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CMS Certification Number (CCN): 245359

December 24, 2014

Mr. Steven Ziller, Administrator

Pine Haven Care Center Inc

210 Northwest 3rd Street

Pine Island, Minnesota 55963

Dear Mr. Ziller:

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 December 12, 2014 the above facility is certified for:

66 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 66 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.

Please contact me if you have any questions.

   

 

Protecting, Maintaining and Improving the Health of Minnesotans

_____________________________________________________________________________________________________________

Minnesota Department of Health • Compliance Monitoring  •   

General Information: 651-201-5000 • Toll-free: 888-345-0823

http://www.health.state.mn.us
An  equal opportunity employer



Sincerely,

   

Kamala Fiske-Downing, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health Telephone:

(651) 201-4112

Fax: (651) 215-9697

cc: Licensing and Certification File

Pine Haven Care Center Inc

December 23, 2014
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December 24, 2014

Mr. Steven Ziller, Administrator

Pine Haven Care Center Inc

210 Northwest 3rd Street

Pine Island, Minnesota 55963

RE: Project Number S5359023

Dear Mr. Ziller:

On November 19, 2014, we informed you that the following enforcement remedy was being imposed:

• State Monitoring effective November 23, 2014. (42 CFR 488.422)

This was based on the deficiencies cited by this Department for a standard survey completed on

September 25, 2014, and failure to achieve substantial compliance at the Post Certification Revisit

(PCR) completed on November 12, 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) whereby corrections were required.

On December 22, 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 November 12, 2014. We presumed, based on your plan of

correction, that your facility had corrected these deficiencies as of November 12, 2014.  Based on

our visit, we have determined that your facility has corrected the deficiencies issued pursuant to our

PCR, completed on November 12, 2014, as of December 12, 2014. As a result of the revisit

findings, the Department is discontinuing the Category 1 remedy of state monitoring effective

December 12, 2014.

In addition, this Department recommended to the CMS Region V Office the following actions

related to the remedies outlined in our letter of November 19, 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

December 25, 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 December 25, 2014, is to be rescinded. They will also notify the

State Medicaid Agency that the denial of payment for all Medicaid admissions, effective December

25, 2014, is to be rescinded.

   

 

Protecting, Maintaining and Improving the Health of Minnesotans

_____________________________________________________________________________________________________________

   Minnesota Department of Health • Compliance Monitoring     

General Information: 651-201-5000 • Toll-free: 888-345-0823

http://www.health.state.mn.us
An  equal opportunity employer



In our letter of November 19, 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 December 25, 2014, due to denial of payment for new

admissions. Since your facility attained substantial compliance on December 12, 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.

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

Feel free to contact me if you have questions.

Sincerely,

   

Kamala Fiske-Downing, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

Telephone: (651) 201-4112

Fax: (651) 215-9697

Enclosure

cc: Licensing and Certification File

Pine Haven Care Center Inc

December 23, 2014

Page   2
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Certified Mail # 7010 1060 0002 3051 0039

November 19, 2014

Mr. Steven Ziller, Administrator

Pine Haven Care Center Inc

210 Northwest 3rd Street

Pine Island, Minneosta  55963

RE: Project Number S5359023

Dear Mr. Ziller:

On October 13, 2014, we informed you that we would recommend enforcement remedies based on the

deficiencies cited by this Department for a standard survey, completed on September 25, 2014. This

survey found the most serious deficiencies to be a pattern of deficiencies that constituted no actual

harm with potential for more than minimal harm that was not immediate jeopardy (Level E) whereby

corrections were required.

On November 12, 2014, the Minnesota Department of Health 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 September 25, 2014.  We presumed, based on your plan of

correction, that your facility had corrected these deficiencies as of November 4, 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 September 25, 2014.  The

deficiency(ies) not corrected is/are as follows:

F0318 -- S/S: D -- 483.25(e)(2) -- Increase/prevent Decrease In Range Of Motion

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 November 23, 2014. (42 CFR 488.422)

   

 

Protecting, Maintaining and Improving the Health of Minnesotans

_____________________________________________________________________________________________________________

Minnesota Department of Health • Compliance Monitoring     

General Information: 651-201-5000 • Toll-free: 888-345-0823

http://www.health.state.mn.us
An  equal opportunity employer



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 December

25, 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 December 25, 2014.  They will also notify the State Medicaid Agency that they

must also deny payment for new Medicaid admissions effective December 25, 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, Pine Haven is prohibited from offering or conducting a 

Nurse Assistant Training/Competency Evaluation Programs or Competency Evaluation Programs for 

two years effective December  25, 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

Pine Haven Care Center Inc

November 18, 2014

Page   2



   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:

  Gary Nederhoff

  Minnesota Department of Health   

  18 Wood Lake Drive Southeast     

  Rochester, Minnesota 55904    

  gary.nederhoff@state.mn.us   

  Telephone: (507) 206-2731      

  Fax: (507) 206-2711

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   

Pine Haven Care Center Inc

November 18, 2014
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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 Department of Public Safety, State Fire

Marshal Division 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 March 25, 2015 (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

Pine Haven Care Center Inc
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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.            

Feel free to contact me if you have questions.

Sincerely,

   

Kamala Fiske-Downing, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

Telephone: (651) 201-4112       

Fax: (651) 215-9697   

Enclosure

cc:  Licensing and Certification File     

Pine Haven Care Center Inc

November 18, 2014
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Reduction Project (0938-0390), Washington, D.C. 20503.
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{F 000} INITIAL COMMENTS {F 000}

 An on-site post certification revisit (PCR) was 
completed on November 12, 2014 to determine 
compliance with Federal deficiencies issued 
during a recertification survey exited on July 31, 
2014.  During this visit the following regulation 
was determined to be not corrected: F318.

 

{F 318}

SS=D

483.25(e)(2) INCREASE/PREVENT DECREASE 
IN RANGE OF MOTION

Based on the comprehensive assessment of a 
resident, the facility must ensure that a resident 
with a limited range of motion receives 
appropriate treatment and services to increase 
range of motion and/or to prevent further 
decrease in range of motion.

This REQUIREMENT  is not met as evidenced 
by:

{F 318}

 Based on interview and document review, the 
facility failed to ensure range of motion (ROM) 
services were consistently documented to 
determine assessed needs are affective or new 
interventions are needed according to residents 
current history of maintaining, improving or 
declining in ROM services for 3 of 3 residents 
(R7, R34, R30) who were reviewed for ROM 
services.

Findings Include:

R7's quarterly Minimum Data Set dated 8/26/14, 
indicated R7 was diagnosed with congestive 
heart failure had moderate cognitive impairment. 

R7's rehabilitative (Rehab)-Nursing 

 

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 318} Continued From page 1 {F 318}

Communication form from rehab services dated 
1/4/14 indicated R7 was to have restorative 
therapy and read, "Please complete shoulder 
range of motion with focus on raise + [and] lower 
arms + [and] bringing arms across + [and] out to 
the side of the body-Also move neck to the left."

R7's Occupational Therapy- Therapy and 
Therapist Progress & Discharge Summary dated 
2/7/14 read, R7, "...has limited joint movement 
and was set up with restorative ex [exercise] 
program with AAROM [active assisted range of 
motion exercises] for R7's shoulders... Discharge 
Plan & Instructions: PT [patient] has HEP [home 
exercise program] for assisted UE [upper 
extremity] range with restorative."

R7's personal care plan (PCP) read,  " ROM- 
PROM [passive range of motion] to both UE 
[upper extremities] 1 x [time] a day."

R7's progress notes were reviewed and no 
documentation was found related to ROM 
services.  Documentation of monitoring for R7's 
ROM services was requested and none was 
provided.  

On 11/12/14 at 2:37 p.m. nursing assistant (NA)-A 
verified the PCP did not indicate specific therapy 
recommendations for the staff to complete for R7.  

R34's quarterly Minimum Data Set dated 9/8/14 
indicated R34 was cognitively intact and was 
diagnosed with anxiety and depression. 

R34's rehabilitative (Rehab)-Nursing 
Communication form from rehab services dated 
1-10-11 indicated R34 was to, "Ambulate 50' 
[feet] -150' [feet] with walker and assist q [one] 
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{F 318} Continued From page 2 {F 318}

staff. Do PROM [passive range of motion] to 
bilateral knees prior to ambulation. 7-31-13 Hold 
ambulation because DR [doctor] order to DC 
[discontinue] foot brace. Continue ROM [range of 
motion] exercises."  

R34's personal care plan (PCP) read, "PROM 
[passive range of motion] to knees before 
ambulation especially RT [right] knee, apply Lt 
[left] foot splint 1 x [time] a day."

R34's progress notes were reviewed and no 
documentation was found related to ROM 
services.  Documentation of monitoring for R34's 
ROM services was requested and none was 
provided.  

On 11/12/14 at 2:37 p.m. when asked what ROM 
exercises staff was to provide to R34, NA-B 
stated R34 was to be ambulated daily by staff for 
her restorative program daily. NA-B did not state 
staff was to provide PROM [passive range of 
motion] to bilateral knees prior to ambulation.

R30's quarterly Minimum Data Set dated 10/1/14 
indicated R30 was diagnosed with dementia and 
had severe cognitive impairment. 

R30's personal care plan (PCP) read, "A/PROM 
[active/passive range of motion] to bilateral UE 
[upper extremities] + [plus] bilateral LE [lower 
extremities] 5 x [times] / [per] wk [week]. 
Secondary to pt. [patient] at risk for developing 
contractures."

R30's progress notes were reviewed and no 
documentation was found related to ROM 
services.  Documentation of monitoring for R30's 
ROM services was requested and none was 

FORM CMS-2567(02-99) Previous Versions Obsolete VFB512Event ID: Facility ID: 00148 If continuation sheet Page  3 of 5



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  11/18/2014
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

245359 11/12/2014

R

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

210 NORTHWEST 3RD STREET
PINE HAVEN CARE CENTER INC

PINE ISLAND, MN  55963

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 318} Continued From page 3 {F 318}

provided.  

On 11/12/14 at 2:32 p.m. NA-A stated she 
completed ROM to R30's legs and arms on the 
days she worked with her. NA-A stated the PCP 
did not indicate how many repetitions were to be 
completed and stated she usually completed four 
repetitions for each arm and leg. 

On 11/12/14 at 12:44 p.m. the director of nursing 
(DON) stated the nurse managers are to oversee 
the ROM services for the residents on their 
assigned wings as they are the ones that would 
receive the orders from therapy of any changes 
or recommendations to resident programs. The 
DON verified there was no documentation of 
monitoring ROM services for residents receiving 
the ROM services to determine if the assessed 
needs are affective or if new interventions are 
needed according to the residents' current history 
of maintaining, improving or declining in ROM. 
The DON verified nursing staff are only 
documenting resident refusals for ROM services. 
The DON verified there was no documentation of 
the audits completed for ROM.

On 11/12/14 at 3:08 p.m. the DON verified the 
therapy recommendations for ROM for R7 and 
R34 did not match the instructions on the PCP 
the nursing assistants use as a guide to provide 
the ROM. 

The Range of Motion Exercises- procedure dated 
October 2010 read, 
"Documentation: You will find that the ROM to be 
completed is located on the PCP [personal care 
plan]. Please perform as instructed on the PCP 
[personal care plan] or by your nurse if a new 
order is given on that day. If a resident does not 
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perform, update your Nurse so they can 
document the following. 
1. The date and time that the exercises were to 
be performed.
2. The name and title of the individual(s) who 
reported refusal by resident.
3. The type of ROM exercise missed (noted on 
PCP or chart)
4. Why the resident refused
5. Whether the exercise was active or passive
6. Whether they were offered throughout the day 
again.
Reporting
1. Notify the supervisor if the resident refuses the 
exercises more than two days in a row.
2. Report other information in accordance with 
facility policy and professional standards of 
practice."
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Certified Mail # 7010 1060 0002 3055 3180

October 13, 2014

Mr. Steven Ziller, Administrator   

Pine Haven Care Center Inc

210 Northwest 3rd Street

Pine Island, Minnesota  55963

RE: Project Number S5359023

Dear Mr. Ziller:

On September 25, 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 September 25, 2014 standard survey the Minnesota Department of Health

completed an investigation of complaint number H5359020.  This survey found the most serious deficiencies in

your facility to be a pattern of deficiencies that constitute no actual harm with potential for more than minimal

harm that is not immediate jeopardy (Level E), 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;

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
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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:

   Gary Nederhoff

   Minnesota Department of Health

   18 Wood Lake Drive Southeast     

   Rochester, Minnesota 55904

     gary.nederhoff@state.mn.us

   Telephone: (507) 206-2731         Fax: (507) 206-2711

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 November 4, 2014, the Department of Health will impose the following  remedy:

•  State Monitoring.  (42 CFR 488.422)

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    

Pine Haven Care Center Inc

October 13, 2014
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  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.

The state agency may, in lieu of a revisit, determine correction and compliance by accepting the facility's PoC if

the PoC is reasonable, addresses the problem and provides evidence that the corrective action has occurred.

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 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

Pine Haven Care Center Inc

October 13, 2014

Page   3



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 December 25, 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 March 25, 2015 (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
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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 Minnesota Street, Suite 145

   St. Paul, Minnesota 55101-5145

   Telephone:  (651) 201-7205      Fax:  (651) 215-0525

Feel free to contact me if you have questions.

Sincerely,

   

Kamala Fiske-Downing, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

Telephone: (651) 201-4112       

Fax: (651) 215-9697   

Enclosure

cc:  Licensing and Certification File                                      
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