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CMS Certification Number (CCN): 245258   

June 29, 2016

Ms. Deborah Degrio,  Administrator

Franciscan Health Center

3910 Minnesota Avenue

Duluth, Minnesota  55802

Dear Ms. Degrio:

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 May 6, 2016 the above facility is certified for:    

   44 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 44 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

Health Regulation Division

Minnesota Department of Health

Email: mark.meath@state.mn.us

Telephone: (651) 201-4118   

Fax: (651) 215-9697

   

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

An equal opportunity employer.



Electronically delivered

May 23, 2016

Ms. Deborah Degrio,  Administrator

Franciscan Health Center

3910 Minnesota Avenue

Duluth, Minnesota  55802

RE: Project Number S5258025

Dear Ms. Degrio:

On April 13, 2016, we informed you that we would recommend enforcement remedies based on the

deficiencies cited by this Department for a standard survey, completed on March 31, 2016  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 May 9, 2016, the Minnesota Department of Health completed a Post Certification Revisit (PCR) by

review of your plan of correction and on May 9, 2016 the Minnesota Department of Public Safety

completed a PCR to verify that your facility had achieved and maintained compliance with federal

certification deficiencies issued pursuant to a standard   survey, completed on March 31, 2016.  We

presumed, based on your plan of correction, that your facility had corrected these deficiencies as of

May 6, 2016.  Based on our PCR, we have determined that your facility  has corrected the deficiencies

issued pursuant to our standard survey, completed on March 31, 2016, effective May 6, 2016 and

therefore remedies outlined in our letter to you dated April 13, 2016, will not be imposed.

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

Health Regulation Division

Email: mark.meath@state.mn.us

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

   

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

An equal opportunity employer.



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245258

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 
IDENTIFICATION NUMBER

FRANCISCAN HEALTH CENTER 3910 MINNESOTA AVENUE

DULUTH, MN 55802

5/9/2016
Y2 Y3

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments 
program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been 
corrected and the date such corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC 
provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on 
the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  F0282 Correction

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

Completed 

LSC 05/06/2016

ID Prefix  F0369 Correction

Reg. #
483.35(g)

Completed 

LSC 05/06/2016

ID Prefix  F0431 Correction

Reg. #
483.60(b), (d), (e)

Completed 

LSC 05/06/2016

ID Prefix  F0465 Correction

Reg. #
483.70(h)

Completed 

LSC 05/06/2016

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 
UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO3/31/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 X4ZT12EVENT ID:

X                            CC/mm          05/23/2016                                                       13922                                                            05/09/2016



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245258

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 
IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

FRANCISCAN HEALTH CENTER 3910 MINNESOTA AVENUE

DULUTH, MN 55802

5/9/2016
Y2 Y3

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments 
program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been 
corrected and the date such corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC 
provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on 
the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/06/2016K0011

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/06/2016K0022

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/06/2016K0025

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/06/2016K0052

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/06/2016K0056

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/06/2016K0062

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/06/2016K0104

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/06/2016K0144

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 
UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO3/29/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 X4ZT22EVENT ID:

x                           TL/mm          05/23/2016                                           27200                                                      05/09/2016



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245258

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 
IDENTIFICATION NUMBER 02 - FRANCISCAN HEATLH CENTER

FRANCISCAN HEALTH CENTER 3910 MINNESOTA AVENUE

DULUTH, MN 55802

5/9/2016
Y2 Y3

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments 
program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been 
corrected and the date such corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC 
provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on 
the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 05/06/2016K0052

ID Prefix Correction
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LSC 05/06/2016K0056

ID Prefix Correction
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NFPA 101

Completed 

LSC 05/06/2016K0062

ID Prefix Correction
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LSC 05/06/2016K0104

ID Prefix Correction
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Completed 

LSC 05/06/2016K0144
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Reg. # Completed 

LSC

ID Prefix Correction
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LSC
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DATE SIGNATURE OF SURVEYOR
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DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 
UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO3/29/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 X4ZT22EVENT ID:

x                          TL/mm        05/23/2016                                            27200                                                         05/09/2016
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Electronically delivered

April 13, 2016

Ms. Deborah Degrio,  Administrator

Franciscan Health Center

3910 Minnesota Avenue

Duluth, Minnesota  55802

RE: Project Number S5258025

Dear Ms. Degrio:

On March 31, 2016, 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.  .  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 orPlease note that this notice does not constitute formal notice of imposition of alternative remedies orPlease note that this notice does not constitute formal notice of imposition of alternative remedies orPlease 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 Servicestermination of your provider agreement.  Should the Centers for Medicare & Medicaid Servicestermination of your provider agreement.  Should the Centers for Medicare & Medicaid Servicestermination 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 separatedetermine that termination or any other remedy is warranted, it will provide you with a separatedetermine that termination or any other remedy is warranted, it will provide you with a separatedetermine that termination or any other remedy is warranted, it will provide you with a separate

formal notification of that determination.formal notification of that determination.formal notification of that determination.formal notification of that determination.

This letter provides important information regarding your response to these deficiencies and addresses

the following issues:

Opportunity to CorrectOpportunity to CorrectOpportunity to CorrectOpportunity to Correct - the facility is allowed an opportunity to correct identified deficiencies - the facility is allowed an opportunity to correct identified deficiencies - the facility is allowed an opportunity to correct identified deficiencies - the facility is allowed an opportunity to correct identified deficiencies

before remedies are imposed;before remedies are imposed;before remedies are imposed;before remedies are imposed;

Electronic Plan of CorrectionElectronic Plan of CorrectionElectronic Plan of CorrectionElectronic Plan of Correction - when a plan of correction will be due and the information to be - when a plan of correction will be due and the information to be - when a plan of correction will be due and the information to be - when a plan of correction will be due and the information to be

contained in that document; contained in that document; contained in that document; contained in that document;         

RemediesRemediesRemediesRemedies - the type of remedies that will be imposed with the authorization of the  - the type of remedies that will be imposed with the authorization of the  - the type of remedies that will be imposed with the authorization of the  - 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 atCenters for Medicare and Medicaid Services (CMS) if substantial compliance is not attained atCenters for Medicare and Medicaid Services (CMS) if substantial compliance is not attained atCenters for Medicare and Medicaid Services (CMS) if substantial compliance is not attained at

the time of a revisit;the time of a revisit;the time of a revisit;the time of a revisit;

Potential ConsequencesPotential ConsequencesPotential ConsequencesPotential Consequences - the consequences of not attaining substantial compliance 3 and 6 - the consequences of not attaining substantial compliance 3 and 6 - the consequences of not attaining substantial compliance 3 and 6 - the consequences of not attaining substantial compliance 3 and 6

months after the survey date; andmonths after the survey date; andmonths after the survey date; andmonths after the survey date; and

   

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

An equal opportunity employer.



Informal Dispute ResolutionInformal Dispute ResolutionInformal Dispute ResolutionInformal Dispute Resolution - your right to request an informal reconsideration to dispute the - your right to request an informal reconsideration to dispute the - your right to request an informal reconsideration to dispute the - your right to request an informal reconsideration to dispute the

attached deficiencies.attached deficiencies.attached deficiencies.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 CONTACTDEPARTMENT CONTACTDEPARTMENT CONTACTDEPARTMENT 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:

   

OPPORTUNITY TO CORRECTOPPORTUNITY TO CORRECTOPPORTUNITY TO CORRECTOPPORTUNITY TO CORRECT   - DATE OF CORRECTION - REMEDIES- DATE OF CORRECTION - REMEDIES- DATE OF CORRECTION - REMEDIES- 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 May 10, 2016, the Department of Health will

impose the following  remedy:

•  State Monitoring.  (42 CFR 488.422)

ELECTRONIC PLAN OF CORRECTION (ePoC)ELECTRONIC PLAN OF CORRECTION (ePoC)ELECTRONIC PLAN OF CORRECTION (ePoC)ELECTRONIC PLAN OF CORRECTION (ePoC)

An ePoC for the deficiencies must be submitted within   ten calendar daysten calendar daysten calendar daysten 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

Franciscan Health Center

April 13, 2016

Page   2



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,

    

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

and your ePoC submission.

The state agency may, in lieu of a 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:

•  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 ePoC could also result in the termination of your facility’s Medicare

and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCEPRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCEPRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCEPRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC 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 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 COMPLIANCEVERIFICATION OF SUBSTANTIAL COMPLIANCEVERIFICATION OF SUBSTANTIAL COMPLIANCEVERIFICATION OF SUBSTANTIAL COMPLIANCE
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Upon receipt of an acceptable ePoC, 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 ePoC, unless it is determined that either correction actually

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.

Original deficiencies not correctedOriginal deficiencies not correctedOriginal deficiencies not correctedOriginal 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 revisitOriginal deficiencies not corrected and new deficiencies found during the revisitOriginal deficiencies not corrected and new deficiencies found during the revisitOriginal 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 revisitOriginal deficiencies corrected but new deficiencies found during the revisitOriginal deficiencies corrected but new deficiencies found during the revisitOriginal 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 LASTFAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LASTFAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LASTFAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LAST

DAY OF THE SURVEYDAY OF THE SURVEYDAY OF THE SURVEYDAY OF THE SURVEY

If substantial compliance with the regulations is not verified by July 1, 2016 (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
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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 October 1, 2016 (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 RESOLUTIONINFORMAL DISPUTE RESOLUTIONINFORMAL DISPUTE RESOLUTIONINFORMAL 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

   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:

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. Tom Linhoff, Fire Safety Supervisor

   Health Care Fire Inspections

   Minnesota Department of Public Safety

   State Fire Marshal Division

   444 Minnesota Street, Suite 145

   St. Paul, Minnesota 55101-5145

     

   Email: tom.linhoff@state.mn.us

   Telephone:  (651) 430-3012

   Fax:  (651) 215-0525
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Feel free to contact me if you have questions related to this letter.

Sincerely,

    

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Email: mark.meath@state.mn.us

Telephone: (651) 201-4118   

Fax: (651) 215-9697

Franciscan Health Center
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F 000 INITIAL COMMENTS F 000

 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 282

SS=D

483.20(k)(3)(ii) SERVICES BY QUALIFIED 
PERSONS/PER CARE PLAN

The services provided or arranged by the facility 
must be provided by qualified persons in 
accordance with each resident's written plan of 
care.

This REQUIREMENT  is not met as evidenced 
by:

F 282 5/6/16

 Based on observation, interview and document 
review, the facility failed to ensure the care plan 
was followed for adaptive equipment to aid in 
independent eating for 1 of 3 residents (R26) 
reviewed for nutrition.

Findings include:

R26's admission record dated 12/30/16, indicated 
diagnoses that included hemiplegia (paralysis of 
one side of the body) following a cerebral 
infarction (stroke).  
R26's significant change MDS dated 2/23/16, 

 Resident 26 was assessed by 
nursing/dietary assessment for use of the 
(scoop plate) adaptive equipment per his 
care plan with the following changes:  
Scoop plate was discontinued on 
4-20-2016.
All other residents who had orders for 
adaptive equipment will be re-assessed 
by OT for the need of current adaptive 
equipment. 
All care plans will be  reviewed and 
updated prn for residents who did meet 
the need for adaptive equipment. 

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

04/22/2016Electronically 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.
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indicated R26 required supervision with eating to 
include oversight, encouragement or cueing. 
R26's 2/25/16, nutritional status Care Area 
Assessment (CAA) indicated R26 was able to 
feed himself after some set up with adaptive 
equipment.  

R26's 12/30/15, nutrition/eating care plan 
indicated R26 was at risk for weight loss and 
used adaptive equipment.  The goal was to 
prevent weight loss.  The care plan directed staff 
to provide adaptive eating equipment, specifically 
a scoop plate and to provide supervision with 
eating.

On 3/29/16, at 4:40 p.m. R26 was observed at a 
dining room table.  R26 was eating mashed 
potatoes and green beans with a fork.  R26 did 
not have a scoop plate, but was eating on a 
regular ceramic plate.  

On 3/30/16, at 11:02 a.m. R26 was observed 
eating biscuits and gravy and scrambled eggs.  
R26 did not have a scoop plate, but was eating 
on a regular ceramic plate.  R26 did not have the 
biscuit cut and did not eat the biscuit, although he 
was observed to eat approximately 25% of the 
gravy. R26 was observed to attempt to pull at 
pieces of the biscuit with his fork without success. 
R26 at 100% of his scrambled eggs. Although 
staff encouraged R26 to drink his fluids, there 
was no assistance offered to cut up his biscuit or 
obtain the necessary adaptive equipment.

On 3/30/16, at 11:54 a.m. the dietary manager 
(DM) stated she has not audited for adaptive 
equipment implementation and did not know how 
the kitchen staff was unaware of the scoop plate 
needed for R26. His name was on the list and the 

All current residents moving forward and 
newly admitted residents once the 
assessment for need of adaptive 
equipment is determined by OT will have 
their care plan updated for the use of such 
equipment.
All staff who serve resident meals were 
re-educated regarding the importance of 
providing adaptive equipment per the care 
plan and/or reading meal tickets during 
meal pass. 
Daily audits of resident use of their 
adaptive equipment will be completed at 
least 2x daily for 3 weeks, then 3x a week 
x4 to ensure compliance. If compliance is 
met random audits will be continued on a 
weekly basis. 
Results of audits will be brought back to 
the QAPI Committee for review and any 
additional recommendations.
Education held on 4-27- 2016 or 
4-28-2016 for all staff
Responsible staff: DON, Dietary Manager, 
Nurse Managers and Administrator
Completion 
date:___5-6-2016_______________
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scoop plate was listed on his tray card.

F 369

SS=D

483.35(g) ASSISTIVE DEVICES - EATING 
EQUIPMENT/UTENSILS

The facility must provide special eating equipment 
and utensils for residents who need them.

This REQUIREMENT  is not met as evidenced 
by:

F 369 5/6/16

 Based on observation, interview and document 
review, the facility failed to implement adaptive 
equipment to aid in independent eating for 1 of 3 
residents (R26) reviewed for nutrition.

Findings include:

R26's admission record dated 12/30/16, indicated 
diagnoses that included hemiplegia (paralysis of 
one side of the body) following a cerebral 
infarction (stroke).  Other diagnoses listed 
included depression, right shoulder pain, 
hypertension, heart disease, peripheral vascular 
disease and headaches.
R26's admission Minimum Data Set (MDS) dated 
1/6/16, indicated he needed extensive assistance 
with many activities of daily living (ADLs), 
including dressing, toileting, and transfers, but 
was independent with eating after set-up. 
The significant change MDS dated 2/23/16, 
indicated R26 required supervision with eating to 
include oversight, encouragement or cueing.

R26's 2/25/16, nutritional status Care Area 
Assessment (CAA) indicated R26 was able to 
feed himself after some set up with adaptive 
equipment.  

 Resident 26 was assessed for the need 
of adaptive equipment with the following 
change: Adaptive equipment discontinued 
All residents who use adaptive equipment 
will be  re-assessed by OT to ensure the 
need for the use of adaptive equipment.
All newly admitted residents and current 
residents will continue to be audited for 
the use/need of the adaptive equipment.
All staff who serve resident meals were 
re-educated regarding the importance of 
providing adaptive equipment per the care 
plan and/or reading meal tickets during 
meal pass. 
Daily audits of resident use of their 
adaptive equipment will be completed at 
least 2 x daily for 3 weeks, then 3x a week 
x4 to ensure compliance. If compliance is 
met random audits will be continued on a 
weekly basis. 
Education  held on 4-27- 2016 or  
4-28-2016  for all staff
Results of audits will be brought back to 
the QAPI Committee for review and any 
additional recommendations.
Responsible staff: DON, Dietary Manager, 
Nurse Managers and Administrator
Completion date: 5-6-2016
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R26's 12/30/15, nutrition/eating care plan 
indicated R26 was at risk for weight loss and 
used adaptive equipment.  The goal was to 
prevent weight loss.  The care plan directed staff 
to provide adaptive eating equipment, specifically 
a scoop plate and supervision with eating.

The 1/5/16, dietary progress noted indicated R26 
was admitted on a regular mechanical soft diet 
with thin liquids.  R26 was given a scoop plate at 
meal time due to his stroke.

The 1/7/16, dietary progress note indicted R26's 
admission weight was 143 pounds and this was 
under R26's usual stated weight of 150 pounds.  
The note indicated that family confirmed this 
weight history at a care conference.  

The 3/23/16, dietary progress note indicated 
R26's current weight was 134 pounds which was 
indicative of significant weight loss (greater than 
5% of body weight).  

Observation of R26's tray card, the kitchen's 
"cheat sheet" for adaptive equipment and the 
nutritional care plan summary sheet revealed R26 
was to receive food on a scoop plate to assist 
with independent eating.

On 3/29/16, at 4:40 p.m. R26 was observed at a 
dining room table with two other residents.  R26 
was eating mashed potatoes and green beans 
with a fork.  R26 did not have a scoop plate, but 
was eating on a regular ceramic plate.  R26 ate 
approximately 80% of his meal.

On 3/30/16, at 11:02 a.m. R26 was observed 
eating biscuits and gravy and scrambled eggs.  
R26 did not have a scoop plate, but was eating 
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on a regular ceramic plate.  R26 did not have the 
biscuit cut and did not eat the biscuit, although he 
was observed to eat approximately 25% of the 
gravy. R26 was observed to attempt to pull at 
pieces of the biscuit with his fork without success. 
R26 at 100% of his scrambled eggs. Although 
staff encouraged R26 to drink his fluids, there 
was no assistance offered to cut up his biscuit or 
obtain the necessary adaptive equipment.

On 3/30/16, at 11:48 a.m. cook (C)-A  stated 
adaptive equipment was on R26's tray card, the 
nutritional care plan summary sheet in the service 
area and the "cheat sheet" by the service counter.  
C-A stated these are reviewed weekly unless 
there was a change in between.  When asked if 
R26 used any adaptive equipment C-A stated he 
did not.  When R26's name was pointed out on 
the lists, C-A stated she was not aware that R26 
was to receive a scooped plate.  

On 3/30/16, at 11:51 a.m. C-B stated she did not 
know R26's name was on the nutritional care plan 
summary sheet, the cheat sheet or the tray card.  

On 3/30/16, at 11:54 a.m. the dietary manager 
(DM) stated adaptive equipment was indicated on 
a resident's tray ticket and they kept a list as well.   
If there was a new addition a dietary 
communication slip was used to communicate 
changes to the full kitchen staff.  The DM stated 
she has not audited for adaptive equipment 
implementation and does not know how the 
kitchen staff was unaware of the scoop plate 
needed for R26. DM confirmed R26's name was 
on the list and the scoop plate was listed on his 
tray card.

On 3/30/16, at 3:13 p.m. occupational therapist 
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(OT)-C stated therapy was informed R26 was 
assessed by facility staff to not need assistance 
with eating, so they had not done a therapy 
evaluation.

On 3/31/16, at 9:37 a.m. the director of nursing 
(DON) stated anybody can see a resident 
struggling and provide adaptive eating equipment.  
The DON stated they try to get occupational 
therapy orders, but nursing can also implement 
an intervention.

On 3/31/16, at 9:45 a.m. the DM stated it is 
appropriate for dietary staff to see something may 
be needed for a resident and use it for that 
resident.  The DM stated typically an occupational 
therapy assessment would follow.  The DM stated 
she could not explain why this did not happen for 
R26.

A policy on adaptive equipment implementation 
was requested but not received.

F 431

SS=D

483.60(b), (d), (e) DRUG RECORDS, 
LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of 
a licensed pharmacist who establishes a system 
of records of receipt and disposition of all 
controlled drugs in sufficient detail to enable an 
accurate reconciliation; and determines that drug 
records are in order and that an account of all 
controlled drugs is maintained and periodically 
reconciled.

Drugs and biologicals used in the facility must be 
labeled in accordance with currently accepted 
professional principles, and include the 
appropriate accessory and cautionary 

F 431 5/6/16
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instructions, and the expiration date when 
applicable.

In accordance with State and Federal laws, the 
facility must store all drugs and biologicals in 
locked compartments under proper temperature 
controls, and permit only authorized personnel to 
have access to the keys.

The facility must provide separately locked, 
permanently affixed compartments for storage of 
controlled drugs listed in Schedule II of the 
Comprehensive Drug Abuse Prevention and 
Control Act of 1976 and other drugs subject to 
abuse, except when the facility uses single unit 
package drug distribution systems in which the 
quantity stored is minimal and a missing dose can 
be readily detected.

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to ensure medications 
were labeled as directed by the physician for 3 of 
26 medications observed for medication 
administration. 

Findings Include:

On 3/28/16, at 7:50 a.m. medication 
administration was observed from the Bayside 
medication cart with registered nurse (RN)-C. 
RN-C set up and administered 32 units (u) of 
Lantus insulin and 4 u of Humulin insulin as 
directed by the electronic Medication 
Administration Record (EMAR) to R41. The 
medication label on the Lantus insulin bottle 

 The facility applied a label change to R41 
insulin bottle on 3-28-2016. Request for a 
label change was faxed to the pharmacy. 
The facility applied a label change to R 22 
Tylenol bottle on 3-30-2016. Request for a 
label change was faxed to the pharmacy. 
The facility immediately reviewed all of the 
EMAR Medication sheets to the current 
medications to ensure that all labels were 
correctly labeled for use. If any medication 
label was found to be incorrect, an order 
change label was applied and request 
faxed to the pharmacy for a correct 
medication card/bottle.
All newly admitted resident will have an 
audit completed to ensure that all 
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directed to inject 27 u subcutaneous (sq) every 
day. The Humalog insulin bottle label directed to 
inject 5 u sq as directed.  

The Physicians Order Sheet indicated the 
physician ordered Lantus insulin 32 u sq once a 
day at 8:00 a.m. on 3/10/16. The Humulin insulin 
was ordered three times a day sq at 7:30 a.m., 
10:30 a.m. and 4:30 p.m. per sliding scale on 
3/17/16. Sliding scale instructions included to give 
4 u if the blood glucose was 150-199. R41's blood 
glucose at the time of administration was 170.

On 3/28/16, at 7:55 a.m. RN-C verified the labels 
on the insulin bottles did not match the physician 
order on the EMAR. RN-C did not know if the 
order had changed. The RN stated when a label 
did not match the EMAR she should check the 
physician order in the chart and notify the 
pharmacy if a new label was needed.
 
On 3/30/16, at 8:54 a.m. medication 
administration was observed from the Lakeside 
medication cart with licensed practical nurse 
(LPN)-A. LPN-A set up and administered Tylenol 
500 milligrams (mg) two tablets as directed on 
the EMAR to R22. The label on the Tylenol bottle 
directed to give 500 mg two tablets by mouth four 
times a day as needed.
The Physicians Order Sheet indicated the 
physician ordered Tylenol 500 mg two tablets two 
times a day at 8:00 a.m. and 8:00 p.m. on 2/8/16. 
The LPN did not verify the EMAR and label with 
the physician order in the chart.  

On 3/30/2016, at 9:00 a.m. LPN-A verified the 
label on the medication bottle did not match the 
directions on the EMAR and she did not verify 
with the physician order in the chart. The LPN 

medications delivered from the pharmacy 
are correct with the orders in the EMAR. 
All current residents order changes will be 
audited to ensure that all medications 
coming from the pharmacy are correctly 
labeled. 
The facility order checklist was updated to 
add:  Remove medication from med/tx cart 
or place  Order changed, see chart  sticker 
on medication card/bottle. 
All professional staff were educated in 
person by the DON and again on 
4-27-2016  or  4-28-2016  with review of 
the Medication Administration Policy and 
checklist change. 
Audits will be completed on a random 
basis 3x a week x 4, then 2x a week x4 to 
ensure correct labeling verses medication 
card/bottle ongoing.
Results of the audits will be brought to the 
QAPI Committee for review and further 
recommendations.
Staff Responsible: DON and Nurse 
Managers
Completion Date: 
_5-6-2016____________
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stated the medication bottle should have a sticker 
on it indicating the order had changed. 

On 3/30/16, at 3:48 p.m. the director of nursing 
(DON) stated if the medication label did not 
match the EMAR she expected staff to call the 
pharmacy to get the right label. If staff was unable 
to do that they should inform the DON and she 
would take care of it. The DON further stated staff 
should investigate, verify the order, determine 
where the discrepancy came from and use the 
stickers stating the order had changed.

The facility's Medication Administration policy 
revised 4/6/15, indicated no medication should be 
administered without a proper label. Unless, the 
medication had a sticker on it indicating the 
directions had changed and to refer to the chart.

F 465

SS=E

483.70(h) 
SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The facility must provide a safe, functional, 
sanitary, and comfortable environment for 
residents, staff and the public.

This REQUIREMENT  is not met as evidenced 
by:

F 465 5/6/16

 Based on observation and  interview, the facility 
failed to ensure the environment was monitored 
and repaired to provide a cleanable and 
home-like environment in 5 of 30 rooms (101-1, 
103, 309, 311, 317) reviewed for environment.  In 
addition, the facility failed to ensure resident care 
equipment was monitored and repaired for 1 of 
30 residents (R45) reviewed for environment. 

 The facility immediately removed the 
sponge tubes on R45 mobility bars. 
All other mobility rails in the facility where 
checked to ensure that if covered they 
have washable ability. 
Room 101-1- gouges behind bed patched 
and painted
Room 103- gouge area in the bathroom, 
door frame patched and painted
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Findings include:

On 3/30/16, beginning at 11:07 a.m. during an 
environmental tour, the environmental services 
director (ESD) and the corporate consultant (CC) 
verified the following environmental findings:

-Room 101-1 had several gouged areas in the 
wall behind the bed that had been roughly 
patched and had not been painted.  The ESD 
verified painting was needed and the facility had a 
painter that came in a certain number of hours a 
month.

-Room 103 had a gouged area in the bathroom 
wall, exposing the dry wall and deeply gouged 
outside door frame, exposing the bare wood.  
The ESD verified these areas were not cleanable 
surfaces and required repair.

-Room 309 had  had deep gouges in the entry 
way wall.  The ESD verified the wall required 
repair.

-Room 311 had a large yellow stain and black 
marring on the bathroom floor tiles around the 
toilet, and significant chipped paint in the 
bathroom door frame.  The ESD stated the floors 
are washed daily and verified the facility did not 
have a schedule for routine refinishing of floors.  
The ESD stated floors are refinished when a 
resident moves out of the room.  In addition, the 
ESD stated staff has not reported the condition of 
the bathroom floor to him.

-Room 317 had chipped areas on the edge of the 
room door near the latch, creating a rough 
surface.  The protective cover at the bottom of 
the door was cracked and pulling away.  The ESD 

Room 309  Entry way walls patched and 
painted.
Room 311  Bathroom floor refinished 
Room 317  Door guard replaced. Chipped 
areas on the edge of the door latch 
repaired
A monthly checklist for resident room has 
been developed for the monitoring of 
needed repair issues. There is also a 
system in place for daily repair requests. 
A monthly list has been created to track 
the painting of the rooms and the cleaning 
of the resident room/bathroom floors. 
All bathroom floors will be  checked for 
any staining with cleaning as needed. 
All door frames have been checked, 
repaired and painted 
Door guards on all rooms have been 
checked to ensure the guard is on 
securely. 
Resident doors have been checked for 
bare wood and repaired if needed
Audits will be conducted in the resident 
room 3x a week x 3, then weekly x4 and 
monthly thereafter. Repairs when needed 
will be done in a timely manner. 
Person responsible: Environmental 
Director, Administrator
Audits will be brought to QAPI for review 
and further recommendation 
Education provided to all staff on  
4-27-2016  or  4-28-2016 for the use of 
the repair slips and reporting when 
needed repair required in a resident room
Completion date: 5-6-2016
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verified it required repair.

R45's mobility bars on the bed were covered with 
pipe insulation and secured with duct tape 
wrapped around the insulation.  The ESD and CC 
verified this was not a cleanable surface.

Although requested, the facility was unable to 
provide a policy and procedure for routine 
monitoring and maintenance.
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