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On August 26, 2014 a Post Certification Revisit (PCR) was completed  to verify 
correction of deficiencies reissueda the time of the  July 21, 2014 PCR pursuant to the May 23, 2014 standard survey, effective August 19, 2014.  As a result 
remedies recommended to the CMS Region V office will not be imposed.  Effective August 19, 2014, the facility is certified for 76 skilled nursing facility beds.



CMS Certification Number (CCN): 245277   

October 13, 2014

Mr. David Vandergon,  Administrator
St Raphaels Health & Rehab Center
601 Grant Avenue
Eveleth, MN  55734

Dear Mr. Vandergon:

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 August 19, 2014 the above facility is certified for:    

  76 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 76 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 eNotice.

Sincerely,

   
Mark Meath, Enforcement Specialist
Program Assurance Unit
Licensing and Certification Program
Division of Compliance Monitoring
Minnesota Department of Health
mark.meath@state.mn.us

Telephone: (651) 201-4118       
Fax: (651) 215-9697
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Electronically delivered
September 19, 2014

Mr. David Vandergon,  Administrator
St Raphaels Health & Rehab Center
601 Grant Avenue
Eveleth, MN  55734

RE: Project Number S5277023

Dear Mr. Vandergon:

On August 5, 2014, we informed you that the following enforcement remedy was being imposed:

• State Monitoring effective August 10, 2014.  (42 CFR 488.422)

On August 5,  2014, we recommended to the Centers for Medicare and Medicaid Services (CMS) that
the following enforcement remedy be imposed:

• Mandatory denial of payment for new Medicare and Medicaid admissions effective August
23, 2014.  (42 CFR 488.417 (b))

In addition, in our letter of August 5, 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
August 23, 2014.

This was based on the deficiencies cited by this Department for a standard survey completed on May
23, 2014 , and failure to achieve substantial compliance at the Post Certification Revisit (PCR)
completed on July 21, 2014.   The most serious deficiencies at the time of the revisit were found to be
isolated deficiencies that constituted actual harm that was not immediate jeopardy (Level G), whereby
corrections were required.

On August 26, 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 July 21, 2014.  We presumed, based on your plan of correction, that your facility
had corrected these deficiencies as of August 19, 2014.   Based on our visit, we have determined that
your facility has corrected the deficiencies issued pursuant to our PCR, completed on July 21, 2014, as
of August 19, 2014.  As a result of the revisit findings, the Department is discontinuing the Category 1
remedy of state monitoring effective August 19, 2014.
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In addition, this Department recommended to the CMS Region V Office the following actions related
to the remedies outlined in our letter of August 5, 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 August
23, 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 August 23, 2014, is to be rescinded.  They will also notify the State
Medicaid Agency that the denial of payment for all Medicaid admissions, effective August 23, 2014, is
to be rescinded.

In our letter of August 5, 2014,  we advised you that, 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 was prohibited
from conducting a Nursing Aide Training and/or Competency Evaluation Program (NATCEP) for two
years from August 23, 2014, due to denial of payment for new admissions.  Since your facility attained
substantial compliance on August 19, 2014, the original triggering remedy, denial of payment for new
admissions, did not go into effect.  Therefore, 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.

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

Sincerely,

   
Mark Meath, Enforcement Specialist
Program Assurance Unit
Licensing and Certification Program
Division of Compliance Monitoring
Minnesota Department of Health
mark.meath@state.mn.us

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

cc:  Licensing and Certification File     

St Raphaels Health & Rehabilitation Center
September 19, 2014
Page   2



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.
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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: 00583

ID:   K89M

C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN: 24-5277

On July 21, 2014, a Post Certification Revisit (PCR) was completed.  The PCR determined deficiencies issued pursuant to the May 23, 2014 survey had  

not been corrected.  As a result this of the PCR findings, this Department imposed the Category 1 remedy of State Monitoring, effective August 6, 2014.   

In addtion we recommended to the CMS Region V Office that the following enforcement remedy be imposed:

-Mandatory Denial of Payment for New Admissions (MDPNA), effective August 23, 2014

If MDPNA goes into effect the facility would be subject to a two year loss of NATCEP beginning August 23, 2014.

Refer to the CMS 2567b for both health and life safety code and the CMS 2567 (for health only) along with the facility's plan of correction. Post 

Certification Revisit to follow.

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



Electronically delivered

August 1, 2014

Mr. David Vandergon, Administrator

St. Raphael's Health & Rehabilitation Center

601 Grant Avenue

Eveleth, Minnesota  55734

RE: Project Number S5277023

Dear Mr. Vandergon:

On June 5, 2014, we informed you that we would recommend enforcement remedies based on the

deficiencies cited by this Department for a standard survey, completed on May 23, 2014.  This survey

found the most serious deficiencies to be isolated deficiencies that constituted actual harm that was not

immediate jeopardy (Level G) whereby corrections were required.

On July 21, 2014, the Minnesota Department of Health and on June 25, 2014, the Minnesota

Department of Public Safety 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 May 23, 2014.  We presumed, based on your plan of correction, that your facility had

corrected these deficiencies as of June 27, 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 May 23, 2014.  The deficiencies not corrected are as follows:

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

F0279 -- S/S: D -- 483.20(d), 483.20(k)(1) -- Develop Comprehensive Care Plans

F0309 -- S/S: D -- 483.25 -- Provide Care/services For Highest Well Being

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 constitute no

actual harm with potential for more than minimal harm that is 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 is not in substantial compliance, this Department is

imposing the following category 1 remedy:

• State Monitoring effective August 6, 2014. (42 CFR 488.422)
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However, as we notified you in our letter of June 5, 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 August 23, 2014.

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 CMS  Region V Office concurs, is

imposing the following remedy and has authorized this Department to notify you of the imposition:

• Mandatory Denial of payment for new Medicare and Medicaid admissions effective August

23, 2014.  (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new

admissions is effective August 23, 2014.  They will also notify the State Medicaid Agency that they

must also deny payment for new Medicaid admissions effective August 23, 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, St Raphaels Health & Rehab Center is prohibited from

offering or conducting a Nurse Assistant Training/Competency Evaluation Programs or Competency

Evaluation Programs for two years effective August 23, 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.

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

St. Raphael's Health & Rehabilitation Center

August 1, 2014
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   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:

Pat Halverson

Minnesota Department of Health

Duluth Technology Village

11 East Superior Street, Suite 290

Duluth, Minnesota 55802

   Telephone: (218) 302-6151 Fax: (218) 723-2359

ELECTRONIC PLAN OF CORRECTION (ePoC)

An ePoC for the deficiencies must be submitted within   ten calendar days of your receipt of this letter.   

Your ePoC 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;

St. Raphael's Health & Rehabilitation Center

August 1, 2014
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 - 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,

   

 - Submit electronically to acknowledge your receipt of the electronic 2567, your review

and your ePoC submission.

If an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will

recommend to the CMS Region V Office that one or more of the following remedy be imposed:

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

Failure to submit an acceptable ePoC 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 ePoC will serve as your allegation of compliance upon the Department's acceptance.  In

order for your allegation of compliance to be acceptable to the Department, the ePoC must meet the

criteria listed in the plan of correction section above. You will be notified by the Minnesota Department

of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire

Marshal Division staff, if  your ePoC for their respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, 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 November 23, 2014 (six months after the

identification of noncompliance) if your facility does not achieve substantial compliance.  This action is

St. Raphael's Health & Rehabilitation Center
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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 an ePoC 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 electronic 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.

Sincerely,

   

Kate Johnston, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Telephone: (651) 201-3992     Fax: (651) 215-9697

Enclosure (s)

cc:  Licensing and Certification File    

St. Raphael's Health & Rehabilitation Center

August 1, 2014
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{F 000} INITIAL COMMENTS {F 000}

 A post certification resurvey (PCR) was 

completed on 7/21/14 by surveyors of the 

Minnesota Department of Health to follow-up on 

the citations issued for the survey exit 5/20/14. 

There were one or more deficiencies that were 

found to be in compliance and these can be 

found on the CMS2567B. The deficiencies that 

have not been found to be in compliance at the 

time of this PCR and these can be found on this 

CMS2567 form.  

The facility's plan of correction (POC) will serve 

as your allegation of compliance upon the 

Department's acceptance. Because you are 

enrolled in ePOC, your signature is not required 

at the bottom of the first page of the CMS-2567 

form.  Your electronic submission of the POC will 

be used as verification of compliance.

Upon receipt of an acceptable electronic POC, a 

second on-site revisit of your facility will be 

conducted to validate that substantial compliance 

with the regulations has been attained in 

accordance with your verification.

 

{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 

{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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{F 157} Continued From page 1 {F 157}

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 

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 document review and interview the 

facility did not ensure physician notification 

related to discharge and catheter care for 1 of 3 

residents (R104) reviewed as new admissions.

Findings include:

R104's physician was not notified when the 

urinary catheter removed prior to leaving the 

facility against medical advice (AMA). According 

to the hospital discharge summary dated 6/26/14, 

R104 was treated for se[sis from an urinary tract 

infection (UTI), severe failure to thrive (FTT) and 

chronic liver failure. R104 was admitted with a 

foley catheter, according to the discharge 

summary. The summary indicated staff attempted 

 the facility failed to notify the physician or 

the resident's representative of a 

significant change in condition for 1 of 4 

residents (R84) reviewed with death 

records.  

R84 was admitted on 1/24/14, for 

rehabilitation and aftercare following 

surgery for three benign neoplasms of the 

frontal cerebral meninges (brain tumors) 

as noted on the face sheet.
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to remove the catheter but R104 was unable to 

void and the catheter was reinserted. R104 left 

the facility AMA on 7/7/14. A nursing progress 

note dated 7/5/14 identified R104 was admitted 

for therapy and had a history of leaving AMA.

On 7/7/14 at 9:43 am progress notes indicated 

R104 refused her medications stating she was 

nauseous. R104 refused anti-nausea medication 

when it was offered. At 12:42 pm R104 refused 

therapy stating she wouldn't participate until the 

catheter was removed. At 3:40 pm resident and 

family spoke with nursing about ramifications of 

AMA discharge. At 4:56 pm R104 discharged 

AMA with family. There was no evidence the 

physician was notified regarding status of 

catheter or the resident request for discharge.

On 7/22/14 at 10:25 am RN-A stated the nurse 

practitioner (NP) was at the facility the morning of 

7/7/14. They were uncertain if R104 would 

actually leave as social service and nursing was 

working with R104 and family to stay in the facility 

until strong enough for discharge. RN-A stated 

she sent an email regarding R104's discharge to 

the NP on 7/7/14; however, the NP did not 

respond until 7/8/14. At 10:55 am RN-A clarified 

the AMA discharge form dated as signed by 

R104, facility staff and the physician on 7/7/14 

was actually signed by the physician on 7/9/14. 

RN-A further stated she received a verbal order 

from the nurse practitioner to remove the catheter 

but there was just no time to document it. On 

7/21/14 at 4:05 pm the director of nursing was 

unable to provide any additional information.

{F 279}

SS=D

483.20(d), 483.20(k)(1) DEVELOP 

COMPREHENSIVE CARE PLANS

{F 279}
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A facility must use the results of the assessment 

to develop, review and revise the resident's 

comprehensive plan of care.

The facility must develop a comprehensive care 

plan for each resident that includes measurable 

objectives and timetables to meet a resident's 

medical, nursing, and mental and psychosocial 

needs that are identified in the comprehensive 

assessment.  

The care plan must describe the services that are 

to be furnished to attain or maintain the resident's 

highest practicable physical, mental, and 

psychosocial well-being as required under 

§483.25; and any services that would otherwise 

be required under §483.25 but are not provided 

due to the resident's exercise of rights under 

§483.10, including the right to refuse treatment 

under §483.10(b)(4).

This REQUIREMENT  is not met as evidenced 

by:

 Based on interview and document review the 

facility did not develop comprehensive temporary 

care plans  for 2 of 3 residents (R104, R79) 

reviewed as new admissions.

Findings include:

R104 did not have a care plan to address 

catheter use or safety needs due to weakness. 

According to the hospital discharge 

documentation dated 6/26/14 R104 had 

diagnoses including sepsis with a urinary tract 

infection (UTI), severe failure to thrive (FTT) and 

anxiety. The documents also identified R104 was 

alert and oriented with a foley catheter. Hospital 

 Based on interview and record review, 

the facility failed to develop care plan 

interventions related to care and 

monitoring related to renal dialysis for 1 of 

1 (R85) residents reviewed for dialysis. 

R85's physician's orders dated 5/1/14, 

listed diagnoses including chronic  kidney 

disease, acute kidney failure, type I 

diabetes mellitus and hydronephrosis of 

the left kidney. Physician's orders dated 

1/30/14, directed monitoring for thrill (a 

vibration felt by placing one's hands on 

the dialysis shunt) to ensure patency.
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staff attempted to remove the catheter but R104 

was unable to void. The notes directed the 

receiving facility to arrange an appointment with 

urology. R104 discharged on 7/7/14.

R104's admission assessment dated 6/27/14 

revealed she was continent of bowel and had a 

catheter. It further revealed she required limited 

assistance from one person for toileting. The 

bowel and bladder assessment dated 6/29/14 

revealed R104 was continent of bowel and 

bladder and required the assistance of 1 to 2 staff 

"depending on her weakness level." Review of 

R104's Fall Risk Assessment dated 6/27/14 

revealed her to be at risk for falls. 

A progress note dated 6/29/14 stated R104 

required assist of 1-2 staff for toileting depending 

on her weakness level. A progress note for 

6/30/14 revealed R104, "Almost fell and she is 

very afraid of falling." On 7/1/14 R104 progress 

notes identified R104 was lowered to the floor in 

the bathroom while being assisted with perineal 

cares following bowel incontinence. On 7/5/14 

R104 requested assistance to void and was 

reminded she had a catheter. She was then, 

"Helped to relax and resident then did let urine 

pass in tubing." On 7/7/14 R104 refused to 

participate in therapy unless the catheter was 

removed. On 7/7/14, R104 discharged against 

medical advice. 

R104's temporary care plan indicated continence 

of bowel and bladder and the area and did not 

address the foley catheter. The temporary care 

plan directed 2 assist with all transfers and 

ambulation with stand by assistance of 1 person 

and the wheeled walker. An undated temporary 

fall care plan directed staff  to keep the call light 
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in reach, use gripper socks, keep room free of 

clutter and staff assist to bathroom. The care plan 

did not address the level of assistance required 

for transfers, toileting or risk of falls.  

On 7/21/14 at 2:00 pm RN-A verified the 

temporary care plan was current at the time 

R104's discharge. On 7/21/14 at 3:10 pm the 

director of nursing (DON) stated R104 did not 

require specific interventions because the nursing 

care needs were just "nursing 101." The DON 

further stated R104 was so weak that she was 

admitted on a gurney. 

The facility policy for Interim (Temporary) Care 

Plan effective 5/1/09 identified these plans of 

cares should be developed within 24 hours of 

admission based on admission information from 

admitting facility and initial assessment 

information. The policy further clarified the 

purpose of the interim plan was to guide the 

provision of care from the time of admission to 

ensure staff met resident needs.

R79 was admitted on 7/4/14, following a total left 

hip arthroplasty. Other diagnoses included 

chronic inflammatory demyelinating polyneuritis 

and previous gastric bypass. Social service notes 

on 7/8/14 revealed R79 to be alert and oriented. 

R79's pain assessment completed 7/6/14 

indicated them most severe pain was rated 8 out 

of 10. According to resident report medications 

help to manage the pain as did elevating the left 

leg, rest and ice. Staff was to observe for verbal 

and non-verbal signs of pain and report to the 

nurse. The nurse was to provide pain medications 

and utilize non-pharmacological interventions. 

The 7/19/14 pain assessment identified, "Pain 

ranging from a 6-9 depending on activity level and 
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time of day." Assessment otherwise unchanged. 

Record review revealed R79 had no care plan for 

managing her pain.

R79's current pain medications included Tylenol 

325 mg 2 tablets four times a day; lidocaine 5% 

patch 1 patch on in am and off at night; and 

Norco 5-325 mg 1-2 tablets every 4-6 hours as 

needed for pain. Review of nursing progress 

notes identified when R79 received pain 

medications on a routine basis she was better 

able to care for herself and had more flexibility in 

addition to a decrease in pain. Physician orders 

dated 7/17/14, changed routine narcotic pain 

medications to as needed (PRN) and to taper 

narcotic pain medications. 

R79, interviewed on 7/21/14 at 4:20 p.m., stated, 

"The pain is still horrible."  R79 had long standing 

issue with pain and had been taking narcotic pain 

and antianxiety medications on a regular basis at 

home. R79 stated the scheduled  Norco was 

much more helpful. R79 rated pain at 7-9 most of 

the time without the routine pain medication. R79 

stated physical therapy provided several 

non-pharmacological interventions which were 

very effective. When asked if any 

non-pharmacological interventions were utilized 

by nursing staff, R79 stated they were not. 

Review of progress notes and treatment records 

supported this statement. 

Interview with the director of nursing (DON) on 

7/21/14, at 3:45 pm verified there was no care 

plan in place to manage R79's pain. The DON 

believed the pain management plan for R79 was 

effective as she could ask for pain interventions 

when she needed them.
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{F 309}

SS=D

483.25 PROVIDE CARE/SERVICES FOR 

HIGHEST WELL BEING

Each resident must receive and the facility must 

provide the necessary care and services to attain 

or maintain the highest practicable physical, 

mental, and psychosocial well-being, in 

accordance with the comprehensive assessment 

and plan of care.

This REQUIREMENT  is not met as evidenced 

by:

{F 309}

 Based on interview and document review the 

facility did not ensure a comprehensive pain 

management program was developed and 

effectively implemented for 1 of 3 residents 

reviewed (R79) with pain.

Findings include:

R79 was admitted on 7/4/14, following a total left 

hip arthroplasty. Other diagnoses included 

chronic inflammatory demyelinating polyneuritis 

and previous gastric bypass. Social service notes 

on 7/8/14 revealed R79 to be alert and oriented. 

R79's pain assessment completed 7/6/14 

revealed the worst pain was rated 8 out of 10 and 

medications help to manage the pain as did 

elevating the left leg, rest and ice. Staff was to 

observe for verbal and non-verbal signs of pain 

and report to the nurse. The nurse was to provide 

pain medications and utilize non-pharmacological 

interventions. The 7/19/14 pain assessment 

identified   pain ranging from a 6-9 depending on 

activity level and time of day with no additional 

changes.
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R79's current pain medications included Tylenol 

325 mg 2 tablets four times a day; lidocaine 5% 

patch 1 patch on in am and off at night; and 

Norco 5-325 mg 1-2 tablets every 4-6 hours as 

needed for pain.

Review of nursing progress notes from 7/4-22/14 

revealed R79 continued to have pain on a daily 

basis. Progress notes on 7/15/14, indicated 

scheduled narcotic pain medications were more 

effective. R79 was, "Having a better time doing 

adl's [activities of daily living], etc. for herself."  

Nursing notes on 7/16/14 indicated R79 had 

"Less pain with the [pain] meds now being 

scheduled."  Physician orders from a 7/17/14, 

appointment directed narcotic medication tapered 

and included orders for as needed narcotic pain 

medications. Progress notes on 7/17/14, 

indicated R79 was upset over the lack of 

scheduled narcotic medications. R79 stated she 

had "Less pain and more flexibility" with routine 

narcotic pain medications. There was no plan to 

taper the narcotics while still effectively managing 

pain.

Interview with R79 on 7/21/14 at 4:20 pm 

revealed ongoing problems with pain 

management. R79 stated the pain was still 

horrible. R79 had long standing issues with pain 

and as a result had utilized "marriage" of 

morphine, OxyContin and Xanax that she took 

twice a day for a long time to get moving in the 

morning and to sleep at night along with Tylenol 

during the day. R79 stated,"It was the only thing 

that worked." R79 stated that Norco scheduled 

was much more helpful but the pain currently, 

"runs a 7-9 most of the time." R79 stated physical 

therapy provided several non-pharmacological 

interventions which were very effective. When 
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asked about non-pharmacological interventions 

provided by nursing staff, there were none. R79 

stated she asked for an ice pack one evening and 

was told they didn't have access to those kinds of 

things. The nurse then came back with a baggy of 

ice cubes which R79 stated was "Not helpful."  

Interview with the director of nursing (DON) on 

7/21/14 at 3:45 pm verified there was no specific 

plan in place to manage R79's pain. The DON 

asked, "Isn't it enough that she can ask" for what 

she needs? The DON further clarified the 

physician ordered the taper of R79's narcotic pain 

medications and they were required to do so.

{F 323}

SS=D

483.25(h) FREE OF ACCIDENT 

HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident 

environment remains as free of accident hazards 

as is possible; and each resident receives 

adequate supervision and assistance devices to 

prevent accidents.

This REQUIREMENT  is not met as evidenced 

by:

{F 323}

 Based on interview and document review the 

facility did not ensure comprehensive 

individualized interventions were in place to 

minimize the risk for falls for 1 of 3 residents 

(R104) reviewed for falls.

Findings include:

R104 was admitted to the facility via stretcher on 

6/26/14 from an acute care hospital. According to 

 Based on observations, interview, 

document review, the facility failed to 

comprehensively assess risk for falls and 

implement fall interventions for 1 of 3 

residents in the sample (R14) who had a 

history of falls.

R14, according to the Minimum Data Set 

(MDS), diagnoses included vertigo, gait 

abnormality, osteopathic and generalized 

weakness, experienced 11 falls from 
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the admitting orders, R104 had multiple 

diagnoses contributing to safety issues including 

anemia, anxiety, depression, muscle weakness, 

lumbar disc degeneration, severe failure to thrive, 

and malnutrition. R104 also had medications 

which could impact her safety including 

anti-anxiety, narcotic, antidepressant, and 

antipsychotic medications.

A nursing progress note dated 6/30/14 revealed 

R104 almost fell and was afraid of falling. The 

note further indicated R104 had been in the 

hospital for nearly 5 months and was very weak. 

On 7/1/14 nursing progress notes identified R104 

had to be lowered to the floor in the bathroom. 

R104 was receiving perineal cares following an 

incontinent stool when she became weak and 

unable to sit on toilet or wheelchair. She was 

assisted to the floor by facility staff. 

Interdisciplinary review of the incident did not 

occur until 7/6/14. Although weakness was 

identified as a contributing factor, the review 

failed to identify how many staff was assisting her 

in the bathroom or if a transfer belt was used.  

Review of R104's temporary care plan indicated 

continence of bowel and bladder. The temporary 

care plan directed 2 assist with all transfers but 

ambulated with the stand by assistance of 1 

person and a wheeled walker. An undated 

temporary fall care plan directed staff  to keep the 

call light in reach, use gripper socks, keep room 

free of clutter and staff assist to bathroom. There 

was no direction for how much assistance for 

transfers and toileting was needed with transfers 

or toileting and no update to reflect bowel 

incontinence. 

The facility policy for Falls dated as effective 2/06 

10/6/13 through 3/31/14 without 

interventions introduced to reduce the risk 

of subsequent falls.
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identified a fall to be any time a resident is 

"relocated to the floor no matter what the height 

is." The policy directed staff to document in the 

progress notes every 4 hours for 24 hours. The 

policy further identified falls would be reviewed by 

the interdisciplinary team within 24 hours of 

occurrence.
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Certified Mail # 7002 0860 0006 5192 3674

June 6, 2014

Mr. David Vandergon,  Administrator
St Raphaels Health & Rehabilitation Center
601 Grant Avenue
Eveleth, Minnesota  55734

RE: Project Number S5277023

Dear Mr. Vandergon:

On May 23, 2014, 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 May 23, 2014 standard survey the Minnesota
Department of Health completed an investigation of complaint number .

This survey found the most serious deficiencies in your facility to be isolated deficiencies that
constitute actual harm that is not immediate jeopardy (Level G), as evidenced by the attached
CMS-2567 whereby corrections are required.  A copy of the Statement of Deficiencies (CMS-2567) is
enclosed.    

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;   

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;
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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 July 2, 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 July 2, 2014 the following remedy will be imposed:

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

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;
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 - 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.  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 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 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 plan of correction.    

If substantial compliance has been achieved, certification of your facility in the Medicare and/or   
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Medicaid program(s) will be continued and remedies will not be imposed.  Compliance is certified as
of the latest correction date on the approved 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 August 23, 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 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 November 23, 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.
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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

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

   
Mark Meath, Enforcement 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         5277s14.rtf

St Raphaels Health & Rehab Center
June 6, 2014
Page   6
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