DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
June 23, 2025

Administrator

Sunnyside Care Center
16561 Us Highway 10
Lake Park, MN 56554-9302

RE: CCN: 245597
Cycle Start Date: June 11, 2025

Dear Administrator:

On June 11, 2025, 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,
the deficiencies cited. An acceptable ePOC will serve as your a

you must submit an acceptable ePOC for
legation of compliance. Upon receipt of

an acceptable ePOC, we will authorize a revisit to your facility 1
has been achieved.

0 determine it substantial compliance

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

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

deficient practice.

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

deficient practice.

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

practice will not recur.

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

corrected and will not recur.
e The date that each deficiency will be corrected.

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

An equal opportunity employer.
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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.

It 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'and/or an "E" tag), i.e., the plan of correction should be directed
to:

LeAnn Huseth, RN, Regional Operations Supervisor
Fergus Falls District Office

Health Regulation Division

Minnesota Department of Health

2312 College Way

Fergus Falls, MN 56537

Email: leann.huseth@state.mn.us

Office: (218) 332-5140 Mobile: (218) 403-1100

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.

f 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
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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 September 11, 2025 (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 December 11, 2025 (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)

In accordance with 42 CFR 488.331 and Minnesota Statute 144A.10 subd 15, you have one opportunity to
question cited deficiencies through an informal dispute resolution process. You are required to send
yvour written request, along with the specific deficiencies being disputed, and an explanation of why
yvou are disputing those deficiencies, to: https://forms.web.health.state.mn.us/form/NHDisputeResolution

This request must be sent within the same ten calendar days you have for submitting an ePoC for the
cited deficiencies. 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.

A copy of the Department’s informal dispute resolution policies is posted on the MDH Information
Bulletin website at: https://www.health.state.mn.us/facilities/requlation/infobulletins/ib04_8.htm|

INDEPENDENT INFORMAL DISPUTE RESOLUTION (INDEPENDENT IDR)

In accordance with 42 CFR § 488.431 and Minnesota Statute 144A.10 subd 16, when a CMP subject to
being collected and placed in an escrow account is imposed, you have one opportunity to question
cited deficiencies through an Independent IDR process. You may also contest scope and severity
assessments for deficiencies which resulted in a finding of SQC or immediate jeopardy. 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:
https://forms.web.health.state.mn.us/form/NHDisputeResolution
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A facility may not use both IDR and independent IDR for the same deficiency citation(s) arising from the
same survey unless the IDR process was completed prior to the imposition of the CMP. This request
must be sent within ten calendar days of receipt of this offer. An incomplete Independent IDR process
will not delay the effective date of any enforcement action.

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
oreceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

Travis Z. Ahrens

State Fire Safety Supervisor

Health Care & Correctional Facilities

MN Department of Public Safety-Fire Marshal Division
445 Minnesota St., Suite 145

St. Paul, MN 55101

Email: travis.ahrens@state.mn.us

Web: www.sfm.dps.mn.gov

Cell: 1-507-308-4189

Feel free to contact me if you have questions.

Sincerely,

....._.-"-.
ﬂ:-:::}m..ﬁx C

Sarah Lane, Compliance Analyst

-ederal Enforcement | Health Regulation Division
Minnesota Department of Health

P.0. Box 64900

Saint Paul, MN 55164-0900

Telephone: 651-201-4308 Fax: 651-215-9697

Email: sarah.lane@state.mn.us
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E 000 | Inthhal Comments E 000

On 6/9/25 to 6/11/25, a survey for compliance
with §483.73, Appendix Z, Emergency
Preparedness Requirements for Long Term Care
Facilities was conducted during a standard
recertification survey. The facility was IN
compliance.

The facllity is enrolled in ePOC and therefore a
sighature is not required at the bottom of the first
page of the CMS-2567 form. Although no plan of
correction Is required, it is required that the facility
acknowledge receipt of the electronic documents.

F 000 | INITIAL COMMENTS F 000

On 6/9/25 to 6/11/25, a standard recertification
survey was completed at your facility by the
Minnesota Department of Health to determine if
your facility was in compliance with requirements
of 42 CFR Part 483, Subpart B, Requirements for
Long Term Care Facilities. Your facility was NOT
In compliance.

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
onsite revisit of your facility may be conducted to
validate substantial compliance with the
regulations has been attained.

F 552 | Right to be Informed/Make Treatment Decisions F 552 1126/25
SS=D | CFR(s): 483.10(c)(1)(4)(5)

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 07/01/2025

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 Event ID:62V311 Facility ID: 00016 If continuation sheet Page 1 of 23
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§483.10(c) Planning and Implementing Care.
The resident has the right to be informed of, and
participate In, his or her treatment, including:

§483.10(c)(1) The right to be fully informed In
language that he or she can understand of his or
her total health status, including but not limited to,
his or her medical condition.

§483.10(c)(4) The right to be informed, In
advance, of the care to be furnished and the type
of care giver or professional that will furnish care.

§483.10(c)(5) The right to be informed In
advance, by the physician or other practitioner or
professional, of the risks and benefits of proposed
care, of treatment and treatment alternatives or
treatment options and to choose the alternative or
option he or she prefers.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and document review, the
facility failed to obtain informed consent and
provide education to the resident or resident
representative on the risks and benefits regarding
the use of opioid medication for 1 of 5 residents
(R22) reviewed for unnecessary medications.

Findings Iinclude:

Review of R22's quarterly Minimum Data Set
(MDS) dated 4/28/25, identified R22 had intact
cognition and had diagnosis which included
anemia (A condition in which the body does not
have enough red blood cells), hemiparesis (a
medical condition characterized by weakness on
one side of the body, often affecting the arm, leg,
and potentially the face), and multiple sclerosis
(MS) (A chronic autoimmune disease that affects

Plan of Correctiony,

low corrective action will be
accomplished for those residents found to
have been affected by the deficient
practice.¢,

Provide comprehensive education on the
risk vs benefit of opioid medication and
obtain informed consent from resident,
document in medical record.

How the facility will identify other residents
having the potential to be affected by the
same deficient practice.;,

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 552 | Continued From page 1 F 552
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the central nervous system brain and spinal
cord). ldentified R22 had pain and was on a pain
regimen.

R22's significant change Care Area Assessment
(CAA) dated 3/26/25, identified R22 reported pain
as always present. Identified R22's pain made it
difficult for R22 to sleep and that pain medication
was available.

R22's care plan revised 4/5/25, identified R22 had
pain related to MS and received pain medication.
Care plan directed staff to administer medications
as ordered and monitor and document side
effects.

R22's Order Summary Report dated 5/19/25,
Identified orders for the opioid medication
Oxycodone 5 milligrams (mg) every four hours as

needed for pain with a start date of 5/16/25.

R22's medication administration record (MAR)
iIdentifled R22 received Oxycodone 5 mg two
times on 5/16/25, and two times on 35/17/25.

R22's medical record lacked evidence of
education to R22 or R22's representative
regarding the risks and benefits of the opioid
medication.

During an interview on 6/9/25 at 1:30 p.m., R22
stated she has used oxycodone a few times In
the past month. R22 stated she did not recall
anyone talking with her regarding the risks and
the benefits of oxycodone use.

During an interview on 6/10/25 at 10:33 a.m.,
registered nurse (RN)-A verified R22 had a new
order for oxycodone since 35/16/25, and R22 had

Complete facility wide audit of residents
prescribed opioids.

Provide education on the risk vs benefit of
opioid medication prescribed and obtain
Informed consent, document in medical
record.

What measures will be put into place, or
systemic changes made, to ensure that
the deficient practice will not recur.

Review policy to include mandatory
Informed consent and education for
residents prescribed opioid medications.

Educate all nurses on policy and
procedure to complete education and
Informed consent.

How the facility will monitor its corrective
actions to ensure that the deficient
practice Is being corrected and will not
recur.g,

Audit 10% of residents with new or
changed orders of opioids for education
and informed consent in the 7 days prior
weekly x4 weeks, then monthly x2
months. Will have QAPI review the results
and make recommendations to continue
audits as needed. Corrective action will be
monitored by DON or designee.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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received four dosed of the opioid medication Iin
the past month. RN-A confirmed education The date that each deficiency will be
regarding risk and benefits regarding the opioid corrected: 7/26/25

medication had not been done with R22 or her
representative. RN-A stated the current process
Is to only provide education regarding risk versus
benefits with psychotropic medication use.

During an interview on 6/10/25 at 10:43 a.m.,
acting director of nursing (DON) stated she did
not think anyone had completed education with
R22 regarding the benefits and risk of the opioid
medication. DON stated her expectation was that
education regarding the risks and benefits of the
opioid medication should have been completed
with R22 prior to starting the opioid medication.

During an interview on 6/10/25 at 11:39 a.m.,
pharmacist consultant (PC) stated it was
Important to educate residents regarding the risks
and benefits of using an opioid medication. CP
stated her expectation was the facility would have
provided R22 with education regarding the risks
and benefits of the opioid prior to starting the
opioid medication.

Review of a facility policy titled High Risk
Medication revised 2/19/25, identified the facility
recognized some medications were associated
with greater risk of adverse consequences than
other medications. Identified high risk
medications could include: antidiabetic's,
psychotropics, cardiac medications, opioids,
diuretics and antibiotics. |dentified residents and/
or representatives would have been educated on
the use and risks/benefits of high risk
medications including, adverse effects.

F 604 Right to be Free from Physical Restraints F 604 1126/25
SS=D
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CFR(s): 483.10(e)(1), 483.12(a)(2)

§483.10(e) Respect and Dignity.
The resident has a right to be treated with respect
and dignity, including:

§483.10(e)(1) The right to be free from any
physical . . . restraints imposed for purposes of
discipline or convenience, and not required to
treat the resident's medical symptoms, consistent

with §483.12(a)(2).

§483.12

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined In this subpart. This
Includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms.

§483.12(a) The facility must-

§483.12(a)(2) Ensure that the resident is free
from physical . . . restraints imposed for purposes
of discipline or convenience and that are not
required to treat the resident’'s medical symptoms.
When the use of restraints Is indicated, the facility
must use the least restrictive alternative for the
least amount of time and document ongoing

re-evaluation of the need for restraints.
This REQUIREMENT 1s not met as evidenced

by:

Based on observation, interview and document Plan of Correctiony,

review, the facility failed to comprehensively

assess the use of a restrictive device as a How corrective action will be

potential restraint for 1 of 1 resident (R22) accomplished for those residents found to
reviewed for restraints. have been affected by the deficient

practice.¢,

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:62V311 Facility ID: 00016 If continuation sheet Page 5 of 23
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Findings include:

Review of R22's quarterly Minimum Data Set
(MDS) dated 4/28/25, identified R22 had intact
cognition and had diagnosis which included
anemia (A condition in which the body does not
have enough red blood cells), hemiparesis (a
medical condition characterized by weakness on
one side of the body, often affecting the arm, leg,
and potentially the face), and multiple sclerosis
(MS) (A chronic autoimmune disease that affects
the central nervous system (brain and spinal
cord). Indicated R22 required extensive
assistance for activities of daily living (ADL's)
which included bed mobility, transfers, and
tolleting. Identified R22 had not had any falls
since the last assessment and required a
wheelchair for mobillity. Indicated R22 did not use
any restraints.

Review of R22's significant change Care Area
Assessment (CAA) dated 11/15/24, identified R22
had intact cognition, was a high risk for falls

related to medication use. CAA identified R22 did
not use any restraints.

Review of R22's quarterly fall assessment dated
4/27/25, identified R22 was at high risk for falls
related to history of falls and current diagnosis.

Review of R22's current physician orders signed
9/19/25, did not identify an order for a restraint.

R22's medical record lacked any evidence a
restraint assessment had been completed.

Review of R22's care plan revised 6/1/25,
iIdentified R22 had a self care deficit related to
hemiparesis of the left side. Identified R22

Device at risk for restraint removed
Immediately.

Complete comprehensive assessment
and update careplan accordingly.

How the facility will identify other residents
having the potential to be affected by the
same deficient practice.;,

Audit all residents with power wheelchair
for use of seatbelt.

Educate all facility staff on physical
restraints.

What measures will be put into place, or
systemic changes made, to ensure that
the deficient practice will not recur.

Review current policy and procedure

Educate all staff on physical restraints.

How the facility will monitor its corrective
actions to ensure that the deficient
practice Is being corrected and will not
recur.y,

Audit 10% of residents with power
wheelchair for seatbelt use and audit any
new residents with power wheelchair for

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
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F 604 Continued From page 5 F 604
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required staff assistance and a non mechanical assessment of wheelchair weekly x4
lift for transfers. ldentified R22 required a weeks, then monthly x2 months. Will have
wheelchair for mobillity. Care plan lacked any QAPI review the results and make
evidence of a seat belt being used in R22's recommendations to continue audits as
wheelchair. needed. Corrective action will be

monitored by DON or designee.
During an observation on 6/9/25 at 11:35 a.m.,
R22 was seated in a motorized wheelchair in her
room with a seatbelt fastened around her waist.
The date that each deficiency will be
During an interview on 6/9/25 at 11:40 a.m., R22 corrected: 7/26/25

stated she was not able to remove the seatbelt
from her waist. R22 stated she was only able to
use her right hand to operate her motorized
wheelchair but was not strong enough to remove
the seatbelt. R22 stated the seatbelt did make it
difficult to move while in the wheelchair. R22
further stated staff told her the seatbelt was for
her safety so she did not fall out of the
wheelchair.

During an observation on 6/9/25 at 5:30 p.m.,
R22 was seated in a motorized wheelchair in the
dining room with a seatbelt fastened around her
waist.

During an observation on 6/10/25 at 8:05 a.m.,
R22 was seated In a motorized wheelchair in her
room with a seatbelt fastened around her waist.

During an interview on 6/10/25 at 8:10 a.m.,
nursing assistant (NA)-B stated R22 had the
seatbelt In her motorized wheelchair fastened
around her waist for a while. NA-B stated staff
removed the seatbelt from R22's waist for her
since R22 was not able to remove it herself. NA-B
further stated she was told R22 needed the
seatbelt around her waist to keep R22 from
sliding out of the motorized wheelchair.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:62V311 Facility ID: 00016 If continuation sheet Page 7 of 23
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During an interview on 6/10/25 at 8:15 a.m.,
licensed practical nurse (LPN)-B verified R22 was
seated Iin her room in a motorized wheelchair with
a seatbelt fastened around her waist. LPN-B
stated the seatbelt was to prevent R22 from
falling out of the wheelchair. LPN-B confirmed
R22 was unable to remove the seatbelt.

During an observation on 6/10/25 at 8:20 a.m.,
licensed practical nurse (LPN)-B asked R22 to
remove the seatbelt from her waist. R22 used her
right hand and attempted to remove the seatbelt
and stated she was not able to remove the
seatbelt.

During an interview on 6/10/25 at 10:49 a.m.,
registered nurse (RN)-A stated she was aware
that R22 used a seatbelt around her waist while In
her motorized wheelchair to prevent R22 from
sliding out of the wheelchair. RN-A stated she
was aware R22 was not able to remove the
seatbelt but did not consider the seatbelt a
potential restraint since R22 was able to ask staff
to remove the seatbelt.

During an interview on 6/10/25 at 10:57 a.m.,
acting director of nursing (DON) stated she just
noticed the seatbelt fastened around R22 waist In
her wheelchair yesterday and prior to that she
was not aware that R22 used a seatbelt around
her waist while in the motorized wheelchair. DON
stated the seatbelt would be considered a
potential restraint since R22 was not able to
remove the seatbelt and it restricted her
movement. DON stated her expectation was that
staff would have assessed the seatbelt to
determine if it was being used as a restraint.

F 604
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Review of a facility policy titled Restraint Free
Environment revised 2/19/25, identified a physical
restraint referred to any manual method, physical
or mechanical device, material or equipment
attached or adjacent to the resident's body that
the individual cannot remove easily, which
restricts freedom of movement or normal access
to one's body. Physical restraints may include, but
were not limited to: using devices in conjunction
with a chair, such as trays, tables, cushions, or
belts that the resident could not remove and
prevented the resident from rising.

F 641 | Accuracy of Assessments F 641 1126/25
SS=D | CFR(s): 483.20(g)(h)(1)())

§483.20(g) Accuracy of Assessments.
The assessment must accurately reflect the
resident's status.

§483.20(h) Coordination. A registered nurse must
conduct or coordinate each assessment with the
appropriate participation of health professionals.

§483.20(i) Certification.

§483.20(1)(1) A registered nurse must sign and
certify that the assessment is completed.
§483.20(1)(2) Each individual who completes a
portion of the assessment must sign and certify
the accuracy of that portion of the assessment.

§483.20()) Penalty for Falsification.

§483.20())(1) Under Medicare and Medicaid, an
Individual who willfully and knowingly-

(1) Certifies a material and false statement in a
resident assessment is subject to a civil money
penalty of not more than $1,000 for each
assessment; or

(1) Causes another individual to certify a material
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and false statement in a resident assessment is
subject to a civil money penalty or not more than
$5,000 for each assessment.

§483.20())(2) Clinical disagreement does not
constitute a material and false statement.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and document review, the
facility failed to accurately code the Minimum
Data Set (MDS) correctly for 1 of 1 residents
(R12) reviewed for resident assessment.

Findings Include:

The Centers for Medicare and Medicaid (CMS)
Long-Term Care Facility Resident Assessment
Instrument (RAI) 3.0 User's Manual dated
10/2023, identified Section J 1800: Any Falls
Since Admission/Entry or Reentry or Prior
Assessment (OBRA or Scheduled PPS),
whichever is more recent (cont.) Code 1, yes: If
the resident has fallen since the last assessment.
Continue to Number of Falls Since
Admission/Entry or Reentry or Prior Assessment
(OBRA or Scheduled PPS) item (J1900),
whichever is more recent. J1900: Number of Falls
Since Admission/Entry or Reentry or Prior
Assessment (OBRA or Scheduled PPS),
whichever is more recent code the number of
falls since last assessment and if there were any
Injuries.

R12's quarterly Minimum Data Set (MDS) dated
2/18/25, Section J1800 identified R12 had a fall
since last assessment. Section J1900 identified
R12 had one fall without an injury since last
assessment.

Review of R12's falls progress notes from

Plan of Correctiony,

How corrective action will be
accomplished for those residents found to
have been affected by the deficient
practice.¢,

Modification of MDS to reflect correct
number of falls.

How the facility will identify other residents
having the potential to be affected by the
same deficient practice.;

Audit most recent MDS of residents in
facility to ensure correct coding of
question J1900.

What measures will be put into place, or
systemic changes made, to ensure that
the deficient practice will not recur.

Education to each person responsible for
completing the MDS to ensure they
understand the coding guidelines for how
to code falls.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 641 Continued From page 9 F 641

FORM CMS-2567(02-99) Previous Versions Obsolete

Event |D:62V311

Facility ID: 00016

If continuation sheet Page 10 of 23




PRINTED: 07/07/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
245597 B. WING 06/11/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

16561 US HIGHWAY 10

SUNNYSIDE CARE CENTER LAKE PARK, MN 56554

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 641 Continued From page 10 F 641

12/30/24 to 2/18/25, revealed the following:
How the facility will monitor its corrective

-on 12/30/24 at 4:20 p.m., R12 had an actions to ensure that the deficient
unwitnessed fall with no Injuries. practice Is being corrected and will not
recur.y,
-on 2/18/25 at 8:30 p.m., R12 had an
unwitnessed fall with no injuries. Audit 10% of resident charts (weekly x4
weeks, then monthly x2 months.) that
During an interview on 6/10/25 at 9:45 a.m., have completed MDS during the prior
acting director of nursing (DON) verified R12 had week to ensure accurate MDS coding for
two falls between 12/30/24 and 2/18/25. DON Falls (J1900). Will have QAPI review the
stated her expectation was that the MDS should results and make recommendations to
have been coded accurately. continue audits as needed. Corrective
action will be monitored by DON or
Review of a facility policy titled MDS 3.0 designee.

Completion revised 2/19/235, i1dentified residents
were assessed, used a comprehensive
assessment process, in order to identify care
needs and to develop an interdisciplinary care The date that each deficiency will be
plan. Indicated persons completing part of the corrected 7/26/25

assessment must attest to the accuracy of the
section they completed by signature.

F 689 Free of Accident Hazards/Supervision/Devices F 689 1126/25
SS=D | CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free of accident hazards as Is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and document Plan of Correctiony,
review, the facility failed to implement
Interventions for 1 of 1 residents (R12) who had How corrective action will be
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several falls in the facility and remained at high accomplished for those residents found to
risk for falls. Further, the facility failed to ensure have been affected by the deficient
safe transportation of a resident (R3) who was at practice.g,
risk for falls.

Complete fall risk assessment for R12.
Findings Include:
Review and update careplan as needed to

R12's significant change Minimum Data Set ensure current fall intervention plan for
(MDS) dated 3/26/25, identified R12 had severe R12

cognitive impairment and diagnhosis which

Included cancer, hypertension (elevated blood Educate all staff that 4 wheeled walkers
pressure) and dementia. Ildentified R12 required are not used for transport and place sign
extensive assistance with activities of daily living on seat stating, “not to be used for
(ADLs), which included: bed mobility, transfers, transport”

and toileting.

R12's significant change Care Area Assessment

(CAA) dated 3/26/235, identified R12 was at risk How the facility will identify other residents

for falls related to previous falls, cognitive and having the potential to be affected by the

visual impairment. same deficient practice.;,

R12's care plan revised 12/30/24, identified R12 Complete fall assessment on all residents

was high risk for falls related to confusion, residing In facility to determine all

gait/balance problems and lack of safety residents that are high fall risks.

awareness. ldentified R1 required maximum

assistance of 1 to 2 staff to move between Review and update careplan as needed to

surfaces. ldentified various interventions for falls ensure current fall intervention plan for

which included: ensure wearing non skid socks at high risk residents.

night, call light within reach and walker within

reach at all times. |dentify all residents that use walkers with
a seat and place sign on seat stating "not

Review of R12's fall assessment dated 12/2/24, to be used for transport.”

iIdentified R12 had an impaired gait, weakness,

and required a walker. Identified R12 was at high Educate all facility staff on safe transport

risk for falls. and fall prevention policy.

Review of R12's falls progress notes from
12/30/24 to 5/31/25, revealed the following:

What measures will be put into place, or
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-on 12/30/24 at 4:20 p.m., R12 had an systemic changes made, to ensure that
unwitnessed fall and was found In his room lying the deficient practice will not recur.
on the floor in front of the recliner. No injuries
noted, R12 was unable to say what happened. Review policy for fall prevention and fall
Root cause: R12 was attempting to self transfer. response process.
Intervention added to the care plan: ensure
walker was within reach. Educate all staff on safe transport.
Educate the staff on fall prevention and
-on 2/18/25 at 8:30 p.m., R12 had an fall response process.

unwitnessed fall and was found lying on the floor
In his room with regular socks on his feet with soft
touch call light on. No injuries noted, R12 was

unable to say what happened. Root cause -self How the facility will monitor its corrective

transferring. Intervention: wear non skid socks at actions to ensure that the deficient

night. practice Is being corrected and will not
recur.y,

-on 4/23/25 at 5:00 p.m., staff heard R12's wife

yell for help and found R12 on the floor in his Audit 10% of falls and updated fall

room next to the bed, no injuries noted. Root prevention plans in previous seven days

cause wife was attempting to transfer R12 out of AND 10% of residents who use four

his recliner when R12 lost his balance. wheeled walkers for safe transport weekly

Intervention: wife to not transfer R12. x4 weeks, then monthly x2 months. Will
have QAPI review the results and make

-on 5/31/25 at 5:13 p.m., staff was walking with recommendations to continue audits as

R12 when wife started walking with R12 and R12 needed. Corrective action will be

fell landing on his wife, no injuries to R12 or wife. monitored by DON or designee.

Root cause: R12 lost balance as wife began
walking with R12. Intervention: Remind wife to not
walk with R12.

The date that each deficiency will be
During an observation on 6/9/25 at 1:48 p.m., corrected: 7/26/25

R12 was seated In his recliner in his room, walker
was turned around and pushed up against the
wall approximately five feet from R12.

During an observation on 6/9/25 at 2:58 pm., R12
was seated In his recliner in his room, walker
continued to be turned around and pushed up
against the wall approximately five feet from R12.
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During an observation on 6/10/25 at 9:34 a.m.,
R12 was seated In his recliner in his room, walker
was turned around and pushed up against the
bed approximately six feet from R12. Nursing
assistant (NA)-B and registered nurse (RN)
acting director of nursing (DON) verified R12's
wheelchair was pushed up against the bed
approximately six feet from R12.

During an interview on 6/10/25 at 9:38 NA-B
stated R12 required staff assistance for transfers.
NA-B stated R12 had previous falls and was at
risk for further falls. NA-B stated R12's walker
should have been within reach of R12.

F 689
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R3's significant change of status MDS dated
9/10/25, identified R3 was cognitively intact and
had diagnoses which included: heart failure,
arthritis and chronic obstructive pulmonary
disease (lung condition that restricts breathing).
|dentified R3 used a walker for mobility and
required supervision or touching assistance for
dressing, transfers and walking.

R3's activity of daily living (ADL)
Function/Rehabilitation Potential CAA dated
o/22/25, iIdentified R3 required assistance in
ADLs, had impaired balance and transition during
transfers and functional impairment in activity.
R3's contributing factors included generalized
weakness and decreased safety awareness.

R3's Skilled Nursing Facility (SNF) Morse Fall
Scale assessment dated 5/8/25, identified R3 had
a history of falling, and had a score of 65, which
Indicated R3 was at high risk for falls.

R3's comprehensive care plan revised 5/15/25,
identified R3 had an ADL self-care performance
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deficit related to muscle weakness, and required
maximum assistance with bathing, and
supervision touching assistance with tub/shower
transfer. R3's care plan also identified R3 was at
risk for falls related to past history of falls.

During an observation on 6/10/25 at 2:17 p.m.,
NA-A and R3 left the tub room. R3 was seated
on her four wheeled walker dressed in a gown
and housecoat. NA-A pushed R3 down the hall
backward while R3 sat on the four wheeled
walker seat, then they entered R3's room.

During an interview on 6/10/25 at 2:33 p.m.,
NA-A stated she had given R3 a shower then
transported R3 to her room. NA-A indicated R3
sometimes got overheated after her shower and
needed help getting back to her room. NA-A
stated she had R3 sit on the walker seat, then
pushed her backwards down the hall to her room.
NA-A stated this was her usual practice, and had
done this for years. At 2:37 p.m. NA-A and
surveyor knocked then entered R3's room and
looked at R3's walker. On the rear left leg of the
walker was a warning sticker that indicated "this
Is a walking aide only. Do not use as
transportation device". NA-Aindicated she was
unaware that walkers were not to be used to
transport residents.

During an interview on 6/10/25 at 10:00am.,
acting (DON) stated R12 had falls in the facility
and was at high risk for further falls. DON stated
one of R12's fall interventions was to have the
wheelchair within reach of R12. DON stated her
expectation was staff would have followed care
planned interventions to prevent falls.

During a follow-up interview on 6/10/25 at 2:53
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p.m., DON stated the four wheeled walkers were
not to be used to transport residents because of a
tipping hazard. DON indicated she would expect
staff to obtain a wheelchair to transport a resident
If they were unable to walk with their walker. DON
also indicated in the past R3 had transported
herself while sitting on the seat of the walker, and
had been educated on proper use of the walker.

Review of a facility policy titled Fall Prevention
Program revised 2/19/235 identified, each resident
would be assessed for fall risk and receive care
and services In accordance with their
Individualized level of risk to minimize the
likelihood of falls. Identified the nurse would
Initiate interventions on the resident's care plan in
accordance to the resident's level of risk.

The facility policy titled Safe Resident
Handling/Transfers revised 2/19/25, identified the
facility ensured that residents were handled and
transferred safety to prevent or minimize risks for
Injury and provide and promote a safe and secure
and comfortable experience. The policy identified
the interdisciplinary team or designee would
evaluate and assess each resident's individual
needs, on admission and reviewed quarterly,
after a significant change in condition or based on
direct care staff observations or
recommendations.

F 700 | Bedrails F 700 7/26/25
SS=D | CFR(s): 483.25(n)(1)-(4)

§483.25(n) Bed Rails.

The facility must attempt to use appropriate
alternatives prior to installing a side or bed rail. If
a bed or side rail is used, the facility must ensure
correct installation, use, and maintenance of bed
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rails, including but not limited to the following
elements.

§483.25(n)(1) Assess the resident for risk of
entrapment from bed rails prior to installation.

§483.25(n)(2) Review the risks and benefits of
bed rails with the resident or resident
representative and obtain informed consent prior
to installation.

§483.25(n)(3) Ensure that the bed's dimensions
are appropriate for the resident's size and weight.

§483.25(n)(4) Follow the manufacturers’
recommendations and specifications for installing
and maintaining bed rails.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and document
review, the facility failed to comprehensively
assess and attempt alternatives prior to use of
bed rails for 2 of 2 residents (RS, R26 ) reviewed
who were observed to have bed ralls.

Findings include:

RS5's quarterly Minimum Data Set (MDS) dated
3/11/25, identified RS was cognitively intact and
had diagnoses which included: heart failure,
arthritis, and dementia. R5's MDS identified R5
was Independent with dressing, hygiene, rolling
left to right, transfers and walking, and required
substantial/maximal assistance with putting
on/taking off footwear.

RS's care plan revised 6/5/25, identified RS had
an activities of daily living (ADL) self-care
performance deficit related to pain and

Plan of Correctiony,

How corrective action will be
accomplished for those residents found to
have been affected by the deficient
practice.¢,

Complete comprehensive assessment by
nursing or therapy department for
alternatives that may be used and
evaluation of proper use of bedrall.

How the facility will identify other residents
having the potential to be affected by the
same deficient practice.;

|dentify residents with bedrails and
complete comprehensive assessment by
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forgetfulness. RS had the ability to roll from lying
on back to left and right side and return to lying
on back on the bed independently. RS was
Independent lying to sitting on side of bed and
transfers. R3's care plan lacked identification of
a grab bar on R3's bed.

RS's Bed Rail Consent form dated 3/7/25,
iIdentified RS had a grab bar on bed to aid In
positioning. The form included potential benefits
and risks of bed rail use.

R5's medical record lacked a comprehensive
assessment of RS's bed rall including:
appropriate use of bed rail, measurements to
assure safety and attempted alternatives prior to
the use of the bed raill.

During an observation on 6/9/25 at 12:43 p.m.,
RS had a double sized standard bed with a black
grab bar on the right side of bed, measuring
approximately 1.5 feet tall and 1 foot wide. The
grab bar sat approximately two inches from the
mattress, then went under the mattress. RS
Indicated her daughter had brought the rail in to
be used, and was not aware if any staff member
had assessed It.

During an observation on 6/10/25 at 10:35 a.m.,
RS was dressed In street clothes sitting at her
computer in her room. R5's bed continued to
have a grab bar attached to bed.

During an interview on 6/11/25 at 9:26 a.m.,
nursing assistant (NA)-A indicated RS was
Independent with most cares however, required

assistance with her compression stockings.
NA-A stated RS had her own personal bed, and
had withessed RS use the grab bar a few times,

therapy or nursing staff.

Nursing or therapy to assess quarterly
and as needed for continued use and
safety

What measures will be put into place, or
systemic changes made, to ensure that
the deficient practice will not recur.

Educate all nurses on process of
Implementing bedrails when bedralils are
needed and proper
assessments/consents needed.

How the facility will monitor its corrective
actions to ensure that the deficient
practice Is being corrected and will not
recur.y,

Audit 10% of new bedralls added and
10% of bedrail assessments completed in
the prior week weekly x4 weeks, then
monthly x2 months. Will have QAPI
review the results and make
recommendations to continue audits as
needed. Corrective action will be
monitored by DON or designee.

The date that each deficiency will be
corrected: 7/26/25
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to help her swing her body up and out of bed.

During an interview on 6/11/25 at 10:40 a.m.,
licensed practical nurse (LPN)-A stated RS was
mostly independent, however, staff assisted her
to put her socks on. LPN-A confirmed RS had a
grab bar on her bed, and had witnessed RS use it
to get in and out of bed. LPN-A stated their usual
practice was to obtain a consent form when bed
rails were used, then review them annually.
LPN-A Iindicated R5's family had brought the grab
bar to the facility. LPN-A was not aware if RS had
tried anything prior to having the grab bar
Installed.

During an interview on 6/11/25 at 10:44 a.m., RS
Indicated she used the grab bar when getting out
of bed. RS stated she would be able to get out of
the bed without it however, it was handy. RS
stated her family member attached it to her bed.

R26's quarterly MDS dated 5/21/25, identified
R26 was cognitively intact and had diagnoses
which included: asthma, anxiety disorder and
Guillain barre syndrome ( a rare neurological
disorder where the iImmune system attacks the
peripheral nervous system, causing muscle
weakness and sometimes paralysis). Identified
R26 was independent with dressing, hygiene,
transfers and walking, and required
substantial/maximal assistance with rolling side to
side.

R26's care plan revised 2/20/25, identified R26
had an activities of daily living (ADL) self-care
performance deficit related to Guillain barre
syndrome. R26 required partial/moderate
assistance of one staff in bed to turn and
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reposition as necessary. At times of increased
pain or weakness the resident need extensive
assistance of one. R26's care plan lacked
Identification of a grab bar on R26's bed.

R26's Bed Rall Consent form dated 2/5/235,
iIdentified R 26 had a grab bar on bed to aid in
positioning. The form included potential benefits
and risks of bed rail use.

R26's medical record lacked a comprehensive
assessment of R26's bed rail including:
appropriate use of bed rail, measurements to
assure safety and attempted alternatives prior to
the use of the bed raill.

During an observation on 6/9/25 at 1:40 p.m.,
R26 had a double sized standard bed with a black
grab bar on the right side of bed, measuring
approximately 1.5 feet tall and 1 foot wide. The
grab bar sat approximately two inches from the
mattress, then went under the mattress. R26
Indicated her bed had the grab bar on it when she
came to the facility and was not aware if any staff
member had assessed it. R26 stated she used
the grab bar to turn herself in bed and to transfer
out of the bed.

During an observation on 6/11/25 at 7:29 a.m.,
R26 was lying in bed and used the grab bar to
stand up and transfer independently into her
wheelchair. R26 stated she liked having the grab
bar to use when getting out of bed.

During an interview on 6/10/25 at 7:45 a.m., NA-B
stated R26 was pretty independent with her
mobility during the day. NA-B stated she had
observed R26 use the grab bar on her bed to roll
herself in bed and to transfer out of bed.
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During an interview on 6/11/25 at 08:10 a.m.,
LPN-B stated R26 was mostly independent, but
staff assisted her during the night. LPN-B
confirmed R26 had a grab bar on her bed, and
had withessed R26 use It to get in and out of bed.
LPN-B stated their usual practice was to obtain a
consent form when bed rails were used, then
review them annually. LPN-B was not aware If
R26 had tried anything prior to having the grab
bar installed.

During an interview on 6/11/25 at 10:57 a.m.,
acting director of nursing (DON) stated the
facility’'s usual process was to obtain consents
prior to using grab bars (bed rails) on resident's
beds. DON stated some of the residents had
their own beds, and had grab bars on them.
DON confirmed the facility had not completed
assessments of grab bars. DON confirmed they
did not have the manufacturer's instructions for
RS and R26's grab bars. DON indicated it was
Important to do an assessment of grab bars
because they could be a restraint, and to ensure
resident safety.

Review of the facility policy titled Proper Use Of
Bed Rails, revised 2/9/25, identified the facility
utilized a person-centered approach when
determining the use of bed rails. Appropriate
alternative approaches were attempted prior to
Installing or using bed rails. If bed rails were
used, the facility ensured correct installation, use,
and maintenance of the rails. The policy identified
examples of bed rails included, but was not
limited to side rails, bed side ralls, safety ralls,
grab bars and assist bars. As part of the
resident's comprehensive assessment, staff were
to determine whether or not the use of bed rails
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met those needs. The evaluation must include an
evaluation of the alternatives that were attempted
prior the installation or use of bed rails and how
those alternatives failed to meet the resident's
assessed needs. The resident assessment
should assess the resident's risk of entrapment
between the mattress and the bed rail or in the
bed rall itself. Informed consent from the resident
or resident representative must be obtained after
appropriate alternatives had been attempted prior
to the Installation and use of bed rails. The facility
would assure correct installation and
maintenance of bed rails prior to use, which
Included: checking with the manufacture to make
sure the bed rails, mattress and bed frame were
compatible, and assure a proper fit. Ongoing
monitoring and supervision would be completed,
Including documentation in the residents records,
Including care plan.
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FIRE SAFETY

An annual Life Safety Code Survey was
conducted by the Minnesota Department of
Public Safety, State Fire Marshal Division on
06/10/2025. At the time of this survey Sunnyside
Care Center was found in compliance with the
requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart
483.7/0(a), Life Safety from Fire, and the 2012
edition of National Fire Protection Association
(NFPA) Standard 101, Life Safety Code (LSC),
Chapter 19 Existing Health Care, and the 2012
edition of NFPA 99, Health Care Facilities Code.

The Main Building was built in 1975 and is 1-story
with no basement and the construction type Is
Type Il (111). In 2004 an entrance/ dayroom was
added, and is 1-story with no basement and the
construction type is Type V (111). Since this
addition was not separated by a 2-hour fire
barrier, the entire facility is considered to be Type
V (111) and surveyed as one building. The facility
Is divided by three smoke barriers creating four
smoke compartments.

The facility is fully sprinkler protected and has a
manual fire alarm system with corridor smoke
detection and sleeping room smoke detection,
which is monitored for automatic fire department
notification.

The facility has a capacity of 30 beds and had a
census of 28 at the time of the survey.

The requirements at 42 CFR, Subpart 483.70(a)
are MET.

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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m1 DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
August 15, 2025

Administrator

SUNNYSIDE CARE CENTER
16561 US HIGHWAY 10
LAKE PARK, MN 56554

RE: CCN: 245597
Cycle Start Date: June 11, 2025

Dear Administrator:

On July 30, 2025, the Minnesota Department of Health 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,

Sael Fe

Sarah Lane, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

P.O. Box 64900

Saint Paul, MN 55164-0900

Telephone: 651-201-4308 Fax: 651-215-9697

Email: sarah.lane@state.mn.us



