 
administrator felt the bruise was explained 
because R32 received eye drops, had fragile skin 
and received a low dose of aspirin daily.  He 
stated staff review all injuries on a daily basis, 
and he assumed the nurse was interviewed and 
was likely from the eye drop administration.  The 
administrator confirmed the staff look for a 
"reasonable explanation" for bruises/injuries of 
unknown origin, and if staff can find one the 
bruise/injury is no longer of unknown origin.
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