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F0000 INITIAL COMMENTS

On 12/1/25 and 12/3/25, 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

12/29/2025

The following complaint was reviewed H52908553C
(2676475), with a deficiency cited 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)

F0609 Immediate action(s) taken for the resident(s) found to
have been affected include:

01/16/2026

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

§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

Immediate action taken for the residents affected
include a “rapid response” group within the facility.
If someone has an allegation of abuse, the facility
members are to meet and discuss the allegation
to determine if item is reportable, prior to
investigating. Once the group has determined item is
reportable, the DON or the Administrator will
report incident to needed authorities. The group has
created items such as but not limited to a checklist to
follow for reportable incidents and what
to do including but not limited to notifying
authorities and state agencies of abuse. A line list of
concerns reviewed by the group is kept.

Identification of other residents having the potential
to be affected was accomplished by:

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.

F0609 Continued from page 1

The facility has determined that all residents have the
potential to be affected.

§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 document review the facility
failed to report an allegation of abuse timely to law
enforcement and the State Agency for 1 of 1 resident
(R1) reviewed for allegations of abuse.

Findings include:

A Vulnerable Adult Maltreatment Report submitted to the
State Agency on 11/23/25, alleged staff to resident
sexual abuse when on 11/21/25, R1 reported that on
11/4/25, during his bath, nursing assistant (NA)-A put
her fingers in his rectum, washed his genitals too
long, and gave him an erection. R1 reported this
embarrassed him. This incident was reported to the
director of nursing (DON), and assistant director of
nursing (ADON) on 11/21/25. The DON verbalized
awareness of the alleged abuse and had done an
investigation. The report noted the alleged sexual
abuse had not been previously reported to law
enforcement.

R1’s quarterly minimum data set (MDS) dated 11/21/25,
identified R1 had intact cognition, required staff
assist with transferring, toileting, dressing, and
showering. R1 diagnoses included osteonecrosis (death
of bone tissue due to lack of blood supply), major
depressive disorder, and generalized anxiety disorder.

R1’s care plan last updated initiated on 5/29/25,
identified R1 had a history of traumatic sexual abuse.

Actions taken/systems put into place to reduce the risk
of future occurrence include:

Staff are to read and review the abuse reporting policy
December 30th on their next shift. Policy placed
at nurses station. Note placed on PCC to remind staff
members. Nurse to follow up to assure nursing staff
have reviewed policy. The rapid response protocol
was updated and education was
provided on December 1rst.

An in-service education program will be conducted by
the Director of Nursing Services and the Administrator
with all staff addressing circumstances that require
reporting including appropriate timeframes on January
14th. If staff is not at the meeting the department
manager will follow up with staff at their next
scheduled shift.

How the corrective action(s) will be monitored to
ensure the practice will not reoccur:

The Director of Nursing Services, or designee, will
conduct a random audit of five (5) residents weekly for
four (4) consecutive weeks, then 5 resident’s monthly
x3 months and PRN after. These residents will be
assessed and interviewed to ensure that any items of
concerns such as if staff have treated staff fairly,
not made them uncomfortable, and received the needed
cares are identified, properly investigated and
reported to the appropriate people.

This plan of correction will be monitored at the
monthly Quality Assurance meeting until such time
consistent substantial compliance has been met.

During an interview on 12/1/25 at 2:05 p.m., the DON
indicated she became aware of R1’s allegation of abuse
on 11/18/25, when she learned that R1 had told multiple
staff that NA-A had sexually abused him on 11/14/25.
The DON stated she did an investigation but did not
report the allegation to the SA or law enforcement as

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1DCE22-H1 Facility ID: 00939 If continuation sheet Page 2 of 3
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Continued from page 2
R1 has a history of making false accusations against
staff and when interviewed, R1 questioned his
perception of the alleged event.

During an interview on 12/3/25 at 2:35 p.m., licensed
practical nurse (LPN)-A indicated R1 required two staff
assist for all cares due to history of allegations
LPN-A identified on Monday, 11/17/25, R1 reported that
NA-A had him in the shower alone and put her fingers up
his butt and he did not know how to interpret it. R1
wanted to talk to the DON. LPN-A stated she reported
the allegation to the DON that morning but could not
remember what time.

During an interview on 12/3/25 at 2:47 p.m., social
service designee (SSD) indicated she became aware of
the allegation of abuse during the facility’s morning
meeting on 11/17/25. The SSD stated R1 did have a
history of making false accusations against staff but
had not made any accusations of sexual abuse by staff
in the past that she was aware of. The SSD stated, “if
it was any other person [resident], we would have
reported it [to the SA].”

During an interview on 12/3/25 at 3:30 p.m., the
administrator indicated he did not know the exact date
when he became aware of R1’s allegations of abuse but
it was the same day as the DON. The administrator
stated the facility did not report the allegation to
the SA or law enforcement because R1 had a history of
manipulation and lies. The administrator further stated
if it were any other resident [other than R1], the
facility would have reported.

The undated Abuse, Neglect, and Exploitation Policy,
indicated the facility was to report all alleged
violations to the administrator, state agency, adult
protective services, and all other required agencies
(e.g., law enforcement when applicable) within specific
time frames. Immediately, but not later than two (2)
hours after the allegation is made, if the events that
cause the allegation involve abuse or result in serious
bodily injury.
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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 12/1/25 and 12/3/25, 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: H52908553C
(2676475). NO licensing orders were issued.
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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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