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MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

CMS Certification Number (CCN): 245357

December 1, 2014

Ms. Kathleen Roesch-Miranowski, Administrator

Sunrise Manor Nursing Home

240 Willow Street

Tyler, Minnesota 56178

Dear Ms. Roesch-Miranowski:

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
anursing 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 CM S that your
facility be recertified for participation in the Medicare and Medicaid program.

Effective November 3, 2014 the above facility is certified for:

38 Skilled Nursing Facility/Nursing Facility Beds

Y our facility’s Medicare approved area consists of all 38 skilled nursing facility beds.

Y ou should advise our office of any changesin staffing, services, or organization, which might affect
your certification status.

If, a the time of your next survey, we find your facility to not be in substantial compliance your
Medicare and Medicaid provider agreement may be subject to non-renewal or termination.

Please contact me if you have any questions.

Minnesota Department of Health « Compliance Monitoring ¢
General Information: 651-201-5000 « Toll-free: 888-345-0823
http://www.health.state.mn.us

An equal opportunity employer
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Sincerdly,

_}(M sl ‘%&-i_)dwmcj

Kamala Fiske-Downing, Program Specialist
Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

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

cC: Licensing and Certification File



MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Electronically delivered
December 1, 2014

Ms. Kathleen Roesch-Miranowski, Administrator
Sunrise Manor Nursing Home

240 Willow Street

Tyler, Minnesota 56178

RE: Project Number S5357025
Dear Ms. Roesch-Miranowski:

On October 23, 2014, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on October 16, 2014. This
survey found the most serious deficiencies to be a pattern of deficiencies that constituted no actual
harm with potential for more than minimal harm that was not immediate jeopardy (Level E) whereby
corrections were required.

On December 1, 2014, the Minnesota Department of Health completed a Post Certification Revisit
(PCR) by review of your plan of correction to verify that your facility had achieved and maintained
compliance with federal certification deficiencies issued pursuant to a standard survey, completed on
October 16, 2014. We presumed, based on your plan of correction, that your facility had corrected these
deficiencies as of November 3, 2014. Based on our PCR, we have determined that your facility has
corrected the deficiencies issued pursuant to our standard survey, completed on October 16, 2014,
effective November 3, 2014 and therefore remedies outlined in our letter to you dated October 23,
2014, 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 meif you have questions.

Sincerely,
_}(M sl %&-L}Wﬁ

Kamala Fiske-Downing, Program Specialist
Licensing and Certification Program

Minnesota Department of Health « Compliance Monitoring
General Information: 651-201-5000 « Toll-free: 888-345-0823
http://www.health.state.mn.us

An equal opportunity employer
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Division of Compliance Monitoring
Minnesota Department of Health
Telephone: (651) 201-4112

Fax: (651) 215-9697

Enclosure

cc: Licensing and Certification File
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Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering
and maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of
information including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and
Budget, Paperwork Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider/ Supplier / CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
245357 B. Wing 12/1/2014
Name of Facility Street Address, City, State, Zip Code
SUNRISE MANOR NURSING HOME 240 WILLOW STREET

TYLER, MN 56178

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 (YS) Date (Y4) ltem (Y5) Date (Y4) Item (Y5)  Date
Correction Correction Correction
Completed Completed Completed
ID Prefix F0156 11/03/2014 ID Prefix F0315 11/03/2014 ID Prefix
Reg. # 483.10(b)(5) - (10), 483.10(k Reg. # 483.25(d) Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency KS/KFD 12/01/2014 03048 12/01/2014
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
10/16/2014 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? ygg NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: SHU312
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MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Electronically delivered
October 23, 2014

Ms. Kathleen Roesch-Miranowski, Administrator
Sunrise Manor Nursing Home

240 Willow Street

Tyler, Minnesota 56178

RE: Project Number S5357024
Dear Ms. Roesch-Miranowski:

On October 16, 2014, a standard survey was completed at your facility by the Minnesota Departments
of Health and Public Safety to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs. 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 CM S-2567 whereby corrections are
required. A copy of the Statement of Deficiencies (CM S-2567) is enclosed.

Please note that this notice does not constitute formal notice of imposition of alternative remedies
or termination of your provider agreement. Should the Centersfor Medicare & Medicaid
Services determine that termination or any other remedy iswarranted, it will provide you with a
separ ate formal notification of that deter mination.

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

the following issues:

Opportunity to Correct - thefacility is allowed an opportunity to correct identified
deficiencies before remedies are imposed;

Electronic Plan of Correction - when a plan of correction will be due and the infor mation
to be contained in that document;

Remedies - the type of remedies that will beimposed with the authorization of the
Centersfor Medicare and Medicaid Services (CMYS) if substantial complianceis not
attained at thetime of arevisit;

Genera Information: (651) 201-5000 * TDD/TTY': (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directionsto any of the MDH locations, call (651) 201-5000 * An Equa Opportunity Employer



Sunrise Manor Nursing Home
October 23, 2014
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Potential Conseguences - the consequences of not attaining substantial compliance 3 and 6
months after the survey date; and

Informal Dispute Resolution - your right to request an informal reconsideration to dispute
the attached deficiencies.

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

DEPARTMENT CONTACT

Questions regarding this letter and al 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:

Kathryn Serie, Unit Supervisor
Minnesota Department of Health
1400 E. Lyon Street

Marshall, Minnesota 56258
Kathryn.serie@state.mn.us
Office: (507) 476-4233

Fax: (507) 537-7194

OPPORTUNITY TO CORRECT - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CM S policy requires that facilities will not be given an opportunity to correct
before remedies will be imposed when actual harm was cited at the last standard or intervening survey
and also cited at the current survey. Your facility does not meet this criterion. Therefore, if your
facility has not achieved substantial compliance by November 25, 2014, the Department of Health will
impose the following remedy:

. State Monitoring. (42 CFR 488.422)
ELECTRONIC PLAN OF CORRECTION (ePoC)

An ePoC for the deficiencies must be submitted within ten calendar days of your receipt of this |etter.
Y our 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;
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- Address what measures will be put into place or systemic changes made to ensure that
the deficient practice will not recur;

- Indicate how the facility plans to monitor its performance to make sure that solutions are
sustained. The facility must develop a plan for ensuring that correction is achieved and
sustained. This plan must be implemented, and the corrective action evaluated for its
effectiveness. The plan of correction is integrated into the quality assurance system;

- Include dates when corrective action will be completed. The corrective action
completion dates must be acceptable to the State. If the plan of correctionis
unacceptable for any reason, the State will notify the facility. If the plan of correctionis
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 arevisit, 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 CM S Region V Office that one or more of the following remedies be imposed:

. Optional denia 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 aso result in the termination of your facility’s Medicare
and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance.

Y our 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 criterialisted in the plan of correction section above. Y ou 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.
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VERIFICATION OF SUBSTANTIAL COMPLIANCE

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. Complianceis certified as
of the latest correction date on the approved ePoC, unlessit 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 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 CM'S Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficienciesfound during therevisit

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 deficienciesidentified at the revisit require the imposition
of ahigher 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 therevisit

If new deficiencies are found at the revisit, the remedies specified in thisletter will be imposed. If the
deficienciesidentified at the revisit require the imposition of a higher category of remedy, we will
recommend to the CM S Region V Office that those remedies be imposed. Y ou will be provided the
required notice before the imposition of a new remedy or informed if another date will be set for the
imposition of these remedies.

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

If substantial compliance with the regulationsis not verified by January 16, 2015 (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 Federa 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 acomplaint visit or other survey conducted after the original statement
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of deficiencieswasissued. This mandatory denial of payment isin addition to any remedies that may
still bein effect as of this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by April 16, 2015 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. Thisactionis
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an
informal dispute resolution process. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

Nursing Home Informal Dispute Process
Minnesota Department of Health
Division of Compliance Monitoring
P.O. Box 64900

St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or 1IDR of federal deficiencies must be submitted viathe web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/litc idr.cfm

Y ou 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 aresponse to the Life Safety Code deficiencies (those
preceded by a"K" tag), i.e., the plan of correction, request for waivers, should be directed to:

Mr. Patrick Sheehan, Supervisor
Health Care Fire Inspections
State Fire Marshal Division
pat.sheehan@state.mn.us
Telephone: (651) 201-7205
Fax: (651) 215-0525
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Feel free to contact meif you have questions.

Sincerdly,
_}’]/MVLﬂ'é“L ‘%&-i_)dwmcj

Kamala Fiske-Downing, Program Specialist
Licensing and Certification Program
Division of Compliance Monitoring
Minnesota Department of Health
Telephone: (651) 201-4112

Fax: (651) 215-9697

Enclosure

cc: Licensing and Certification File
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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 156 | 483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF F 156 11/3/14
ss=E | RIGHTS, RULES, SERVICES, CHARGES

The facility must inform the resident both orally
and in writing in a language that the resident
understands of his or her rights and all rules and
regulations governing resident conduct and
responsibilities during the stay in the facility. The
facility must also provide the resident with the
notice (if any) of the State developed under
§1919(e)(6) of the Act. Such notification must be
made prior to or upon admission and during the
resident's stay. Receipt of such information, and
any amendments to it, must be acknowledged in
writing.

The facility must inform each resident who is
entitled to Medicaid benefits, in writing, at the time
of admission to the nursing facility or, when the
resident becomes eligible for Medicaid of the
items and services that are included in nursing
facility services under the State plan and for
which the resident may not be charged; those
other items and services that the facility offers

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 10/30/2014

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: SHU311 Facility ID: 00338 If continuation sheet Page 1 of 8
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and for which the resident may be charged, and
the amount of charges for those services; and
inform each resident when changes are made to
the items and services specified in paragraphs (5)
()(A) and (B) of this section.

The facility must inform each resident before, or
at the time of admission, and periodically during
the resident's stay, of services available in the
facility and of charges for those services,
including any charges for services not covered
under Medicare or by the facility's per diem rate.

The facility must furnish a written description of
legal rights which includes:

A description of the manner of protecting personal
funds, under paragraph (c) of this section;

A description of the requirements and procedures
for establishing eligibility for Medicaid, including
the right to request an assessment under section
1924(c) which determines the extent of a couple's
non-exempt resources at the time of
institutionalization and attributes to the community
spouse an equitable share of resources which
cannot be considered available for payment
toward the cost of the institutionalized spouse's
medical care in his or her process of spending
down to Medicaid eligibility levels.

A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy
groups such as the State survey and certification
agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may file a
complaint with the State survey and certification
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agency concerning resident abuse, neglect, and
misappropriation of resident property in the
facility, and non-compliance with the advance
directives requirements.

The facility must inform each resident of the
name, specialty, and way of contacting the
physician responsible for his or her care.

The facility must prominently display in the facility
written information, and provide to residents and
applicants for admission oral and written
information about how to apply for and use
Medicare and Medicaid benefits, and how to
receive refunds for previous payments covered by
such benefits.

This REQUIREMENT is not met as evidenced
by:

Based on interview and document review, the
facility failed to provide the required Skilled
Nursing Facility Advanced Beneficiary Notice
(SNFABN) upon termination of all Medicare Part
A skilled services for 2 of 3 residents (R23 & R37)
reviewed for liability notice and beneficiary appeal
rights.

Findings include:

R37 was discharged from Medicare Part A on
6/16/14, and remained in the facility until she was
discharged on 7/15/14. The facility did not
provide R37 and/or her legal representative with a
SNFABN/Centers for Medicare and Medicaid
Services (CMS)-10055 to inform her of potential
liability for non-covered services.

Resident R23 has received the
appropriate Medicare notifications.
Resident R37 has discharged from the
facility.

All residents have the potential to be
affected by this deficient practice.

As of 10/16/2014 the facility will issue
within the required time frames the SNF
ABN or one of the 5 Denial letters, along
with the Notice of Medicare
Non-Coverage, to a resident when it is
determined that Medicare coverage is
ending and a SNF ABN or one of the 5
Denial letters is required to be given.

A policy and procedure for Medicare
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R23 was discharged from Medicare Part A on Notices has been developed and staff that
7/11/14 and remained in the facility. The facility issue the notices will be educated on the
did not provide R23 with her with a policy by 10/31/2014 or on their next
SNFABN/Centers for Medicare and Medicaid scheduled shift.
Services (CMS)-10055 to inform her of potential
liability for non-covered services. The Medicare Nurse, the Director of
Nursing , the Social Worker and the
During an interview on 10/14/14, at 2:00 p.m. the Administrator all reviewed the National
director of nurses (DON) confirmed the required Government Services, Inc. Medicare
form had not been provided to R23 and R37. University "Skilled Nursing Facility Part A
Advanced Beneficiary Notice" Powerpoint
The facility policy/procedures related to SNF presentation as of 10/30/14.
determination on Continued Stay was requested
but not provided. A Medicare Log is maintained and has

been modified to indicate the date(s) the
Notice of Medicare Non-Coverage and the
SNF ABN/Denial Letter are issued.

Areview of all Medicare denial paperwork
will be done weekly for the next 3 months
to assure that the proper denial notices
have been provided to the resident and/or
responsible party. Results of these
reviews will be reported to the QAPI
Committee monthly. The QAPI
Committee will determine the need for any
additional education and/or reviews.

F 315 483.25(d) NO CATHETER, PREVENT UTI, F 315 11/3/14
ss=p RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
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infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and document
review the facility failed to use proper infection
control technique to prevent infection for 2 of 3
residents (R23& R34) reviewed who had urinary
catheters.

Findings include:

R34 has a diagnosis of neurogenic bladder as
indicated on the care plan. A suprapubic catheter
was placed on 5/2/13, by the urologist (physician
specializing with bladder/urine disorders) to drain
urine from the bladder through the lower right
abdomen into a tube and drainage bag. The
Nursing Home Rounds note dictated by the
primary physician indicated that R34 has a history
of recurrent urinary tract infections (UTI).
Physicians orders dated 10/3/14 indicated
antibiotic treatment for UTI to begin and to
recheck urine in 7 days. A follow up urinalysis
was completed and it was noted to be free of
significant UTI.

During an observation on 10/14/14, at 7:10 p.m.
nursing assistant (NA)-B provided bedtime care
to R34 which included catheter site care and
emptying urine from the catheter drainage bag. It
was noted that NA-B washed her hands and
donned gloves. NA-B released the drainage bag
spout from the catheter drainage bag, unclamped
the spout and drained the urine into a urinal which
was placed on the floor next to the bed. After the
urine was emptied into the urinal, NA-B closed

Beginning on 10/15/2014 the procedure
for urinary catheter care and emptying
catheter bags is being provided to all
nursing staff to read prior to working their
next shift. 1:1 review of the procedure is
being provided to CNA staff. On
10/29/2014 no residents with urinary
catheters are being treated for a urinary
tract infection.

As of 10/16/2014 all rooms of residents
with urinary catheters have been checked
by nursing to assure proper supplies are
readily available for staff to use in
providing urinary catheter care.

The facility policy and procedure on
urinary catheter care was reviewed and
updated as necessary.

The nursing assistant orientation checklist
has been updated to include proper
urinary catheter care.

Random daily observations of urinary
catheter care will be done by licensed
nurses for 3 weeks and weekly for 3
months to reinforce education and to
ensure adherence with the urinary
catheter care policy and procedure.
Results of these observations will be
reported to and reviewed at the facility
QAPI Committee meetings. The QAPI
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the clamp on the drainage spout and replaced the
spout into the holder located on the bag. NA-B did
not cleanse the spout with an alcohol swab prior
to replacing the spout into the catheter bag
holder.

When interviewed on 10/15/14, at 3:11 p.m., the
infection control practitioner (ICP) described the
procedure for emptying the catheter drainage bag
and indicated the end of the drainage spout
should be cleansed with an alcohol wipe before
and after draining urine from the catheter bag.
The ICP also indicated that staff training related
to catheter care had occurred sometime during
the summer of 2013 for all the nursing assistants,
which included the proper cleansing of the
catheter bag spout with the use of an alcohol
swab whenever urine is emptied.

R23 had a diagnoses which included Multiple
Sclerosis (MS) and neurogenic bladder which
required the use of an indwelling urinary catheter.
A physician progress note dated 7/1/2014
indicated that R23 had been diagnosed with a
urinary tract infection. R23 has mild cognitive
impairment and is totally dependent on staff for
assistance to provide care for the urinary
catheter. The care plan dated 10/9/2014
indicated staff will totally manage the catheter and
the straight drainage bag should be emptied
every shift.

During interview on 10/15/14, at 10:25 a.m. R23
indicated she was waiting for the nursing
assistants to complete morning cares which
included emptying the urine from the catheter
bag.

On 10/15/14, at 10:35 a.m. NA-A verified that she

Committee will determine the need for ay
ongoing monitoring and/or education.
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had just emptied the urine from the catheter
drainage bag and explained the procedure she
routinely used to empty the drainage bag. NA-A
explained the following steps:

. Wash hands

. Apply gloves

. Open the drainage bag port

. Drain the urine

. Close the drainage bag port

. Measure urine and empty urine collection tool
. Remove gloves

. Wash hands.

O~NO A WNPF

Upon further questioning, NA-A verified she did
not wipe the tip of the catheter drainage port with
an alcohol swab to sanitize it. NA-A further
indicated staff were not instructed to wipe the
drainage port each time the catheter bag was
emptied of urine.

On 10/15/14, at 2:37 p.m. NA-A indicated that she
had followed up with a licensed nurse who was
working and verified that she [NA-A] was
supposed to wipe the catheter drainage port with
an alcohol swab after each time it was emptied
and she had not been aware of that standard of
practice.

During an interview on 10/16/14, at 9:30 a.m. the
director of nursing (DON) verified the catheter
drainage spout should be cleansed per the
standard of practice for nursing assistants. A copy
of that procedure was provided.

According to the standard of practice for nursing
assistants (Hartman's Long-Term Care and
Home Health), the procedure and training manual
indicated in step 8 that when urine has been
drained out of the drainage bag to close the spout
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(clamp it) and with the use of an alcohol wipe the
drain spout should be cleansed and then
replaced in the holder on the bag.
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FIRE SAFETY

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety, State
Fire Marshal Division, on October 14,2014. At
the time of this survey, Tyler Sunrise Manor
Healthcare Center was found in compliance with
the requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart
485.623(d), Life Safety from Fire, and the 2000
edition of National Fire Protection Association
(NFPA) 101, Life Safety Code (LSC), Chapter 19
Existing Health Care Occupancies.

Tyler Healthcare Center [critical access hospital]
was constructed in 1957, is one-story, has a
partial basement, is fully fire sprinkler protected
and was determined to be a Type Il (111)
construction.

At this time the facility has a catagorical waivers
for projections into a corridor widths and wall
decorations.

The facility has a capacity of 38 beds and had a
census of 33 at time of the survey.

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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