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F0000 INITIAL COMMENTS

On 11/18/25, a standard abbreviated survey was
conducted at your facility. Your facility was NOT in
compliance with the requirements of 42 CFR 483, Subpart
B, Requirements for Long Term Care Facilities.

F0000

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

12/03/2025

The following complaints were reviewed.H52557642C
(2667507) with a deficiency issued at F609.

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

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

F0609
SS = D

Reporting of Alleged Violations

CFR(s): 483.12(b)(5)(i)(A)(B)(c)(1)(4)

§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:

F0609 This plan of correction constitutes the facility’s
credible allegation of compliance. Preparation and/or
execution of this plan does not constitute admission or
agreement by the provider of the truths or facts
alleged or conclusions set forth in the statement of
deficiencies. The plan of correction is prepared and/or
executed in accordance with federal and state law
requirements.

12/10/2025

§483.12(c)(1) Ensure that all alleged violations
involving abuse, neglect, exploitation or mistreatment,
including injuries of unknown source and
misappropriation of resident property, are reported
immediately, but not later than 2 hours after the
allegation is made, if the events that cause the
allegation involve abuse or result in serious bodily
injury, or not later than 24 hours if the events that
cause the allegation do not involve abuse and do not
result in serious bodily injury, to the administrator
of the facility and to other officials (including to
the State Survey Agency and adult protective services
where state law provides for jurisdiction in long-term

R2 discharged from the facility.

Interviewable residents residing in the facility were
interviewed regarding any care, staff, or safety
concerns in the facility.

Facility Abuse Prevention Policy reviewed and revised
as necessary.

All facility staff received education regarding the
facility Abuse Prevention Policy; including the timely
reporting and investigating of resident allegations.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
participation.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Continued from page 1
care facilities) in accordance with State law through
established procedures.

§483.12(c)(4) Report the results of all investigations
to the administrator or his or her designated
representative and to other officials in accordance
with State law, including to the State Survey 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 record review, the facility
failed to report allegations of maltreatment to the
state agency within two hours after the allegation was
made for 1 of 1 resident (R2) reviewed for reporting of
alleged violations of maltreatment. R2 reported the
allegations of maltreatment to dietary aide (DA)-A on
11/11/2025 and the facility did not report the
allegations to the state agency.

Findings include:

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

F0609 Continued from page 1

Facility will complete random staff abuse allegation &
reporting audits 2 times per week for 4 weeks. Results
of the audits shall be reported at the facility Quality
Council meeting with ongoing frequency and duration to
be determined through analysis and review of results if
substantial compliance is not met.

Date of Compliance: 12/10/2025

(X5)
COMPLETION

DATE

R2’s face sheet printed on 11/18/25, indicated R2 was
admitted to the facility on 1/23/25, with a primary
diagnosis of repeated falls. R2’s additional diagnoses
included type 2 diabetes mellitus without
complications, unspecified dementia with unspecified
severity and other behavioral disturbance, adult
failure to thrive, psychotic disorder with delusions
due to known physiological condition, major depressive
disorder, restlessness and agitation, violent
behavior-aggression, vascular dementia that is severe
with agitation, and anxiety disorder. R2 had two
admissions to the facility prior to her current
admission; one from 5/15/19 to 9/4/19 and the other
admission was from 5/2/21 to 4/22/23.

R2’s care plan dated 5/15/19, indicated staff would
report and investigate any allegations of suspected
abuse, neglect, or exploitation.

R2’s brief interview for mental status (BIMS) dated
10/24/25, indicated R2 had a score of six, which
indicated R2 had severely impaired cognition.

Surveyor attempted to contact DA-A on 11/18/25 at 8:53
a.m. but had to leave a voicemail. DA-A did not return
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Continued from page 2
surveyor’s call.

During an interview on 11/18/25 at 11:43 a.m., the
administrator stated she received an email on 11/12/25,
reporting R2 had alleged maltreatment when the nurses
at the facility would hit her. The administrator stated
the facility did not report the allegations to the
state agency because R2 had a history of allegations in
her care plan and the bruises that R2 showed when she
reported the allegations were documented prior to these
allegations occurring.

F0609

During an interview on 11/18/25 at 1:39 p.m., social
services (SS)-A stated she was made aware of the
maltreatment allegations at an interdisciplinary team
meeting on 11/12/25 by the administrator. SS-A stated
she did not report the maltreatment allegations to the
state agency because it wasn’t in her scope of
practice. SS-A stated she is mandated reporter and
would report any type of abuse made aware to her by a
resident or about a resident.

During an interview on 11/18/25 at 2:01 p.m., licensed
practical nurse (LPN)-C stated the director of nursing
(DON) told her about R2’s allegations of maltreatment
on 11/12/25. LPN-C stated she did not report the
allegations to the state agency because she didn’t
think she needed to report it to the state agency.
LPN-C stated she was a mandated reporter and she would
be required to report any allegations of physical,
sexual, or financial abuse.

During an interview on 11/18/25 at 3:20 p.m., SS-B
stated she received an email on 11/12/25 regarding the
maltreatment allegations from R2. SS-B stated she did
not report the allegations to the state agency because
they looked in R2’s progress notes and saw that R2 was
more combative and she saw the documentation on the
bruises prior to R2’s allegations.

The facility’s Abuse Prevention Plan policy dated
7/21/22 indicated if an event involved maltreatment,
the facility was required to report the suspicion
immediately, but no later than two hours after the
allegations were made.

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
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20000 Initial Comments

*****ATTENTION******

20000

NH LICENSING CORRECTION ORDER

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

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

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

INITIAL COMMENTS:

On 11/18/25, a complaint survey was conducted at your
facility by surveyors from the Minnesota Department of
Health (MDH). Your facility was found IN compliance
with MN State Licensure.

The following complaints were reviewed with no
licensing orders issued. H52557642C (2667507)

PROVIDER'S PLAN OF CORRECTION
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12/18/2025

Office of Primary Care and Health Systems Management
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20000 Continued from page 1

Minnesota Department of Health is documenting the State
Licensing Correction Orders using Federal software. The
facility is enrolled in ePOC and therefore a signature
is not required at the bottom of the first page of
state form.

20000

Although no plan of correction is required, it is
required that the facility acknowledge receipt of the
electronic documents.
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