
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: 00589

ID:   GQM3

X

DULUTH, MN

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

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)

11. .LTC PERIOD OF CERTIFICATION

From

To (b) :

(a) :

12.Total Facility Beds (L18)

13.Total Certified Beds (L17)

10.THE FACILITY IS CERTIFIED AS:

A.  In Compliance With

1. Acceptable POC

B.   Not in Compliance with Program

      Program Requirements

      Compliance Based On:

 Requirements and/or Applied Waivers:

And/Or Approved Waivers Of The Following Requirements:

2. Technical Personnel

3. 24 Hour RN

4. 7-Day RN (Rural SNF)

5. Life Safety Code

6. Scope of Services Limit

7. Medical Director

8. Patient Room Size

9. Beds/Room

* Code: (L12)

14. LTC CERTIFIED BED BREAKDOWN

18 SNF

(L37)

18/19 SNF

(L38)

19 SNF

(L39)

ICF

(L42)

IID

(L43)

15. FACILITY MEETS

1861 (e) (1) or 1861 (j) (1): (L15)

A

1821433426

7

07/01/2013

12/31

 139

 139

 139

04/23/2014

BAYSHORE RESIDENCE & REHAB CTR245227

02

1601 ST LOUIS AVENUE

55802

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

See Attached Remarks

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

01/22/1979

00

03001

02/28/2014

05/23/2014 06/09/2014

21.

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

Teresa Ament, HFE NEII             Mark Meath, Enforcement Specialist



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: 00589

ID:   GQM3

C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN: 24-5227

On April 23, 2014 a Post Certification Revisit was completed at this facility to verify compliance of deficiencies issued at the time of the 
PCR completed on March 6, 2014 and uncorrected deficiencies cited at the time of standard survey completed on December 19, 2013. In 
addition,  investigation of complaint numbers: H5227042, H5227044 and H5227045 were conducted.  Based on our revisit, we have 
determined the facility has corrected the deficiencies issued puruant to our standard survey completed on  December 19, 2013 and PCR 
completed on March 6, 2014, effective March 19, 2014.

As a result of the revisit findings, we recommended that the remedies imposed by the CMS Region V Office listed below remain in effect:

• Civil money penalty of $3,200.00 for the deficiency cited at F309. (42 CFR 488.430 through 488.444)
• Civil money penalty of $3,000.00 for the deficiency cited at F333. (42 CFR 488.430 through 488.444)

In addition, we recommended the following action to the CMS Region V Office, they concurred with our recommendations and authorized 
this Department to notify the facility of the following:

• Mandatory Denial of Payment for New Medicare and Medicaid Admissions effective March 19, 2014, be rescinded. (42 CFR 488.417 
(b))

The facility would not be subject to a two year loss of NATCEP, since Mandatory Denial of Payment for New Medicare and Medicaid 
admissions did not go into effect.

Refer to the CMS 2567b form for the results of this visit.

Effective March 19, 2014, the facility is certified for 139 skilled nursing facility beds.
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CMS Certification Number (CCN):  24-5227   

June 8, 2014

Mr. Mike Bosley,  Administrator

Bayshore Residence & Rehabilitation Center

1601 St Louis Avenue

Duluth, Minnesota  55802

Dear Mr. Bosley:

The Minnesota Department of Health assists the Centers for Medicare and Medicaid Services (CMS) by

surveying skilled nursing facilities and nursing facilities to determine whether they meet the requirements for

participation.  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 your facility being in substantial compliance, we are recommending to CMS that your facility be

recertified for participation in the Medicare and Medicaid program.

Effective March 19, 2014 the above facility is certified for:    

  139 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 139 skilled 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

Medicaid provider agreement may be subject to non-renewal or termination.

Feel free to contact me if you have questions related to this letter.

Sincerely,   

    

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

P.O. Box 64900

St. Paul, Minnesota  55164-0900

Telephone: (651) 201-4118  Fax: (651) 215-9697

Email: mark.meath@state.mn.us

cc:  Licensing and Certification File

   

Protecting, Maintaining and Improving the Health of Minnesotans

 General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *

www.health.state.mn.us

For directions to any  of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



May 23, 2014

Mr. Mike Bosley,  Administrator
Bayshore Residence & Rehabilitation Center
1601 Saint Louis Avenue
Duluth, Minnesota  55802

RE: Project Number S52270024, H5227042, H5227044 and H5227045

Dear Mr. Bosley:

On March 28, 2014, we informed you that the following enforcement remedy was being imposed:

• State Monitoring effective March 29, 2014.  (42 CFR 488.422)

On March 26, 2014, the Centers for Medicare and Medicaid Services (CMS) informed you that the
following enforcement remedies were being imposed:

• Per instance civil money penalty of $3,200.00 per instance for the deficiency cited at F309,
effective January 13, 2014, for a total penalty of $3,200.00.  (42 CFR 488.430 through 488.444)
• Per instance civil money penalty of $3,000.00 per instance for the deficiency cited at F333,
effective January 13, 2014, for a total penalty of $3,000.00.  (42 CFR 488.430 through 488.444)

• Mandatory denial of payment for new Medicare and Medicaid admissions effective March 19,
2014.  (42 CFR 488.417 (b))

Also, the CMS Region V Office notified you in their letter of March 26, 2014, in accordance with
Federal law, as specified in the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your
facility is prohibited from conducting Nursing Aide Training and/or Competency Evaluation Programs
(NATCEP) for two years from March 19, 2014.

This was based on the deficiencies cited by this Department for a standard survey completed on
December 19, 2013 and an abbreviated standard survey completed on January 13,2014, and failure to
achieve substantial compliance at the Post Certification Revisit (PCR) completed on March 6, 2014.    
The most serious deficiencies at the time of the revisit were found to be isolated deficiencies that
constituted no actual harm with potential for more than minimal harm that was not immediate jeopardy
(Level D), corrections were required.

Protecting, Maintaining and Improving the Health of Minnesotans

_____________________________________________________________________________________________________________
 General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *

www.health.state.mn.us
For directions to any  of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



On April 23, 2014, the Minnesota Department of Health completed a PCR to verify that your facility 
had achieved and maintained compliance with federal certification deficiencies issued pursuant to a 
PCR, completed on March 6, 2014.  We presumed, based on your plan of correction, that your facility 
had corrected these deficiencies as of January 28, 2014.   Based on our visit, we have determined that 
your facility has corrected the deficiencies issued pursuant to our PCR, completed on March 6, 2014, as 
of  March 19, 2014.  As a result of the revisit findings, the Department is discontinuing the Category 1 
remedy of state monitoring effective March 19, 2014.

In addition, this Department recommended to the CMS Region V Office the following actions related
to the remedies outlined in our letter of March 28, 2014.  The CMS Region V Office concurs and has
authorized this Department to notify you of these actions:

• Mandatory denial of payment for new Medicare and Medicaid admissions, effective March
19, 2014, be rescinded.  (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new
Medicare admissions, effective March 19, 2014, is to be rescinded.  They will also notify the State
Medicaid Agency that the denial of payment for all Medicaid admissions, effective March 19, 2014, is
to be rescinded.

In addition, this Department recommended to the CMS Region V Office the following actions related
to the imposed remedies in their letter of March 26, 2014:

• Per instance civil money penalty of $3,200.00 per instance for the deficiency cited at F309,
effective January 13, 2014, for a total penalty of $3,200.00, remain in effect.  (42 CFR 488.430
through 488.444)

• Per instance civil money penalty of $3,000.00 per instance for the deficiency cited at F333,
effective January 13, 2014, for a total penalty of $3,000.00, remain in effect.  (42 CFR 488.430
through 488.444)

The CMS Region V Office will notify you of their determination regarding the imposed remedies,
Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) prohibition.

As we notified you in our letter of October 29, 2013, in accordance with Federal law, as specified in 
the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility is prohibited from 
conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two years 
from March 19, 2014. Since the primary Trigger of Denial of Payment for new Medicare and 
Medicaid admissions, did not go into effect, the NATCEP prohibition is rescinded.

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

Enclosed is a copy of the Post Certification Revisit Form, (CMS-2567B) from this visit.

Bayshore Residence & Rehabilitation Center 
May 23, 2014
Page   2



Feel free to contact me if you have questions related to this letter.

Sincerely,   

Mark Meath, Enforcement Specialist
Program Assurance Unit
Licensing and Certification Program
Division of Compliance Monitoring
85 East Seventh Place, Suite 220
P.O. Box 64900
St. Paul, Minnesota  55164-0900
Telephone: (651) 201-4118  Fax: (651) 215-9697
Email: mark.meath@state.mn.us

cc: Licensing and Certification File 
5227r2_14.rtf

Bayshore Residence & Rehabilitation Center 
May 23, 2014
Page   3



Form Approved

OMB NO. 0938-0390Centers for Medicare & Medicaid Services
Department of Health and Human Services

Post-Certification Revisit Report
Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering 
and maintaining data needed, and completing and reviewing the collection of information.  Send comments regarding this burden estimate or any other aspect of this collection of 
information including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and 
Budget, Paperwork Reduction Project (0938-0390), Washington, D.C. 20503.

Street Address, City, State, Zip Code

B. Wing

(Y1) (Y3) Date of Revisit
A. Building

245227

Name of Facility 

(Y2) Multiple ConstructionProvider / Supplier / CLIA / 
Identification Number

BAYSHORE RESIDENCE & REHAB CTR 1601 ST LOUIS AVENUE
DULUTH, MN 55802

4/23/2014

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 

Completed
03/19/2014 F0157

Reg. # 483.10(b)(11) 0157

LSC

ID Prefix

Correction 

Completed
03/19/2014 F0282

Reg. # 483.20(k)(3)(ii) 0282

LSC

ID Prefix

Correction 

Completed
03/19/2014 F0314

Reg. # 483.25(c) 0314

LSC

ID Prefix

Correction 

Completed
03/19/2014 F0465

Reg. # 483.70(h) 0465

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

Reviewed By

State Agency

Reviewed By

Reviewed By

Reviewed By Date:

Date:

CMS RO

Signature of Surveyor:

Signature of Surveyor: 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 NO12/19/2013

Form CMS - 2567B (9-92) Page 1 of 1 GQM313Event ID:

MM/PH          05/22/2014        29433 March 19, 2014



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: 00589

ID:   GQM3

X

DULUTH, MN

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

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)

11. .LTC PERIOD OF CERTIFICATION

From

To (b) :

(a) :

12.Total Facility Beds (L18)

13.Total Certified Beds (L17)

10.THE FACILITY IS CERTIFIED AS:

A.  In Compliance With

1. Acceptable POC

B.   Not in Compliance with Program

      Program Requirements

      Compliance Based On:

 Requirements and/or Applied Waivers:

And/Or Approved Waivers Of The Following Requirements:

2. Technical Personnel

3. 24 Hour RN

4. 7-Day RN (Rural SNF)

5. Life Safety Code

6. Scope of Services Limit

7. Medical Director

8. Patient Room Size

9. Beds/Room

* Code: (L12)

14. LTC CERTIFIED BED BREAKDOWN

18 SNF

(L37)

18/19 SNF

(L38)

19 SNF

(L39)

ICF

(L42)

IID

(L43)

15. FACILITY MEETS

1861 (e) (1) or 1861 (j) (1): (L15)

B

1821433426

7

07/01/2013

12/31

 139

 139

 139

03/06/2014 (L&C)

HFC)

BAYSHORE RESIDENCE & REHAB CTR245227

02

1601 ST LOUIS AVENUE

55802

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

See Attached Remarks

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

01/22/1979

00

03001

02/28/2014

04/08/2014 05/18/2014

21.

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

Teresa Ament, HFE NEII



DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES
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C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN: 24-5227

On March 6, 2014 and on March 7, 2014 The Minnesota Department of Health, Licensing and Certification Program, 
and Office of Health Facility Complaints completed Post Certification Revisits (PCR) to verify correction of 
deficiencies issued at the time of the standard survey completed on December 19, 2013 and abbreviated standard survey 
completed on January 13, 2014 during the standard survey and abbreviated standard survey investigations of 
substantiated complaint numbers: H5227042, H5227044 and H5227045 were completed.  On the March 6, 2014 PCR, 
investigation of complaint number H5227047 was completed and found to be substantiated. Base on the revisits we 
determined the facility was not in substantial compliance with three defiencies (F282, F314 and F468) issued pursuant to 
the standardy survey completed on December 19, 2013 and abbreviated standard survey completed on January 13, 2014 
and one new deficiency was cited.  As a result of the revisit findings, this Department imposed the category one remedy 
of State monitoring, effective March 29, 2014. 

In addition we recommended to the CMS RO, CMS RO concurred and authorized this Department to notify the facility 
of the following actions:

 -  Mandatory Denial of Payment for new Medicare and Medicaid admissions, effective March 19, 2014

Loss of NATCEP would also go into effect March 19, 2014 for a two year period, as a result of Mandatory denial of payment

Refer to the CMS 2567b forms and the CMS 2567 along with the facility's plan of correction.   Post Certification Revisit to follow.
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REVISED

Certified Mail # 7011 2000 0002 5143 7876

March 28, 2014

Mr. Mike Bosley, Administrator
Bayshore Residence & Rehabilitation Center
1601 St Louis Avenue
Duluth, Minnesota  55802

RE: Project Number S5227024, H5227042, H5227044 and H5227045

Dear Mr. Bosley:

This letter is revised as a result of two deficiencies (F170 and F323) that were cited at the time of the
standard survey, but did not reflect correction at the time of our notice, when infact both deficiencies
were corrected at the time of our March 6, 2013, Post Certification Revisit..  In addition, enclosed is
the CMS 2567b revisit form reflecting the two deficiencies as corrected.  Please follow the March 24,
2014 letter for timelines and requirements.

On January 15, 2014, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on December 19, 2013 that
included an investigation of complaint number H5227042, and on January 31, 2014, we informed you
that we would recommend enforcement remedies based on the deficiencies cited by this Department's
Office of Health Facility Complaints for an abbreviated standard survey, completed on January 13,
2014.  The surveys found the most serious deficiencies to be isolated deficiencies that constituted actual
harm that was not immediate jeopardy (Level G), whereby corrections were required.  As a result of
finding your facility not in substantial compliance, this Department recommended to the CMS Region
V Office and they concurred and authorized this Department to notify you of the following remedy for
imposition:

 Mandatory Denial of payment for new Medicare and Medicaid admissions effective March 19,
2014.  (42 CFR 488.417 (b))

The CMS Region V Office notified your fiscal intermediary that the denial of payment for new
admissions is effective March 19, 2014.  They also notified the State Medicaid Agency that they must
also deny payment for new Medicaid admissions effective March 19, 2014.  You should notify all
Medicare/Medicaid residents admitted on or after this date of the restriction.

   

 

Protecting, Maintaining and Improving the Health of Minnesotans

_____________________________________________________________________________________________________________
 General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *

www.health.state.mn.us
For directions to any  of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Further, Federal law, as specified in the Act at Sections 1819(f)(2)(B), prohibits approval of nurse
assistant training programs offered by, or in, a facility which, within the previous two years, has been
subject to a denial of payment.  Therefore, Bayshore Residence & Rehabilitation Center is prohibited
from offering or conducting a Nurse Assistant Training/Competency Evaluation Program or
Competency Evaluation Programs for two years effective March 19, 2014.  This prohibition is not
subject to appeal.  Further, this prohibition may be rescinded at a later date if your facility achieves
substantial compliance prior to the effective date of denial of payment for new admissions.    

If this prohibition is not rescinded, under Public Law 105-15 (H.R. 968), you may request a waiver of
this prohibition if certain criteria are met.  Please contact the Nursing Assistant Registry at (800)
397-6124 for specific information regarding a waiver for these programs from this Department.

On March 6, 2014, the Minnesota Department of Health and on March 7, 2014, the Minnesota
Department of Healths Office of Health Facility Complaints completed a revisit to verify that your
facility had achieved and maintained compliance with federal certification deficiencies issued pursuant
to a standard survey, completed on December 19, 2013 and an abbreviated standard survey completed
on January 13, 2014.  We presumed, based on your plan of correction, that your facility had corrected
these deficiencies as of January 28, 2014.  Based on our visit, we have determined that your facility  has
not achieved substantial compliance with the deficiencies issued pursuant to our standard survey,
completed on December 19, 2013 and an abbreviated standard survey completed on January 13, 2014.   
The deficiencies not corrected are as follows:

F0282 -- S/S: D -- 483.20(k)(3)(ii) -- Services By Qualified Persons/per Care Plan
F0314 -- S/S: D -- 483.25(c) -- Treatment/svcs To Prevent/heal Pressure Sores
F0465 -- S/S: D -- 483.70(h) -- Safe/functional/sanitary/comfortable Environ

In addition, at the time of this revisit, we identified the following deficiencies:

F0157 -- S/S: D -- 483.10(b)(11) -- Notify Of Changes (injury/decline/room, Etc)

The most serious deficiencies in your facility were found to be isolated deficiencies that constituted no
actual harm with potential for more than minimal harm that was not immediate jeopardy (Level D), as
evidenced by the attached CMS-2567, whereby corrections are required.

As a result of our finding that your facility continues to not be in substantial compliance, this
Department is imposing the following category 1 remedy:

• State Monitoring effective March 29, 2014. (42 CFR 488.422)

In addition, Sections 1819(h)(2)(D) and (E) and 1919(h)(2)(C) and (D) of the Act and 42 CFR
488.417(b) require that, regardless of any other remedies that may be imposed, denial of payment for
new admissions must be imposed when the facility is not in substantial compliance 3 months after the
last day of the survey identifying noncompliance.  Thus, the following remedy will remain in effect:

 Mandatory Denial of payment for new Medicare and Medicaid admissions effective March 19,
2014.  (42 CFR 488.417 (b))
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Further, Federal law, as specified in the Act at Sections 1819(f)(2)(B), prohibits approval of nurse
assistant training programs offered by, or in, a facility which, within the previous two years, has been
subject to a denial of payment.  Therefore, Bayshore Residence & Rehabilitation Center is prohibited
from offering or conducting a Nurse Assistant Training/Competency Evaluation Program or
Competency Evaluation Programs for two years effective March 19, 2014.  This prohibition is not
subject to appeal.  Further, this prohibition may be rescinded at a later date if your facility achieves
substantial compliance prior to the effective date of denial of payment for new admissions.  If this
prohibition is not rescinded, under Public Law 105-15 (H.R. 968), you may request a waiver of this
prohibition if certain criteria are met.  Please contact the Nursing Assistant Registry at (800) 397-6124
for specific information regarding a waiver for these programs from this Department.

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

A copy of the Statement of Deficiencies (CMS-2567) and the Post Certification Revisit Form
(CMS-2567B) from this visit are enclosed.

APPEAL RIGHTS

If you disagree with this determination, you or your legal representative may request a hearing before an
administrative law judge of the Department of Health and Human Services, Department Appeals Board.
 Procedures governing this process are set out in Federal regulations at 42 CFR Section 498.40 et seq.   
A written request for a hearing must be filed no later than 60 days from the date of receipt of this letter.   
Such a request may be made to the Centers for Medicare and Medicaid Services at the following   
address:
   Department of Health and Human Services
   Departmental Appeals Board, MS 6132
   Civil Remedies Division
   Attention: Karen R. Robinson, Director
   330 Independence Avenue, SW
   Cohen Building, Room G-644
   Washington, DC 20201

A request for a hearing should identify the specific issues and the findings of fact and conclusions of
law with which you disagree.  It should also specify the basis for contending that the findings and
conclusions are incorrect.  You do not need to submit records or other documents with your hearing
request.  The Departmental Appeals Board (DAB) will issue instructions regarding the proper submittal
of documents for the hearing.  The DAB will also set the location for the hearing, which is likely to be
in Minnesota or in Chicago, Illinois.  You may be represented by counsel at a hearing at your own
expense.

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by a "F" tag), i.e., the plan of correction should be directed to:
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    Patricia Halverson
    Licensing and Certification Program
    Minnesota Department of Health
    11 East Superior Street, Suite #290
    Duluth, Minnesota  55802
      
    Phone: (218) 302-6151   
    Fax: (218) 723-2359

PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within   ten calendar days of your receipt of the March
24, 2014 letter.  Your PoC must:

-   Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;

 - Address how the facility will identify other residents having the potential to be affected
by the same deficient practice;

 - Address what measures will be put into place or systemic changes made to ensure that
the deficient practice will not recur;

 - Indicate how the facility plans to monitor its performance to make sure that solutions are
  sustained.  The facility must develop a plan for ensuring that correction is achieved and   
  sustained.  This plan must be implemented, and the corrective action evaluated for its   
  effectiveness.  The plan of correction is integrated into the quality assurance system;

 - Include dates when corrective action will be completed.  The corrective action    
completion dates must be acceptable to the State.  If the plan of correction is    
unacceptable for any reason, the State will notify the facility.  If the plan of correction is   
acceptable, the State will notify the facility.  Facilities should be cautioned that they are   
ultimately accountable for their own compliance, and that responsibility is not alleviated   
in cases where notification about the acceptability of their plan of correction is not made   
timely.  The plan of correction will serve as the facility’s allegation of compliance; and,

   
 - Include signature of provider and date.

If an acceptable PoC is not received within 10 calendar days from the receipt of tho March 24, 2014
letter, we will recommend to the CMS Region V Office that one or more of the following remedy be
imposed:

• Per day civil money penalty (42 CFR 488.430 through 488.444).
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Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE -  CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC 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 PoC 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 Office of Health Facility Complaints
staff, if  your PoC for their respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, a revisit of your facility will be conducted to verify that substantial
compliance with the regulations has been attained.  The revisit will occur after the date you identified
that compliance was achieved in your allegation of compliance and/or plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and we will recommend that the remedies imposed be
discontinued effective the date of the on-site verification.  Compliance is certified as of the date of the
second revisit or the date confirmed by the acceptable evidence, whichever is sooner.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE SIXTH MONTH AFTER
THE LAST DAY OF THE SURVEY

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by June 19, 2014 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance.  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.

INFORMAL DISPUTE RESOLUTION

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
   Division of Compliance Monitoring   
   P.O. Box 64900
   St. Paul, Minnesota 55164-0900
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This request must be sent within the same ten days you have for submitting a PoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/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 plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

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

Feel free to contact me if you have questions related to this letter.

Sincerely,   

   
Mark Meath, Program Specialist
Program Assurance Unit
Licensing and Certification Program
Division of Compliance Monitoring   
Telephone: (651) 201-4118     Fax: (651) 215-9697
Email: mark.meath@state.mn.us

Enclosure

cc:  Licensing and Certification File   
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Certified Mail # 7011 2000 0002 5143 7999

March 24, 2014

Mr. Mike Bosley, Administrator
Bayshore Residence & Rehabilitation Center
1601 Saint Louis Avenue
Duluth, Minnesota  55802

RE: Project Number S5227024, H5227042, H5227044 and H5227045

Dear Mr. Bosley:

On January 15, 2014, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on December 19, 2013 that
included an investigation of complaint number H5227042, and on January 31, 2014, we informed you
that we would recommend enforcement remedies based on the deficiencies cited by this Department's
Office of Health Facility Complaints for an abbreviated standard survey, completed on January 13,
2014.  The surveys found the most serious deficiencies to be isolated deficiencies that constituted actual
harm that was not immediate jeopardy (Level G), whereby corrections were required.  As a result of
finding your facility not in substantial compliance, this Department recommended to the CMS Region
V Office and they concurred and authorized this Department to notify you of the following remedy for
imposition:

 Mandatory Denial of payment for new Medicare and Medicaid admissions effective March 19,
2014.  (42 CFR 488.417 (b))

The CMS Region V Office notified your fiscal intermediary that the denial of payment for new
admissions is effective March 19, 2014.  They also notified the State Medicaid Agency that they must
also deny payment for new Medicaid admissions effective March 19, 2014.  You should notify all
Medicare/Medicaid residents admitted on or after this date of the restriction.

Further, Federal law, as specified in the Act at Sections 1819(f)(2)(B), prohibits approval of nurse
assistant training programs offered by, or in, a facility which, within the previous two years, has been
subject to a denial of payment.  Therefore, Bayshore Residence & Rehab Center is prohibited from
offering or conducting a Nurse Assistant Training/Competency Evaluation Program or Competency
Evaluation Programs for two years effective March 19, 2014.  This prohibition is not subject to appeal.   
Further, this prohibition may be rescinded at a later date if your facility achieves substantial compliance
prior to the effective date of denial of payment for new admissions.    

   

 

Protecting, Maintaining and Improving the Health of Minnesotans

_____________________________________________________________________________________________________________
 General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *

www.health.state.mn.us
For directions to any  of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



If this prohibition is not rescinded, under Public Law 105-15 (H.R. 968), you may request a waiver of
this prohibition if certain criteria are met.  Please contact the Nursing Assistant Registry at (800)
397-6124 for specific information regarding a waiver for these programs from this Department.

On March 6, 2014, the Minnesota Department of Health and on March 7, 2014, the Minnesota
Department of Healths Office of Health Facility Complaints completed a revisit to verify that your
facility had achieved and maintained compliance with federal certification deficiencies issued pursuant
to a standard survey, completed on December 19, 2013 and an abbreviated standard survey completed
on January 13, 2014.  We presumed, based on your plan of correction, that your facility had corrected
these deficiencies as of January 28, 2014.  Based on our visit, we have determined that your facility  has
not achieved substantial compliance with the deficiencies issued pursuant to our standard survey,
completed on December 19, 2013 and an abbreviated standard survey completed on January 13, 2014.   
The deficiencies not corrected are as follows:

F0282 -- S/S: D -- 483.20(k)(3)(ii) -- Services By Qualified Persons/per Care Plan
F0314 -- S/S: D -- 483.25(c) -- Treatment/svcs To Prevent/heal Pressure Sores
F0465 -- S/S: D -- 483.70(h) -- Safe/functional/sanitary/comfortable Environ

In addition, at the time of this revisit, we identified the following deficiencies:

F0157 -- S/S: D -- 483.10(b)(11) -- Notify Of Changes (injury/decline/room, Etc)
F0170 -- S/S: C -- 483.10(i)(1) -- Right To Privacy - Send/receive Unopened Mail
F0323 -- S/S: D -- 483.25(h) -- Free Of Accident Hazards/supervision/devices

The most serious deficiencies in your facility were found to be isolated deficiencies that constituted no
actual harm with potential for more than minimal harm that was not immediate jeopardy (Level D), as
evidenced by the attached CMS-2567, whereby corrections are required.

As a result of our finding that your facility continues to not be in substantial compliance, this
Department is imposing the following category 1 remedy:

• State Monitoring effective March 29, 2014. (42 CFR 488.422)

In addition, Sections 1819(h)(2)(D) and (E) and 1919(h)(2)(C) and (D) of the Act and 42 CFR
488.417(b) require that, regardless of any other remedies that may be imposed, denial of payment for
new admissions must be imposed when the facility is not in substantial compliance 3 months after the
last day of the survey identifying noncompliance.  Thus, the following remedy will remain in effect:

 Mandatory Denial of payment for new Medicare and Medicaid admissions effective March 19,
2014.  (42 CFR 488.417 (b))

Further, Federal law, as specified in the Act at Sections 1819(f)(2)(B), prohibits approval of nurse
assistant training programs offered by, or in, a facility which, within the previous two years, has been
subject to a denial of payment.  Therefore, Bayshore Residence & Rehabilitation Center is prohibited
from offering or conducting a Nurse Assistant Training/Competency Evaluation Program or
Competency Evaluation Programs for two years effective March 19, 2014.    
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This prohibition is not subject to appeal.  Further, this prohibition may be rescinded at a later date if
your facility achieves substantial compliance prior to the effective date of denial of payment for new
admissions.  If this prohibition is not rescinded, under Public Law 105-15 (H.R. 968), you may request
a waiver of this prohibition if certain criteria are met.  Please contact the Nursing Assistant Registry at
(800) 397-6124 for specific information regarding a waiver for these programs from this Department.

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

A copy of the Statement of Deficiencies (CMS-2567) and the Post Certification Revisit Form
(CMS-2567B) from this visit are enclosed.

APPEAL RIGHTS

If you disagree with this determination, you or your legal representative may request a hearing before an
administrative law judge of the Department of Health and Human Services, Department Appeals Board.
 Procedures governing this process are set out in Federal regulations at 42 CFR Section 498.40 et seq.   
A written request for a hearing must be filed no later than 60 days from the date of receipt of this letter.   
Such a request may be made to the Centers for Medicare and Medicaid Services at the following   
address:
   Department of Health and Human Services
   Departmental Appeals Board, MS 6132
   Civil Remedies Division
   Attention: Karen R. Robinson, Director
   330 Independence Avenue, SW
   Cohen Building, Room G-644
   Washington, DC 20201

A request for a hearing should identify the specific issues and the findings of fact and conclusions of
law with which you disagree.  It should also specify the basis for contending that the findings and
conclusions are incorrect.  You do not need to submit records or other documents with your hearing
request.  The Departmental Appeals Board (DAB) will issue instructions regarding the proper submittal
of documents for the hearing.  The DAB will also set the location for the hearing, which is likely to be
in Minnesota or in Chicago, Illinois.  You may be represented by counsel at a hearing at your own
expense.

DEPARTMENT CONTACT

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

Patricia Halverson
Minnesota Department of Health
11 East Superior Street, Suite #290
Duluth, Minnesota  55802
Phone: (218) 302-6151       Fax: (218) 723-2359
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PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within   ten calendar days of your receipt of this letter.   
Your PoC must:

-   Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;

 - Address how the facility will identify other residents having the potential to be affected
by the same deficient practice;

 - Address what measures will be put into place or systemic changes made to ensure that
the deficient practice will not recur;

 - Indicate how the facility plans to monitor its performance to make sure that solutions are
  sustained.  The facility must develop a plan for ensuring that correction is achieved and   
  sustained.  This plan must be implemented, and the corrective action evaluated for its   
  effectiveness.  The plan of correction is integrated into the quality assurance system;

 - Include dates when corrective action will be completed.  The corrective action    
completion dates must be acceptable to the State.  If the plan of correction is    
unacceptable for any reason, the State will notify the facility.  If the plan of correction is   
acceptable, the State will notify the facility.  Facilities should be cautioned that they are   
ultimately accountable for their own compliance, and that responsibility is not alleviated   
in cases where notification about the acceptability of their plan of correction is not made   
timely.  The plan of correction will serve as the facility’s allegation of compliance; and,

   
 - Include signature of provider and date.

If an acceptable PoC 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 remedy be imposed:

• Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE -  CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC 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 PoC 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 Office of Health Facility Complaints
staff, if  your PoC for their respective deficiencies (if any) is acceptable.
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VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, a revisit of your facility will be conducted to verify that substantial
compliance with the regulations has been attained.  The revisit will occur after the date you identified
that compliance was achieved in your allegation of compliance and/or plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and we will recommend that the remedies imposed be
discontinued effective the date of the on-site verification.  Compliance is certified as of the date of the
second revisit or the date confirmed by the acceptable evidence, whichever is sooner.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE SIXTH MONTH AFTER
THE LAST DAY OF THE SURVEY

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by June 19, 2014 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance.  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.

INFORMAL DISPUTE RESOLUTION

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
   Division of Compliance Monitoring   
   P.O. Box 64900
   St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/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 plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.            
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Feel free to contact me if you have questions related to this letter.

Sincerely,   

   
Mark Meath, Program Specialist
Program Assurance Unit
Licensing and Certification Program
Division of Compliance Monitoring   
Telephone: (651) 201-4118     Fax: (651) 215-9697
Email: mark.meath@state.mn.us

Enclosure

cc:  Licensing and Certification File   5227r14ohfc&Hlth.rtf
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{F 000} INITIAL COMMENTS {F 000}

 An investigator from OHFC completed an 

investigation for complaint number H5227047. the 

complaint was substantiated with one example 

included with F157.

In addition, a follow up was completed for 

deficiencies issued subsequent to complaint 

H5227042 with F333 corrected and F314 

reissued.

Census 147.

 

F 157

SS=D

483.10(b)(11) NOTIFY OF CHANGES 

(INJURY/DECLINE/ROOM, ETC)

A facility must immediately inform the resident; 

consult with the resident's physician; and if 

known, notify the resident's legal representative 

or an interested family member when there is an 

accident involving the resident which results in 

injury and has the potential for requiring physician 

intervention; a significant change in the resident's 

physical, mental, or psychosocial status (i.e., a 

deterioration in health, mental, or psychosocial 

status in either life threatening conditions or 

clinical complications); a need to alter treatment 

significantly (i.e., a need to discontinue an 

existing form of treatment due to adverse 

consequences, or to commence a new form of 

treatment); or a decision to transfer or discharge 

the resident from the facility as specified in 

§483.12(a).

The facility must also promptly notify the resident 

and, if known, the resident's legal representative 

or interested family member when there is a 

change in room or roommate assignment as 

specified in  §483.15(e)(2); or a change in 

F 157

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

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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resident rights under Federal or State law or 

regulations as specified in paragraph  (b)(1) of 

this section.

The facility must record and periodically update 

the address and phone number of the resident's 

legal representative or interested family member.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation, interview and document 

review, the facility failed to ensure the physician 

and the resident's representative were notified in 

the change of status of a pressure ulcer for 1 of 3 

residents (R171) reviewed for pressure ulcers 

and for 1 of 1 residents (R180) reveiwed for 

respiratory distress. 

Findings include:

R171's Diagnosis Report dated 3/6/14, indicated 

diagnoses including cerebrovascular disease.

The quarterly Minimum Data Set (MDS) dated 

1/29/14, indicated R171 was cognitively intact, 

required extensive assistance with bed mobility, 

transfers and personal hygiene activities; and was 

frequently incontinent of bowel and bladder.  The 

quarterly MDS further indicated R171 was at risk 

for the development of pressure ulcers, had a 

stage 1 or greater pressure ulcer present on 

admission, 2 unstageable pressure ulcers, with 

eschar present, and had pressure reducing 

devices on the chair and bed.  A Care Area 

Assessment (CAA) dated 11/4/13, indicated R171 

was at risk for pressure ulcers and had a scab on 

the left ankle bone.  
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An Initial Skin Problem Identification Assessment 

1/13/14, indicated R171's left ankle had a loose 

scab measuring 1.4 cm by 1.9 cm. and a 

discolored purple area measuring 1.4 cm by 2.0 

cm. on the left heel. 

 

The fax physician's order dated 1/14/14, directed 

Solosite to scab, cover with gauze and wrap with 

Kerlix daily and reassess after scab comes off for 

different treatment.

R171's Care Plan dated and revised 11/8/13, 

indicated an unstageable pressure ulcer on left 

outer ankle with 100% eschar.  The Care Plan 

directed to follow facility protocols for treatment of 

skin injury and to notify physician for orders as 

needed, monitor/document location, size, and 

treatment of skin injury, report abnormalities, 

failure to heal signs and symptoms of infection, 

maceration to MD.  Hand-written notes on the 

Care Plan dated 12/26/13,  directed Allevyn [an 

adhesive, wound care dressing] per MD orders.

A Skin Ulcer Data Collection and Assessment 

form dated 2/25/14, indicated R171's left ankle 

ulcer had healed.  

 

On 3/5/14, at 7:10 a.m. registered nurse (RN)-C 

was observed during treatment of R171's left 

ankle ulcer.  RN-C stated the ulcer opened on 

3/4/14, when the scab fell off.   RN-C measured 

the ulcer at 0.5 cm by 0.6 cm.  RN-C applied a 

clean Curad dressing to ulcer wound area, 

covered the Curad dressing with a 4 by 4 inch 

gauze dressing and wrapped the ankle and 

dressing with a rolled gauze dressing taping the 

wrap in place. 

On 3/5/14, at 7:11 a.m. RN-B stated she did not 

notify the physician or R171's family when the 
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ulcer re-opened. 

On 3/5/14, at 11:40 am, the DON stated RN-B 

was responsible to assess and stage ulcers.  The 

DON further stated when the stage changed 

and/or the ulcer opened up, the RN would be 

responsible to notify the resident's physician, the 

resident's family, and also the dietician.  

A Change of Condition/Special Needs Charting 

policy reviewed and revised 5/2011, directed the 

resident's physician would be contacted in a 

timely manner either verbally or written if the 

resident experiences a change in skin integrity, 

not addressed through the facility's skin care 

protocol.  The policy further directed the 

resident's family/significant other would be 

notified when there is a change in status of a 

resident. 

The facility failed to notify R180 ' s physician for 

change of condition regarding respiratory 

distress.

A progress note dated 2/17/14, at 6:56 p.m. 

indicated R180 was calling out in pain and rated 

her pain 10/10 in her back.  R180 ' s vital signs 

were taken and oxygen saturation was 73%, 

pulse elevated to 110.  R180 ' s head of bed 

(HOB) was elevated, and she was instructed to 

pierce-lip breath.   R180 also received Roxenol 

(narcotic used for pain) for breathing difficulties, 

[the] sharp pain in [her] back decreased as sat 

[oxygen saturation] rose.  [R180] Will be 

monitored on 24 hour report and vitals rechecked 

for improvement.
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A progress note dated 2/18/14, at 6:08 a.m. 

indicated that resident was in respiratory distress, 

given 0.3 milligrams of MS Sulfate (Morphine 

Sulfate) per supervisor request, resident calmed 

self, with pursed lip breathing, oxygen saturation 

level [was] at 92%, heart rate was up 112 due to 

nebulizer just being given, continue to monitor, 

resident to be on four hour vital sign checks.  

A progress note dated 2/18/14, indicated that St. 

Luke ' s emergency room (ER) called stating, 

they will be keeping resident overnight with 

diagnosis of Carbon Dioxide retention and new 

diagnosis of pneumonia.  Resident was sent out 

for a scheduled appointment and was referred to 

St. Luke ' s ER.

R180 was admitted on 12/9/13, with diagnoses 

that included acute chronic obstructive pulmonary 

disease (COPD).  The care plan dated 12/20/13, 

had a focus area of altered respiratory status that 

included interventions to observed for 

sign/symptoms of respiratory distress and report 

to the MD (medical doctor) PRN (as needed) per 

protocol.  

NA-H was interviewed on 3/4/14, at 3:00 p.m.  

NA-H reported that R-180 had told her several 

times in the previous two weeks that she didn ' t 

feel good and felt foggy.  NA-H reported these 

concerns to the LPN on duty at the time of the 

complaints and the LPN did go and talk with 

R180.  The nurses that NA-A reported to were 

LPN-A, and LPN-B.  

R180 was interviewed on 3/4/14, at 3:10 p.m.   

R180 was asked what happened on 2/18/14, the 

day she was hospitalized.  R180 stated that she 

was scheduled to go to a therapy appointment at 

the development center.  R180 stated that she 

arrived at the center and her therapist saw her 

and after a short time the therapist suggested 

that R180 go to the emergency room.   R180 
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stated that she was having a lot of trouble 

breathing, was having difficulty staying awake and 

answering the therapist ' s questions, couldn ' t 

focus on what the therapist was saying and 

requested to go to the hospital.   R180 was taken 

to the emergency room by the Medi-Van that had 

transported her to the appointment.  R180 stated 

that she was admitted to the Intensive Care Unit 

with a diagnosis of acute exacerbation of Chronic 

Obstructive Pulmonary Disease (COPD) with 

acute hyper-capnic respiratory failure. 

R180 was then asked about the days leading up 

to the hospitalization.  R180 stated that she was 

very groggy, clumsy with things like dropping 

spoons and her nebulizer.  R180 stated that she 

was in a fog all the time.  R180 reported that she 

felt like this for at least one week before being 

hospitalized.  R180 stated that she was having 

more difficulty breathing.  R180 stated that she 

felt so bad that she had requested to go to the 

hospital several times but they wouldn ' t send 

her.   R180 stated that she reported these 

symptoms to the LPN ' s and they would come to 

her room and talk but nothing was done,  " they 

didn ' t call my MD " , and nurses wouldn ' t 

respond when she asked to go to the hospital.  

R180 stated that she was afraid because she felt 

so horrible and nobody would listen.  R180 stated 

that the night before the hospitalization (2/17/14) 

she was very sick and in a lot of pain, she said 

she was short of breath, pulse was high and she 

couldn ' t find a position that was comfortable.  

She stated that she asked LPN-A to send her to 

the hospital but LPN-A never provided her an 

explanation as to why R180 was not sent to the 

hospital.  

An interview of LPN-A was completed on 3/4/14, 

at 3:20 p.m.  LPN-A was asked what steps she 

takes when a resident has a change in condition.  
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LPN-A stated that she will go to the resident and 

do vital signs, see if they have PRN treatments or 

medications that could be tried, after that LPN-A 

will call the supervisor if there is no change.   

LPNA recalled an incident with R180 that 

occurred on 2/17/14, the night before R180 was 

hospitalized.  R180 became short of breath, 

complained of back pain, her oxygen sat level 

was 72% and her pulse was 110.  LPN-A 

contacted RN-E to report the symptoms and 

report that the resident is requesting to go to the 

hospital and LPN-A would consult with the MD.  

RN-E stated that R180 was drug seeking and to 

just watch her.  LPN-A reports that the resident 

did stabilize however LPN-A didn ' t agree with 

the drug seeking behavior and felt R180 was ill.

An interview of the director of nursing (DON) was 

completed on 3/4/14, at 4:30 p.m.  The DON was 

asked what the expectation of the LPN/RN ' s are 

when a resident ' s condition changes.  The DON 

stated that the facility expects the nurse to do a 

complete assessment prior to calling the 

physician, the LPN or RN ' s are able to call the 

MD ' s and the LPN ' s can take telephone orders.  

The DON expected the physician would be called 

when a patient ' s condition changes.  The 

evening and night staff have a nursing supervisor 

on duty to consult with if there are any questions.  

In regards to R180 ' s change in condition; the 

daily reports the DON receives regarding what 

happens on evenings and night shift didn ' t 

address R180 ' s condition or concerns.  

An interview of trained medication aide (TMA-A) 

was completed on 3/6/14, at 11:25 a.m. TMA-A 

recalled an incident involving R180 that occurred 

on 2/17/14, at approximately 7:00 - 7:30 p.m. 

R180 was in a lot of distress on that shift, R180 

requested to go to the hospital, LPN-C went into 

assess R180 LPN-C called RN-E and reported 
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back to TMA-A that RN-E felt R180 was drug 

seeking behavior and to watch the resident.  

TMA-A reported that the MD was not called at 

that time. 

Interview of RN-E was completed on 3/7/14, at 

11:35 a.m. RN-E was asked what her 

involvement with R180 ' s care on 2/17/14, the 

evening before R180 was hospitalized.  RN-E 

reported that she recalled hearing about the 

situation but does not recall any specifics or how 

she heard about it.  RN-E was asked if she called 

the MD regarding R180 or if the nursing unit was 

to call the MD.  RN-E did not know if the MD 

called.  RN-E stated that she did not go to the unit 

to see R180 and that she did not know R180 that 

well.  RN-E indicated that she does not keep 

notes or a log of calls she received while she is 

supervising.  RN-E does not recall ever telling a 

staff not to call an MD.  RN-E stated she would 

have documented in the electronic medical 

record progress notes if she felt it was a 

significant event.  When asked further information 

about R180 and if she was a drug seeker, RN-E 

indicated that she had heard that information 

from other staff and did not provide any other 

information to indicate a reason that R180 was a 

drug seeker.   

Interview of R180 ' s mental health therapist 

(MHT) was completed on 3/18/14, at 8:30 a.m.  

R180 was scheduled to see her MHT on 2/18/14, 

in the afternoon.  The therapist stated that R180 

has been a client with her for approximately five 

years.  The MHT was asked what symptoms 

R180 had when she arrived to the appointment.  

The MHT stated that R180 ' s breathing 

difficulties had been getting worse over the last 

three months, however, not as bad as she saw on 

2/18/14. R180 was very short of breath, had 

labored breathing and she complained of being 
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weak.  R180 was having difficulty focusing on the 

conversation, there were delays in responding to 

questions of up to 30 seconds and she was 

dozing off during the conversation.  The MHT 

stated that R180 told her that she has been sick 

for at least a week and that she was getting 

worse.  R180 told the MHT that she had reported 

her concerns to the nursing staff at the facility 

several times but they didn ' t do anything and 

that she had asked to go to the hospital but they 

didn ' t think she needed to go.       

The Change in Condition/Special Needs Charting 

Policy (revision date May 2011) was reviewed.  

The policy purpose directed staff to:  Notify the 

physician, next of kin, designated contact person 

or significant other in the event of a status 

change.   The policy further directed staff to 

monitor changes of condition and interventions to 

be documented.

{F 282}

SS=D

483.20(k)(3)(ii) SERVICES BY QUALIFIED 

PERSONS/PER CARE PLAN

The services provided or arranged by the facility 

must be provided by qualified persons in 

accordance with each resident's written plan of 

care.

This REQUIREMENT  is not met as evidenced 

by:

{F 282}

 Based on observation, interview and document 

review, the facility failed to provide care as 

directed by the plan of care for 2 of 3 residents 

(R181, R171) reviewed for pressure ulcers.

Findings include:

R181 was not provided timely repositioning for a 
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{F 282} Continued From page 9 {F 282}

stage 2 (partial thickness loss of dermis 

presenting as shallow open ulcer) coccyx 

pressure ulcer. 

R181's admission Minimum Data Set (MDS) 

dated 12/20/13, indicated R181 was severely 

cognitively impaired, and required extensive 

assist of 2 staff for bed mobility and transfers, 

and extensive assist of one staff for toileting. The 

MDS further indicated R181 was at risk for the 

development of a pressure ulcer, and currently 

had a stage 2 pressure ulcer. 

R181's care plan, dated 12/19/13, indicated R181 

was admitted with a stage 2 pressure ulcer on the 

coccyx and directed staff assistance significant 

repositioning in bed and when in wheelchair every 

two hours, and as needed. 

R181 was not provided repositioning during 

continuous observation on 3/4/14, from 9:56 a.m. 

until 12:55 p.m.. At 1:01 p.m.  NA-B put  R181 

into bed. RN-B measured R181's pressure ulcer 

as 2.4 cm x 4 cm, and stated it was a stage II. 

On 3/4/14, at 2:37 p.m. the director of nursing 

(DON) stated that every two hours would be 

minimal, some residents may require more 

frequent repositioning if the pressure ulcer was 

getting worse, or if the resident was experiencing 

pain. The DON further stated she would expect 

staff to reposition residents as directed by their 

care plan. 

The facility policy and procedure on pressure 

ulcers revised 5/11, directed residents with 

impaired skin integrity receive treatment 

according to a standard protocol that meets 

standards of practice. The policy and procedure 
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further directed skin care is provided in 

accordance with physician's orders. The facility 

staff provide skin care according to a standard 

protocol which has been approved by the facility's 

medical director and is included in the standing 

orders. 

The facility policy and procedure on 

comprehensive care plans revised 10/10, directed 

each resident's comprehensive care plan is 

designed to aid in preventing or reducing declines 

in the resident's functional status and/or 

functional levels. 

R171 was not consistently provided 

pressure-relieving devices for a left lateral heel 

ulcer; in addition the left lateral heel ulcer was not 

assessed or treated as directed by facility 

standing orders or physician orders.

The quarterly MDS dated 1/29/14, indicated R171 

was at risk for the development of pressure 

ulcers, had a stage 1 or greater pressure ulcer 

present on admission, 2 unstageable pressure 

ulcers, with eschar present, and had pressure 

reducing devices on the chair and bed.  

An Initial Skin Problem Identification Assessment 

1/13/14, indicated R171's left ankle was noted to 

have a loose scab measuring 1.4 cm by 1.9 cm.  

The Assessment also indicated R171's left heel 

had a discolored purple area measuring 1.4 cm 

by 2.0 cm.  

The Care Plan dated and revised 11/8/13, 

indicated R171 had an unstageable pressure 

ulcer on left outer ankle with 100% eschar that 

was present on admission to the facility with 

treatment of Allevyn [adhesive wound care 
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dressing] per MD orders.   The Care Plan 

directed to follow facility protocols for treatment of 

skin injury and to notify physician for orders as 

needed, monitor/document location, size, and 

treatment of skin injury, report abnormalities, 

failure to heal signs and symptoms of infection, 

maceration to MD.  The Care Plan further 

directed R171 needed assistance to apply 

bilateral heel protectors. 

Physician's orders dated 1/14/14, directed 

Solosite to scab, cover with gauze and wrap with 

Kerlix daily and reassess after scab comes off for 

different treatment.

A Skin Ulcer Data Collection and Assessment 

form dated 2/25/14, indicated R171's left ankle 

ulcer had healed.  

On 3/5/14, at 7:10 a.m. registered nurse (RN)-C 

was observed during a dressing change to 

R171's left ankle. The dressing was removed and 

RN-C stated the left ankle ulcer had reopened on 

3/4/14, when the scab had fallen off.  RN-C 

measured the ulcer at 0.5 cm by 0.6 cm.,  applied 

a clean Curad dressing, added a  4 by 4 inch 

gauze dressing and wrapped the ankle and 

dressing with rolled gauze. RN-C applied a brown 

slipper to R171's left foot.  One of R171's quilted 

blue booties was lying on the dresser and the 

other on the bedside table.  R171's right heel was 

observed to be resting on the bed with only a 

white sock on the right foot. 

On 3/5/14, at 8:00 a.m., R171's left lateral ankle 

ulcer was observed with RN-B.  RN-B removed 

the brown slipper shoe and the dressing on 

R171's left foot/ankle.  RN-B measured the ulcer, 

applied a Curad dressing, a 4 by 4 inch gauze 
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and gauze wrap.  RN-B stated the left lateral 

ankle ulcer was stage 2. RN-B confirmed the 

physician and family were not notified when the 

pressure ulcer reopened on 3/4/14.  RN-B stated 

she  changed R171's ulcer treatment to a 

vaseline dressing daily with dry gauze.  RN-B did 

not apply R171's left blue-quilted heel boot.  

On 3/5/14, at 9:45 a.m. the DON and RN-B were 

interviewed. RN-B stated she was unaware of any 

standing orders for wound care.  RN-B further 

stated when R171's healed left lateral ankle ulcer 

re-opened, she decided on a different treatment 

based on her wound care experience.  RN-B 

further stated she does not usually contact the 

nurse practitioner or the physician with a change 

of orders when an ulcer opens up.  RN-B verified 

R171's ulcer treatment was changed to a 

vaseline-type dressing and R171's physician was 

not notified of the change in condition of the ulcer 

and there was no physician's order to change the 

treatment.

On 3/5/14, at approximately 10:45 a.m. R171 was 

observed seated in wheelchair in hallway near 

nurses' station wearing white stockings and 

brown slipper shoes. 

On 3/5/14, at 11:40 am, the DON was 

re-interviewed and stated RN-B was required to  

assess and stage ulcers.  The DON further stated 

when the stage changes and/or the ulcer opened 

up, the RN would be responsible to notify the 

resident's physician, the resident's family, and 

also the dietician.  The DON confirmed she would 

expect the ulcers to be monitored and assessed 

weekly and the results documented either on the 

weekly skin sheet or in the progress notes.  The 

DON stated the facility had standing orders and a 
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protocol to cover ulcer care changes.  The DON 

stated R171's left lateral ankle ulcer would be 

stage 2 when the scab/eschar fell off.  The DON 

confirmed she was not made aware of R171's 

ulcer opening up until this morning.

{F 314}

SS=D

483.25(c) TREATMENT/SVCS TO 

PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a 

resident, the facility must ensure that a resident 

who enters the facility without pressure sores 

does not develop pressure sores unless the 

individual's clinical condition demonstrates that 

they were unavoidable; and a resident having 

pressure sores receives necessary treatment and 

services to promote healing, prevent infection and 

prevent new sores from developing.

This REQUIREMENT  is not met as evidenced 

by:

{F 314}

 Based on observation, interview and document 

review, the facility failed to provide appropriate 

care of pressure ulcers for 2 of 3 residents (R181, 

R171) reviewed for pressure ulcers. 

Findings include:

Pressure Ulcer Stages (defined by the National 

Pressure Ulcer Advisory Panel)

Stage I: Non-blanchable erythema

Intact skin with non-blanchable redness of a 

localized area usually over a bony prominence. 

The area may be painful, firm, soft, warmer or 

cooler as compared to adjacent tissue.

Stage II: Partial thickness

Partial thickness loss of dermis presenting as a 

shallow open ulcer with a red pink wound bed, 
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without slough. May also present as an intact or 

open/ruptured serum-filled or sero-sanginous 

filled blister. Presents as a shiny or dry shallow 

ulcer without slough or bruising. 

Unstageable/Unclassified: Full thickness skin or 

tissue loss - depth unknown

Full thickness tissue loss in which actual depth of 

the ulcer is completely obscured by slough 

(yellow, tan, gray, green or brown) and/or eschar 

(tan, brown or black) in the wound bed. Until 

enough slough and/or eschar are removed to 

expose the base of the wound, the true depth 

cannot be determined.

R181 was not provided timely repositioning for a 

stage 2 coccyx pressure ulcer. 

R181's admission record indicated diagnosis of 

Alzheimer's disease, generalized pain and 

osteoporosis. The admission Minimum Data Set 

(MDS) dated 12/20/13, indicated R181 was 

severely cognitively impaired, and required 

extensive assist of 2 staff for bed mobility and 

transfers, and extensive assist of one staff for 

toileting. The MDS further indicated R181 was at 

risk for the development of a pressure ulcer, and 

currently had a stage 2 pressure ulcer. 

R181's care plan, dated 12/19/13, indicated R181 

was admitted with a stage 2 pressure ulcer on the 

coccyx and directed staff assistance significant 

repositioning in bed and when in wheelchair every 

two hours, and as needed. Although the nursing 

assistant group sheet directed staff to check and 

offer toileting every two hours and as needed, 

repositioning was not addressed. 

R181 was continuously observed on 3/4/14, from 

9:56 a.m. until 12:55 p.m.. R181 was observed in 
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an activity, then toileted by staff from 10:10 a.m. 

until 10:22 a.m. R181 was brought back into the 

activity room and and then to the dining room at 

11:40 a.m. R181 was served lunch at 12:11 p.m., 

and finished feeding herself at 12:49 p.m. At 

12:52 p.m., R181 had been in the wheelchair 

without repositioning for 2 hours and 30 minutes. 

Registered nurse (RN)-B and nursing assistant 

(NA)-B were informed of R181's lack of 

repositioning and R181 was wheeled to the 

bedroom at 12:54. p.m.. NA-B stated she was on 

the way to the dining room to get R181 and knew 

R181 required every two hour repositioning.  At 

1:01 p.m.  NA-B put  R181 into bed. RN-B 

measured R181's pressure ulcer as  2.4 cm x 4 

cm, and stated it was a stage 2. 

On 3/4/14, at 2:37 p.m. the director of nursing 

(DON) and RN-B were interviewed. RN-B stated 

she directed all dependent residents to have an 

every two hour repositioning plan. The DON 

stated that every two hours would be minimal, 

some residents may require more frequent 

repositioning if the pressure ulcer was getting 

worse, or if the resident was experiencing pain. 

The DON further stated she would expect staff to 

reposition residents as directed by their care plan. 

The facility policy and procedure on pressure 

ulcers revised 5/11, directed residents with 

impaired skin integrity receive treatment 

according to a standard protocol that meets 

standards of practice. The policy and procedure 

further directed skin care is provided in 

accordance with physician's orders. The facility 

staff provide skin care according to a standard 

protocol which has been approved by the facility's 

medical director and is included in the standing 

orders. 
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R171 was not consistently provided 

pressure-relieving devices for a left lateral heel 

ulcer; in addition the left lateral heel ulcer was not 

assessed or treated as directed by facility 

standing orders or physician orders.

A Diagnosis Report dated 3/6/14, indicated 

R171's diagnoses included cerebrovascular 

disease.

The quarterly MDS dated 1/29/14, indicated R171 

was cognitively intact, required extensive 

assistance with bed mobility, transfers and 

personal hygiene activities, and was frequently 

incontinent of bowel and bladder.  The quarterly 

MDS further indicated R171 was at risk for the 

development of pressure ulcers, had a stage 1 or 

greater pressure ulcer present on admission, 2 

unstageable pressure ulcers, with eschar present, 

and had pressure reducing devices on the chair 

and bed.  A Care Area Assessment (CAA) dated 

11/4/13, indicated R171 was at risk for pressure 

ulcers and the left ankle bone had a scab.  The 

CAA further indicated R171's extrinsic risk factor 

included pressure with interventions of needing a 

special mattress or seat cushion to reduce or 

relieve pressure and requiring a regular schedule 

of turning.  

An Initial Skin Problem Identification Assessment 

1/13/14, indicated R171 had an ulcer and a 

bruise.  The Assessment further indicated R171's 

left ankle was noted to have a loose scab 

measuring 1.4 cm by 1.9 cm.  The Assessment 

also indicated R171's left heel had a discolored 

purple area measuring 1.4 cm by 2.0 cm.  

R171's Care Plan dated and revised 11/8/13, 
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indicated actual impairment to skin integrity 

related to an abrasion to the left outer leg, left 

elbow, left hip, scabbed areas to the left knee, 

and several scabs to lower legs and left outer 

ankle.  The Care Plan note dated 12/26/13, 

indicated R171 had an unstageable pressure 

ulcer on left outer ankle with 100% eschar that 

was present on admission to the facility with 

treatment of Allevyn [adhesive wound care 

dressing] per MD orders.   The Care Plan 

directed to follow facility protocols for treatment of 

skin injury and to notify physician for orders as 

needed, monitor/document location, size, and 

treatment of skin injury, report abnormalities, 

failure to heal signs and symptoms of infection, 

maceration to MD.  The Care Plan further 

directed R171 needed assistance to apply 

bilateral heel protectors. 

The undated nursing assistant assignment sheet 

directed R171 was to have the blue boot on left 

heel/foot at all times.

A Patient Information Fax for order requested 

dated 1/14/14, indicated R171 had a thick scab 

measuring 1.4 cm by 1.9 cm, loose and coming 

off on left ankle.  The order requested fax further 

indicated the nurse was requesting and did 

receive orders to apply Solosite to scab, cover 

with gauze and wrap with Kerlix daily and 

reassess after scab comes off for different 

treatment.

A Skin Ulcer Data Collection and Assessment 

form dated 2/25/14, indicated R171's left ankle 

ulcer had healed.  An electronic progress note 

dated 2/25/14, indicated R171's left ankle area 

was closed, with some discoloration around the 

ankle, and whole area was blanchable with no 
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pain.. The progress note further indicated the 

area would be left open to the air.  The progress 

note further described R171's left heel with a 

discolored area measuring 1.7 cm by 2.0 cm, 

which  was blanchable and non-painful.  

On 3/5/14, at 7:10 a.m. registered nurse (RN)-C 

was observed during a dressing change to 

R171's left ankle. The dressing was removed and 

RN-C stated the left ankle ulcer had reopened on 

3/4/14, when the scab had fallen off.  RN-C 

stated R171's left lateral ankle ulcer was 

unstageable with a reddened wound bed and no 

drainage on the old dressing.   RN-C measured 

the ulcer at 0.5 cm by 0.6 cm.,  applied a clean 

Curad dressing, added a  4 by 4 inch gauze 

dressing and wrapped the ankle and dressing 

with rolled gauze. RN-C applied a brown slipper 

to R171's left foot.  One of R171's quilted blue 

booties was lying on the dresser and the other on 

the bedside table.  R171's right heel was 

observed to be resting on the bed with only a 

white sock on the right foot. 

On 3/5/14, at 7:11 a.m. RN-B stated R171's left 

lateral ankle ulcer was unstageable.   RN-B 

further stated she assessed the ulcer on 3/4/14, 

when the ulcer re-opened, but did not document 

or report the change. RN-B further stated R171 

was to wear the quilted blue booties daily while in 

bed.  RN-B  stated R171's left heel discolored 

area was another pressure unstageable pressure 

ulcer. 

On 3/5/14, at 8:00 a.m., R171's left lateral ankle 

ulcer was observed with RN-B.  RN-B removed 

the brown slipper shoe and the dressing on 

R171's left foot/ankle.  RN-B measured the ulcer, 

applied a Curad dressing, a 4 by 4 inch gauze 
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and gauze wrap.  RN-B stated the left lateral 

ankle ulcer was stage 2. RN-B confirmed the 

physician and family were not notified when the 

pressure ulcer reopened on 3/4/14.  RN-B stated 

she  changed R171's ulcer treatment to a 

vaseline dressing daily with dry gauze.  RN-B did 

not apply R171's left blue-quilted heel boot.  

On 3/5/14, at 9:45 a.m. the DON and RN-B were 

interviewed. RN-B stated she was unaware of any 

standing orders for wound care.  RN-B further 

stated when R171's healed left lateral ankle ulcer 

re-opened, she decided on a different treatment 

based on her wound care experience.  RN-B 

further stated she does not usually contact the 

nurse practitioner or the physician with a change 

of orders when an ulcer opens up.  RN-B verified 

R171's ulcer treatment was changed to a 

vaseline-type dressing and R171's physician was 

not notified of the change in condition of the ulcer 

and there was no physician's order to change the 

treatment.

On 3/5/14, at approximately 10:45 a.m. R171 was 

observed seated in wheelchair in hallway near 

nurses' station wearing white stockings and 

brown slipper shoes. 

On 3/5/14, at 11:40 am, the DON was 

re-interviewed and stated RN-B was required to  

assess and stage ulcers.  The DON further stated 

when the stage changes and/or the ulcer opened 

up, the RN would be responsible to notify the 

resident's physician, the resident's family, and 

also the dietician.  The DON confirmed she would 

expect the ulcers to be monitored and assessed 

weekly and the results documented either on the 

weekly skin sheet or in the progress notes.  The 

DON stated the facility had standing orders and a 
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protocol to cover ulcer care changes.  The DON 

stated R171's left lateral ankle ulcer would be 

stage 2 when the scab/eschar fell off.  The DON 

confirmed she was not made aware of R171's 

ulcer opening up until this morning.

On 3/5/14, at 12:05 p.m. the DON provided a 

computer print out of the DeRoyal Heel Pillows 

indications for use.  The print out indicated the 

heel pillows provided protection against skin 

breakdown, heel decubitus ulcer prevention, skin 

shearing and/or skin friction.  The DON confirmed 

the heel pillow's manufacturer's indications lacked 

information describing the product as pressure 

relieving or reducing.

{F 465}

SS=D

483.70(h) 

SAFE/FUNCTIONAL/SANITARY/COMFORTABL

E ENVIRON

The facility must provide a safe, functional, 

sanitary, and comfortable environment for 

residents, staff and the public.

This REQUIREMENT  is not met as evidenced 

by:

{F 465}

 Based on observation, interview and document 

review the facility did not ensure wheelchairs 

were kept clean for 2 of 3 (R199, R145) 

residents.

Findings include:

On 3/3/14, at 5:22 p.m. R145's wheelchair was 

observed in the second floor dining room. The 

wheelchair had multiple old food spills on the 

frame, foot rests, and the seat.  R145 was 

observed to spill multiple times while attempting 

 

FORM CMS-2567(02-99) Previous Versions Obsolete GQM312Event ID: Facility ID: 00589 If continuation sheet Page  21 of 22



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  03/21/2014
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245227 03/06/2014

R-C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1601 ST LOUIS AVENUE
BAYSHORE RESIDENCE & REHAB CTR

DULUTH, MN  55802

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 465} Continued From page 21 {F 465}

to feed herself during the meal.  

On 3/6/14, at 1:30 p.m. R199's electric scooter 

type wheelchair was observed to be soiled. The 

foot rest, the front and back molded covering, the 

seat cushion and the arm rests were soiled with 

brown and white colored substances. The basket 

had dried leaves in it. R199 stated the scooter 

was his own and no one had offered to clean it for 

him. 

On 3/6/14, at 1:50 p.m. R145's wheelchair was 

observed to have food in the spokes. The black 

padded arm rests on both sides were cracked.

At 2:00 p.m. the director of nursing (DON) 

observed R199's and R145's wheelchairs and 

verified they were soiled. The DON stated the 

facility had a wheelchair washer and wheelchairs 

were to be washed according to a schedule on 

the night shift. The DON stated R199 was newly 

admitted to the facility and R145's wheelchair was 

to be washed often.  

The Wheelchairs, Walkers and Cushions 

Cleaning Schedule (not dated) indicated R199's 

wheelchair was to be cleaned on Wednesdays. 

The Nursing Assistant Night Duty List dated 

3/6/14, indicated R145's wheelchair was to be 

washed nightly.
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Protecting, Maintaining and Improving the Health of Minnesotans

March 22, 2013

Mr. Mike Bosley,  Administrator

Bayshore Residence & Rehabilitation Center

1601 Saint Louis Avenue

Duluth, Minnesota  55802

Re: Enclosed Reinspection Results - Complaint Number H5227044 and H5227045

Dear Mr. Bosley:

On March 7, 2014 an investigator from the Minnesota Department of Health, Office of Health Facility

Complaints, completed a reinspection of your facility, to determine correction of licensing orders found

during the investigation completed on January 13, 2014.  At this time these correction orders were found

corrected and are listed on the attached Revisit Report Form.

Please note, it is your responsibility to share the information contained in this letter and the results of this

visit with the president of your facility’s governing body.

   

Feel free to contact me if you have questions related to this letter.

Sincerely,   

   

Mark Meath, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring   

Telephone: (651) 201-4118     Fax: (651) 215-9697

Email: mark.meath@state.mn.us

Enclosure(s)

cc: Licensing and Certification File



State Form: Revisit Report

AH Form Approved

3/24/2014

Street Address, City, State, Zip Code

B. Wing

(Y1) (Y3) Date of Revisit
A. Building

00589

Name of Facility 

(Y2) Multiple ConstructionProvider / Supplier / CLIA / 

Identification Number

BAYSHORE RESIDENCE & REHAB CTR 1601 ST LOUIS AVENUE

DULUTH, MN 55802

3/7/2014

This report is completed by a State surveyor to show those deficiencies previously reported 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 State Survey Report (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 

Completed

01/28/2014 20830

Reg. # MN Rule 4658.0520 Subp. 1 0830

LSC

ID Prefix

Correction 

Completed

01/28/2014 21545

Reg. # MN Rule 4658.1320 A.B.C 1545

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

Reviewed By

State Agency

Reviewed By

Reviewed By

Reviewed By Date:

Date:

CMS RO

Signature of Surveyor:

Signature of Surveyor: 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 NO1/13/2014
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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: 00589

ID:   GQM3

X

DULUTH, MN

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

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)

11. .LTC PERIOD OF CERTIFICATION

From

To (b) :

(a) :

12.Total Facility Beds (L18)

13.Total Certified Beds (L17)

10.THE FACILITY IS CERTIFIED AS:

A.  In Compliance With

1. Acceptable POC

B.   Not in Compliance with Program

  Program Requirements

  Compliance Based On:

 Requirements and/or Applied Waivers:

And/Or Approved Waivers Of The Following Requirements:

2. Technical Personnel

3. 24 Hour RN

4. 7-Day RN (Rural SNF)

5. Life Safety Code

6. Scope of Services Limit

7. Medical Director

8. Patient Room Size

9. Beds/Room

* Code: (L12)

14. LTC CERTIFIED BED BREAKDOWN

18 SNF

(L37)

18/19 SNF

(L38)

19 SNF

(L39)

ICF

(L42)

IID

(L43)

15. FACILITY MEETS

1861 (e) (1) or 1861 (j) (1): (L15)

B*

1821433426

2

07/01/2013

12/31

140

140

140

12/19/2013

BAYSHORE RESIDENCE & REHAB CTR245227

02

1601 ST LOUIS AVENUE

55802

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

See Attached Remarks

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

01/22/1979

00

52280

01/29/2014

21.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499
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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: 00589

ID:   GQM3

C&T REMARKS - CMS 1539 FORM                  STATE AGENCY REMARKS

CCN: 24-5227

On December 19, 2013 a standard survey was completed at this facility.  The most serious was widespread deficiencies that constituted no actual harm with potential for 

more than, cited at a S/S level of F.  The standard survey also involved a complaint investigation of complaint number H5227042.

On January 13, 2014, an abbreviated standard survey was completed at this facility, involving complaint numbers H5227044 and H5227045.  The most serious was  isolated 

deficiencies in your facility to be isolated deficiencies that constitute actual harm that was not immediate jeopardy, cited at a S/S level of G.

As a result of the survey findings, this department recommended and the CMS Region V Office concurs and had authorized this department to notify the facility of the 

imposition:

Mandatory Denial of Payment for new Medicare and Medicaid admissions, effective March 19, 2014

Refer to the CMS 2567 for both teh standard and abbreviated standard surveys for results of the surveys.

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



Certified Mail # 7011 2000 0002 5143 7869

January 15, 2014

Mr. Mike Bosley,  Administrator
Bayshore Residence & Rehabilitation Center
1601 St Louis Avenue
Duluth, Minnesota  55802

RE: Project Number S5227024, H5227042

Dear Mr. Bosley:

On December 19, 2013, a standard 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.  In addition, at the time of the December 19, 2013 standard survey
the Minnesota Department of Health completed an investigation of complaint number H5227042.

This survey found the most serious deficiencies in your facility to be widespread deficiencies that
constitute no actual harm with potential for more than minimal harm that is not immediate jeopardy
(Level F), as evidenced by the attached CMS-2567 whereby corrections are required.  A copy of the
Statement of Deficiencies (CMS-2567) is enclosed.  In addition, at the time of the December 19, 2013
standard survey the Minnesota Department of Health completed an investigation of complaint number
H5227042 that was found to be substantiated at F333 and F314.

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.

This letter provides important information regarding your response to these deficiencies and addresses
the following issues:

Opportunity to Correct - the facility is allowed an opportunity to correct identified
deficiencies before remedies are imposed;

Plan of Correction - when a plan of correction will be due and the information to be
contained in that document;   
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Remedies - the type of remedies that will be imposed with the authorization of the   
Centers for Medicare and Medicaid Services (CMS) if substantial compliance is not
attained at the time of a revisit;

Potential Consequences - the consequences of not attaining substantial compliance 3 and 6
months after the survey date; and

Informal Dispute Resolution - your right to request an informal reconsideration to dispute
the attached deficiencies.   

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

DEPARTMENT CONTACT

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

Patricia Halverson, Unit Supervisor
Minnesota Department of Health
11 East Superior Street, Suite #290
Duluth, Minnesota  55802

Phone: (218) 302-6151

Fax: (218) 723-2359

OPPORTUNITY TO CORRECT   - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct
before remedies will  be imposed when actual harm was cited at the last standard or intervening survey
and also cited at the current survey.   Your facility does not meet this criterion.  Therefore, if your
facility has not achieved substantial compliance by January 28, 2014, the Department of Health will
impose the following  remedy:

• State Monitoring.  (42 CFR 488.422)

In addition, the Department of Health is recommending to the CMS Region V Office that if your
facility has not achieved substantial compliance by January 28, 2014 the following remedy will be
imposed:

• Per instance civil money penalties. (42 CFR 488.430 through 488.444)

Bayshore Residence & Rehab Ctr
January 15, 2014
Page   2



PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within   ten calendar days of your receipt of this letter.   
Your PoC must:

-   Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;

 - Address how the facility will identify other residents having the potential to be affected
by the same deficient practice;

 - Address what measures will be put into place or systemic changes made to ensure that
the deficient practice will not recur;

 - Indicate how the facility plans to monitor its performance to make sure that solutions are
  sustained.  The facility must develop a plan for ensuring that correction is achieved and   
  sustained.  This plan must be implemented, and the corrective action evaluated for its   
  effectiveness.  The plan of correction is integrated into the quality assurance system;

- Include dates when corrective action will be completed.  The corrective action
completion dates must be acceptable to the State.  If the plan of correction is
unacceptable for any reason, the State will notify the facility.  If the plan of correction is
acceptable, the State will notify the facility.  Facilities should be cautioned that they are
ultimately accountable for their own compliance, and that responsibility is not alleviated
in cases where notification about the acceptability of their plan of correction is not made
timely.  The plan of correction will serve as the facility’s allegation of compliance; and,

   
 - Include signature of provider and date.

If an acceptable PoC 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:

• Optional denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417 (a));

• Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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.  In order for your allegation of compliance to be acceptable to the Department, the PoC
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

Bayshore Residence & Rehab Ctr
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Public Safety, State Fire Marshal Division staff, if  your PoC for the respective deficiencies (if any) is
acceptable.

VERIFICATION OF SUBSTANTIAL 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.  A
Post Certification Revisit (PCR) will occur after the date you identified that compliance was achieved
in your plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or   
Medicaid program(s) will be continued and remedies will not be imposed.  Compliance is certified as
of the latest correction date on the approved PoC, unless it is determined that either correction actually
occurred between the latest correction date on the PoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the PoC.

Original deficiencies not corrected

If your facility has not achieved substantial compliance, we will impose the remedies described above.
If the level of noncompliance worsened to a point where a higher category of remedy may be imposed,
we will recommend to the CMS Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified at the time of the revisit, those deficiencies may be disputed through
the informal dispute resolution process.  However, the remedies specified in this letter will be imposed
for original deficiencies not corrected.  If the deficiencies identified at the revisit require the imposition   
of a higher category of remedy, we will recommend to the CMS Region V Office that those remedies
be imposed.

Original deficiencies corrected but new deficiencies found during the revisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed.  If the
deficiencies identified at the revisit require the imposition of a higher category of remedy, we will
recommend to the CMS Region V Office that those remedies be imposed.  You will be provided the
required notice before the imposition of a new remedy or informed if another date will be set for the
imposition of these remedies.

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 March 19, 2014 (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).  This mandatory denial of payments will be based on the

Bayshore Residence & Rehab Ctr
January 15, 2014
Page   4



failure to comply with deficiencies originally contained in the Statement of Deficiencies, upon the
identification of new deficiencies at the time of the revisit, or if deficiencies have been issued as the
result of a complaint visit or other survey conducted after the original statement of deficiencies was
issued.  This mandatory denial of payment is in addition to any remedies that may still be in effect as of
this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by June 19, 2014 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance.  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.

INFORMAL DISPUTE RESOLUTION

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
   Division of Compliance Monitoring   
   P.O. Box 64900
   St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/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 plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

Please note that the failure to complete the informal dispute resolution process will not delay the dates
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:

   Mr. Patrick Sheehan, Supervisor
   Health Care Fire Inspections
   State Fire Marshal Division
   444 Cedar Street, Suite 145
   St. Paul, Minnesota 55101-5145
   Telephone:  (651) 201-7205
   Fax:  (651) 215-0541
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Feel free to contact me if you have questions related to this letter.

Sincerely,   

    
Mark Meath, Enforcement Specialist
Program Assurance Unit
Licensing and Certification Program
Division of Compliance Monitoring
P.O. Box 64900
St. Paul, Minnesota  55164-0900
Telephone: (651) 201-4118  Fax: (651) 215-9697
Email: mark.meath@state.mn.us

Enclosure

cc: Licensing and Certification File         5227s14.rtf
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