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Electronically delivered CMS Certification Number (CCN): 245327

January 28, 2020

Administrator

Divine Providence Health Center

312 East George Street PO Box 136

Ivanhoe, MN 56142

Dear Administrator:

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 January 6, 2020 the above facility is certified for:

25 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 25 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/or Medicaid provider agreement may be subject to non renewal or termination.

Please contact me if you have any questions.

Sincerely,

Kamala Fiske Downing

Licensing and Certification Program

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164 0900

Telephone: (651) 201 4112 Fax: (651) 215 9697

Email: Kamala.Fiske Downing@state.mn.us

P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

An equal opportunity employer.



Electronically delivered

January 28, 2020

Administrator

Divine Providence Health Center

312 East George Street PO Box 136

Ivanhoe, MN 56142

RE: CCN: 245327

Cycle Start Date: December 11, 2019

Dear Administrator:

On January 24, 2020, the Minnesota Department(s) of Health and Public Safety, completed a revisit to

verify that your facility had achieved and maintained compliance. Based on our review, we have

determined that your facility has achieved substantial compliance; therefore no remedies will be

imposed.

Feel free to contact me if you have questions.

Sincerely,

Kamala Fiske Downing

Licensing and Certification Program

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164 0900

Telephone: (651) 201 4112 Fax: (651) 215 9697

Email: Kamala.Fiske Downing@state.mn.us

P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

An equal opportunity employer.
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Electronically delivered

December 31, 2019

Administrator

Divine Providence Health Center

312 East George St. PO Box 136

Ivanhoe, MN 56142

RE: CCN: 245327

Cycle Start Date: December 11, 2019

Dear Administrator:

On December 11, 2019, a 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.

This survey found the most serious deficiencies in your facility to be isolated deficiencies that

constituted no actual harm with potential for more than minimal harm that was not immediate

jeopardy (Level D), as evidenced by the electronically attached CMS 2567 whereby corrections are

required.

ELECTRONIC PLAN OF CORRECTION (ePoC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable ePOC for

the deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of

an acceptable ePOC, we will authorize a revisit to your facility to determine if substantial compliance

has been achieved.

To be acceptable, a provider's ePOC must include the following:

How corrective action will be accomplished for those residents found to have been affected by the

deficient practice.

How the facility will identify other residents having the potential to be affected by the same

deficient practice.

What measures will be put into place, or systemic changes made, to ensure that the deficient

practice will not recur.

How the facility will monitor its corrective actions to ensure that the deficient practice is being

corrected and will not recur.

The date that each deficiency will be corrected.

An electronic acknowledgement signature and date by an official facility representative.

P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

An equal opportunity employer.



The state agency may, in lieu of an onsite revisit, determine correction and compliance by accepting

the facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the

corrective action has occurred.

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 remedies be imposed:

• Denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417);

• Civil money penalty (42 CFR 488.430 through 488.444).

• Termination of your facility’s Medicare and/or Medicaid agreement (488.456(b)).

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care

deficiencies (those preceded by an "F" tag) and emergency preparedness deficiencies (those preceded

by an “E” tag), i.e., the plan of correction should be directed to:

Nicole Osterloh, Unit Supervisor

Marshall District Office

Health Regulation Division

Licensing and Certification

1400 East Lyon Street, Suite 102

Marshall, MN 56258 2504

Email: nicole.osterloh@state.mn.us

Office: 507 476 4230 Cell: 218 340 3083

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 the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted

to validate that substantial compliance with the regulations has been attained in accordance with your

verification.

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 ePoC, unless it is determined that either correction actually

Divine Providence Health Center

December 31, 2019

Page 2



occurred between the latest correction date on the ePoC and the date of the first revisit, or correction

occurred sooner than the latest correction date on the ePoC.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LAST DAY

OF THE SURVEY

If substantial compliance with the regulations is not verified by March 11, 2020 (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).

In addition, if substantial compliance with the regulations is not verified by June 11, 2020 (six months

after the identification of noncompliance) your provider agreement will be terminated. 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.

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.

INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)

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

Health Regulation Division

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:

https://mdhprovidercontent.web.health.state.mn.us/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:

https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html

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.

Divine Providence Health Center

December 31, 2019

Page 3



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. Tom Linhoff, Fire Safety Supervisor

Health Care Fire Inspections

Minnesota Department of Public Safety

State Fire Marshal Division

445 Minnesota Street, Suite 145

St. Paul, Minnesota 55101 5145

Email: tom.linhoff@state.mn.us

Telephone: (651) 430 3012

Fax: (651) 215 0525

Feel free to contact me if you have questions.

Sincerely,

Kamala Fiske Downing

Licensing and Certification Program

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164 0900

Telephone: (651) 201 4112 Fax: (651) 215 9697

Email: Kamala.Fiske Downing@state.mn.us

Divine Providence Health Center

December 31, 2019

Page 4
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E 000 Initial Comments E 000

 A survey for compliance with CMS Appendix Z 
Emergency Preparedness Requirements, was 
conducted on 12/9/19 through 12/11/19, during a 
recertification survey. The facility is in compliance 
with the Appendix Z Emergency Preparedness 
Requirements.

 

F 000 INITIAL COMMENTS F 000

 On 12/9/19 though 12/11/19, a standard 
recertification survey was completed at your 
facility by the Minnesota Department of Health to 
determine if your facility was NOT in compliance 
with requirements of 42 CFR Part 483, Subpart B, 
and Requirements for Long Term Care Facilities.

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, an 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 686

SS=D

Treatment/Svcs to Prevent/Heal Pressure Ulcer
CFR(s): 483.25(b)(1)(i)(ii)

§483.25(b) Skin Integrity
§483.25(b)(1) Pressure ulcers.  
Based on the comprehensive assessment of a 
resident, the facility must ensure that-
(i) A resident receives care, consistent with 
professional standards of practice, to prevent 

F 686 1/6/20

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

01/07/2020Electronically Signed

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.

FORM CMS-2567(02-99) Previous Versions Obsolete WZ3211Event ID: Facility ID: 00339 If continuation sheet Page  1 of 8
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pressure ulcers and does not develop pressure 
ulcers unless the individual's clinical condition 
demonstrates that they were unavoidable��and
(ii) A resident with pressure ulcers receives 
necessary treatment and services, consistent  
with professional standards of practice, to 
promote healing, prevent infection and prevent 
new ulcers from developing.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review, the facility failed to follow policy and 
procedure, hospital discharge orders, notify the 
primary physician of initiation or changes to 
treatment, and appropriately assess and monitor 
1 of 1 residents (R11), who was identified to be at 
high-risk for pressure ulcers and developed 
recurring Stage 2 pressure ulcers.

Findings include:

R11's 10/8/19, hospital Discharge Orders and 
Summary identified facility staff were to perform 
wound care per facility protocol and monitor R11's 
skin closely for skin breakdown due to immobility. 
R11 had a pressure ulcer on the middle of her 
coccyx (tailbone) at that time. The wound bed 
was surrounded by tissue pink with redness 
measuring 2.5 centimeters (cm) in diameter. 
There was no wound drainage. The wound 
dressing was dry and intact with a Mepilex 
(non-surgical dressing).

R11's 10/8/19, baseline care plan identified R11 
was cognitively intact. She required assistance of 
two staff for bed mobility, transfers, toileting and 
did not ambulate. She was incontinent of bowel 
and bladder and used a bed pan for toileting. The 
pressure ulcer was identified as a slit on the 

 Corrective action as it applies to others: 
Policy was reviewed and updated on 
December 12, 2019. The policy will be 
reviewed on an annual basis. Training 
was help with all the nursing staff on 
January 6, 2020 to review the policy and 
procedures and correct process and 
documents. 

Immediate corrective action: The Director 
of Nursing, Amy Jelen when made aware 
of the concern on R11 immediately went 
to discuss the concern with the charge 
LPN and a wound checklist was 
completed. Then Amy reviewed the 
results of the wound checklist and then 
checked all the documents for this 
resident and added to the notes to have 
nursing check and measure the areas, 
and measure weekly as well as assess 
the areas twice a day and use the z guard 
product. R11’s provider was also 
communicated to of the areas and the 
measurements. The areas of cocern for 
R11 are healed and closed as of 1/6/19 
and the provider has been communicated 
to of this as well. R11’s care plan has also 
been updated to include repositioning 
every 2 hours and with any transferring 

FORM CMS-2567(02-99) Previous Versions Obsolete WZ3211Event ID: Facility ID: 00339 If continuation sheet Page  2 of 8
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coccyx at that time.

Review of R11's 10/9/19, nursing order identified 
staff were to monitor the foam dressing on her 
buttocks and change at least every five days and 
as needed (PRN). Staff were to ensure it was 
kept in place until no redness was noted. Nursing 
could initiate treatment and then notify provider 
within 24 hours.

R11's 10/14/19, admission Minimum Data Set 
(MDS), identified she had intact cognition. R11 
was at risk for pressure ulcers, and had no 
current pressure ulcers. Staff were to apply a 
preventative non-surgical dressing to R11's 
coccyx. R11 had diagnoses of morbid obesity, 
peripheral neuropathy (numbness in extremities), 
and spinal stenosis (narrowing of spinal column), 
requiring total dependence with two staff for 
transfers and locomotion on and off the unit, 
extensive assist of two staff for bed mobility, 
dressing and toileting.

R11's 10/21/19, Care Area Assessment (CAA), 
identified R11 was at risk for pressure ulcers 
related to incontinence and immobility. On 
admission to the facility, she had not had any 
open area on her coccyx. Staff were using a foam 
dressing to the area for protection. She had a 
cushion in her wheelchair and an air mattress on 
her bed to prevent pressure ulcers from forming 
or worsening. 

R11's 10/14/19, care plan identified a risk for 
pressure ulcers due to inactivity and being unable 
to leave one's chair (chair fast). Staff were to 
consider physical therapy for conditioning and a 
wheel chair assessment, pressure reduction 
cushion in wheelchair, air mattress on bed, and a 

that offloading occurs for 2 minutes.
The Director of Nursing communicated 
with the nursing staff of the pressure 
ulcers on the resident’s coccyx. The 
nursing team was instructed to follow the 
steps on the wound care process 
checklist: 1. Measure the wound and 
document the measurements on the 
wound sheet. 2. Document a progress 
notes in the resident’s chart on the wound. 
3. Complete the wound notification sheet. 
4. Contact the Dr. of the change in the 
pressure ulcer and treatment. 5. Enter the 
MD order for wound care in the TAR. 6. 
Enter order for weekly wound measuring 
in the TAR. 7. Update the resident’s care 
plan with the problem and the 
interventions.  The facility is partnering 
with Avera Tyler and their certified wound 
nurse to work with the resident’s at Divine 
Providence for any wounds that they 
indicate with the wound care process 
checklist. 
The Nursing team has also identified that 
all residents who are non-weight bearing 
are considered at risk for pressure ulcers 
and so they will have care plans updated 
to include a 2 hour repositioning 
schedules. 

Continued monitoring to prevent 
recurrence: The Director of Nursing, Amy 
Jelen will conduct weekly audits on the 
wound care process, which will include 
but is not limited to charting, TAR entries 
for measurements, MD notifications, with 
residents who have current pressure 
ulcers. She will complete the weekly 
audits for 1 month and then move to bi 
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skin assessment and inspection every shift with 
close attention to her heels. Staff were to teach or 
assist her in doing frequent small shifts of her 
body weight. 

Interview on 12/09/19 at 1:22 p.m., with R11 
identified she had a pressure ulcer on her 
buttocks before she entered the facility. The staff 
try to get her off her buttocks every two hours, but 
at night staff only turn and reposition her twice. 

Observation on 12/10/19 at 8:07 a.m., with 
nursing assistants (NA)-A and NA-C performing 
personal care to R11 identified R11 had two 
slit-like open areas on her coccyx. A barrier 
cream was applied. NA-C indicated one of the 
open areas had been present before, but not the 
other. That was new. 

Interview on 12/10/19 at 8:41 a.m., with 
registered nurse (RN)-B identified the last she 
was aware, R11's coccyx was pink. She had not 
seen the wound for a while. She had not worked 
as a charge nurse for a few weeks so she has not 
seen the area. The charge nurse should look at 
R11's skin weekly if no concerns or daily if there 
were skin concerns. 

Interview on 12/10/19 at 2:51 p.m., with RN-A 
identified staff were to apply a barrier cream to 
R11's coccyx area. She had not observed the 
area recently. The nurse aides were to let nursing 
staff know if there was a concern. If R11's coccyx 
area had opened, she would expect nursing be 
notified immediately. 

Further interview with R11 on 12/10/19 at 3:09 
p.m., identified nursing had not looked at her 
buttocks for more than a week. R11 felt the area 

weekly for 3 months. The Director of 
Nursing will present the audit documents 
and results to the QA team in the monthly 
meetings.
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had been open for more than a week as she has 
had increased pain when she sat down, which 
usually indicated an opened area. R11 identified 
she informed RN-B yesterday about her buttocks, 
but she did not come and look at the area. She 
had told the aides and the staff were aware the 
area was open. 

R11's 11/4/19, nursing progress note identified 
R11 had a pressure ulcer on her buttocks that 
measured 4 cm X 1.6 cm.  

Review of R11's October 2019, Treatment 
Flowsheet identified on 10/21/19, R11's coccyx 
was left open to air (OTA). In November, 2019, 
R11's Treatment Flowsheet identified the 
dressing was changed on 11/1/19, 11/3/19, 
11/10/19, 11/12/19, and 11/14/19. On 11/15/19 
the order was changed to as needed (PRN). 
There was no mention the provider was notified 
or contributed to the changes to the treatment of 
R11's pressure ulcer. 

Review of R11's current, November 2019, 
physician orders did not include treatment orders 
for a wound on her coccyx area. 

Review of R11's 11/15/19, the nursing order 
identified the order was changed to PRN and was 
not documented as observed until 12/11/19. 
There was no documentation to support the 
physician was notified of the need to alter or 
change treatment.

R11's 11/21/19, nursing progress notes identified 
coccyx area was healed and open to air (OTA). 
R11's progress notes had not included any 
mention of R11's coccyx area since 11/21/19.  
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Interview on 12/10/19 at 3:13 p.m., with NA-B 
identified he last observed R11's coccyx was on 
12/9/19. The area was open, but he did not report 
the open area to nursing. During shift report, staff 
were advised to apply barrier cream to the area. 
He understood the nurses were aware of the 
opening on R11's coccyx. NA-B agreed he should 
have reported to open wound to nursing staff.

Interview on 12/10/19 at 3:30 p.m., RN-B 
identified there was not a specific staff who 
monitored wounds. R11 was admitted with a slit 
on the coccyx area, but it had been closed when 
the dressing was removed the night of her 
admission. Staff should have requested an order 
from the R11's primary physician for treatment. 
Nurses were to have monitored the area on R11's 
bath days. The nurse aides were responsible to 
notify the charge nurse any time there was a skin 
change. The nurse was responsible to notify the 
provider with wound changes and the need to 
alter or modify therapy. RN-B confirmed there 
was no provider notification on 11/15/19, when 
the nursing order was changed to PRN.  Review 
of the progress notes identified there was no 
communication to the provider regarding R11's 
coccyx area since her admission. 

Observation and interview on 12/10/19 at 3:58 
p.m., with the director of nurses (DON), RN-B 
and the Administrator (A), identified R11 had a slit 
opening to coccyx that was observed. The DON 
identified two pressure ulcers, one at the top of 
the coccyx, measured 1.5 cm x .4 cm and the 
other on the lower coccyx, measured 2 cm x .5 
cm. RN-B identified the two areas were Stage 2 
pressure ulcers with area as new. The DON 
expected the area should have been measured 
weekly and checked daily as R11 was more at 
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risk for pressure ulcers, due to a history of 
pressure ulcers in that area. If staff find an open 
area it should be entered on the Treatment 
Administration Record (TAR) so it is monitored 
daily. Facility policy was to notify the resident's 
physician if treatment was initiated, changed or 
was discontinued.

Interview on 12/10/19 at 4:14 p.m., with the 
administrator (A) identified wound care was a 
concern. Staff were currently working on solutions 
to fix the concern, which included employing a 
nurse that is certified in wound care.

Interview on 12/11/19 7:08 a.m., with RN-C 
identified barrier cream was to be applied to 
R11's coccyx. The last time she observed the 
area was a week ago and it was slightly open. At 
a recent nursing shift change report, barrier 
cream was to be applied to R11's coccyx. There 
was no mention in the shift change report the 
area was open. She had not had a chance to look 
at it while working last night. 

Interview on 12/11/19 7:11 a.m., with NA-A 
identified the coccyx area has been an ongoing 
issue since R11 was admitted. The area would 
open and then close. It had been open for about 
two weeks and the nurses were notified. 

Review of the June 2017, Skin Condition 
Identification and Prevention Program, identified 
a resident who enters the facility without a 
pressure sore will not develop pressure sores 
unless the individual's clinical condition 
demonstrates they were unavoidable. A resident 
having a pressure ulcer will receive the necessary 
treatment and services to promote healing, 
prevent infection, and prevent new sores from 
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developing. Daily monitoring included evaluation 
of the ulcer, evaluation of status of dressing, 
status of surrounding ulcer, presence of possible 
complication and presence of pain. There was to 
be evidence of healing within 2-4 weeks of 
intervention. If no signs of healing within 2-4 
weeks, a re-assessment was to occur. Physician 
involvement was listed as necessary, but to be 
done monthly at a minimum. The policy made no 
mention the physician should be actively involved 
when initiating, changing, or need to alter therapy 
occurred.
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